CHAU MEDICAL GROUP

ALL QUESTIONS CONTAINED IN THIS QUESTIONNAIRE ARE OPTIONAL AND WILL BE KEPT STRICTLY CONFIDENTIAL

T4t ca nhirng cau hoi trong don nay duoc bao mat chat ché va sé duoc luu lai trong bénh dn cua quy vi

PATIENT INFOMATION/ Théng tin ca nhan

Last name/ Ho First name/ Tén Middle/ Tén It Birth date:
Ngay sinh
Email: SSN:
. Sé an sinh xa hoi
Address: Marital status:
Dia chi Tinh trang hén nhan
Occupation: Cell phone:
Nghé nghiép S6 di déng
Previous Primary Care Doctor & Phone number:
Bdc si gia dinh truréc day & S6 dién thoai
Specialists & Phone number / Béc si chuyén khoa & S6 dién thoai:
PREFERRED PHARMACY / Nha thuéc
Name/ Tén: Phone/ Sé dién thoai:
Address/ Dja chi:
PREVENTATIVE HEALTH SCREEENING
Tam soat bénh
Screening/ Tam soat Date/ Ngay Screening/ Tam soat Date/ Ngay
Last colonoscopy/ Néi soi dai trang Last bone density/ DEXA/ Do lodng xuong
Last mammogram/ Chup X-quang vu Last chest X-ray/ Chup X-quang phéi
Last PAP smear/ Kham phu khoa Last blood test-Lab/ Xét nghiém mau
EMERGENCY CONTACT / Lién lac khan cap
Name of local friend or relative Relationship to patient Phone
Tén cua ban/nguoi thdn séng gan nha Quan hé véi bénh nhan S6 dién thoai

The above information is true to the best of my knowledge. | authorize my insurance benefits be paid directly to the physician. |
understand that | am financially responsible for any balance. | also authorize Chau Medical Group or insurance company to release

any information required to process my claims.

T6i cam doan nhirng théng tin & trén la chinh xdc. T6i cho phép cbng ty bao hiém cua téi thanh toan trurc tiép véi van phong bac si. Téi sé chju
trach nhiém thanh toan bat ki chi phi nao con lai. Téi cho phép Chau Medical Group (vdn phong bédc si Chau) hodc céng ty bdo hiém cung cdp

théng tin ca nhan can thiét dé thuc hién thanh toan.

Patient / Guardian's Signature
Ky tén

Date
Ngay




List your prescribed drugs and over-the-counter drugs, such as vitamins and inhalers
Ligt ké tat ca nhirng thuéc dang dung, ké ca vitamin va thudc hit

Name of Drug / Tén thudc Dose / Liéu ding (mg)

Frequency / Sang/téi Reason / Nguyén nhén

DIAGNOSED MEDICAL PROBLEMS / Nhirng bénh tirng durgc chén doan

ALLERGY / Dj trng
SURGERY DATE
Phau thuat Ngay Substance or Medication Reactions
Tén chat hodc tén thudc Phan trng
FAMILY MEDICAL HISTORY/ Bénh sur gia dinh
AGE SIGNIFICANT HEALTH PROBLEMS AGE SIGNIFICANT HEALTH PROBLEMS
Tuéi Nhirng bénh man tinh Tuéi Nhirng bénh man tinh
Father Grandfather
Cha Paternal
Ong néi
Mother Grandmother
Me Paternal
i Ba noi
Children Grandfather
Con cai AMaternaI .
Ong ngoai
Siblings Grandmother
Anh, chi, em M‘aternal_
T Ba ngoai

SOCIAL HISTORY
Thoi quen sinh hoat

Do you drink alcohol?
Quy vi ¢ ubng ruou, bia khong?

If yes, what kind? Loai nao?

N

How many/week? Bao nhiéu ly méi tuan?

Do you use tobacco?
Quy vj cé hut thuéc khéng?

If yes, what kind? Loai nao?

How many pack/day? Bao nhiéu géi mbi ngay?

Do you currently use recreational or street drugs?/ Quy vi cé dang sur dung chét kich thich khong?

Have you ever given yourself street drugs with a needle?/ Quy vj c6 turng chich thudce kich thich khéng?

Date of last menstrual period/ Ngay hanh kinh cudi ctng:




TCHAU

MEDICAL GROUP
Son Chau, MD | Quynh-An Chau, MD | Huy Le, MD

Lamson Vo, DO | Sandy Do, APRN | Vinh Nguyen, PA

1287 North Semoran Blvd, Suite 200 | Orlando, FL 32807

Phone 407-273-9410 | Fax 407-658-7839

Date:

To:

Prior PCP:

Specialists:

| hereby authorize you to release all medical records to Chau Medical Group.

| understand that this consent is subject to revocation at any time except to the extent that action has
been taken in reliance thereof, and in any event shall expire and become null and void 180 following its
signing as indicated below. | further agree that a photocopy or facsimile copy of this authorization shall
be effective as the original hereof.

Alcohol, drug, HIV, ARC and/or AIDS information, if present, will be disclosed from records whose
confidentiality is protected by Federal Law, which prohibits any further disclosure or without specific
written authorization of the undersigned, or as otherwise permitted by such regulations.

Requested records:

Labs, EKGs, Imaging, any Diagnostic testing from the PRIOR YEAR TO PRESENT DAY!

Physician’s progress notes and Consultant notes from the PRIOR YEAR TO PRESENT DAY!

Print Name:

DOB: Social Security Number:

Signature:

Witness: Date:




