H. Joseph Khan, M.D., Inc. Patient Registration Form

N B

Name Sex Date of Birth Age
Last First M.L
Address , Home Phone ( )
Street Number Apt#
Work Phone ( )
5 City State Zip
=
E Celi Phone ( )} Email Address
=
§ | Social Security # Driver’s License
o
2y
Employer - Phone #
Referring Doctor Phone #
Emergency contact (not living with you) Phone #
Name Home Phone ( )
Last First M.L
. Cell Phone ( ) Work Phone ( )
£ | Social Security # Date of birth
L=
= .
5 | Employer ' Phone #
E
£ | Primary Insurance Subscriber ID #
[ 7]
Group Name Group #
Relationship to patient’
S
g | Secondary Insurance Subscriber ID #
= | Name of Insured Date of birth
% .
g
2 | Group Name Group #
I hereby authorize and direct my insurance carrier to pay directly to H. J osepht Khan, M.DD,, Inc. any benefits due me under my insurance plan. [ agree that
should it be determined that  am ineligible or services are denied me under my Health / Insurance Plan, E'will be responsible for payment to H. Joseph
Khan, M.D., Inc. for those services disallowed, ineligible, or not covered.
w
8| AUTHORIZED SIGNATURE DATE
RS
—
21 tauthorize H. Joseph Khan, M.D., Ine. to release to my insurance carrier aty medical information necessary to process this claim. | understand that | may be
51 responsible for any out-of-pocket expenses, deductible or co-pays.
koo

AUTHORIZED SIGNATURE DATE

If not patient, relationship




MEDICAL HISTORY
What is the reason for the visit? Date -
Name__
Date of birth
Single  Married_
Widow Divorced
Do you have: YES NO Have you ever had, YES NO
HEADACHE, e JAUNDICE. .
FEVER, - PNEUMONIA: -
CHILLS, - HIGH BLOOD PRESSURE: . -
CHEST PAIN: - HEART TROUBLE. R -
NAUSEA, o CANCER, e
VOMITING. o TUBERCULOSIS: _ R
DIARRHEA. I ASTHMA, .
CONSTIPATION. - ULCERS: _ _
BLACK STOOL —_— HIGH FEVER. .
PAINFUL URINATION: - BROKEN BONES: e .
SETZURES. o
Any allergies? If so specify, EMPHYSEMA. - -
' ABNORMAL PAP-SMEAR -
Menstrual history: .
DATE OF LAST PERIOD:. Does anyone in your family have.
LENGTH OF CYCLE, TUBERCULOSIS: _ -
REGULAR?, YES __ NO___ DIABETES: - -
NUMBER OF CHILDREN: CANCER: _ -
NUMBER OF FREGNANCIES: HIGH BLOOD PRESSURE. __ —_
COMPLICATIONS OF PREGNANCIES: HEART TROUBLE, _ -
EMPHYSEMA, _ -
STROKE: -
Any past surgerys? Flease list. Do you smoke? - .

Second-hand exposure?

If yes, how long,

This information is strictly confidential and will not be released except upon written consent of the patient.
SIGNATURE




Notice of Privacy Practices
- H. Joseph Khan, M.D.; lnc.-
., DBA Paramount Care Medical Group o ‘ .
Clinic For Women And Children '
" 1629 W. 17" Street Suite A
 SantaAna, CA 82706 . -
Nida Lim {Privacy Ofﬁcet_;) Tel. #(714) 972-2111

4

Effective Date: April 14, 2003

-

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. CL

¥

We understand the importance of privacy and are commitied to maintaining the confidentiality of your medical information. We make a record of the
medical care we provide and rmay receive such records from others. We use these records to provide or enabie other health care providers |
provide qualily medical- care, to obiain payment for services provided to you as aflowed by your health plan and'to enable us lo mest our -

________ professional and legal obiigations to cperate this medical practice properly. We ara required by faw to maintain the privacy of protected heaith
infarmation and fo provide individuals with notice of our legal duties and privacy practices with respect to-protecied health information. This notice .
dascribes How we may use and disclose your medical information, It also describes your rights and our legal obligations with respect to your
medical information, If you have any questions about this Notice, please contact our Privacy Officer fistad above.

A, How this Medical Practice May Use or Disclose Your Health Information _ s
This medical practice collects health information about you and stores it in a chart and on a computer. This is your medical record. * The medical’

recard is the property of this medical practice, but the information in the medicat record belongs to you. The law permits: us to use or disclose your
heaith informalion for the following purpeses: ) :

R 1. Treatment. We use medical information about you to provide your medical care. We disciose medical information to our empidyees and |
others who are involved in providing the care you need. Fer example, we may share your medical information with other physicians or other health ~°
care providers wha will provide services which we do not provide. Or we may share this information with ‘a pharmacist who needs it o dispense 2
prescription to you, or a laboratory that performs a test. We may also disclose medical information to members of your family or others who can help
you when you are sick or injured. . ' .

2. Payment. We use and disclose medical information about you to obtain payment for the services we provide. For exampie, we give your
health plan the information it requires before it will pay us. We may-also disciose information to cther health care providers to assist them in
obtaining payment for services they have provided to you. -
3. Health Care Operaiions. We may use and disclose medical information about you to operate this' medical practice. For example, wa mdy
use and disclose this information to review and improve the quality of care we provide, or the compatence and qualifications of our professignal siaff.
Or we may use and disclose this information to get your health plan fo authorize sérvices or referrals. We may also use and disclose this -
informaticn as necessary for medical reviews, legal services and -audits, .including fraud and abuse datection and compliance programs and
business planning and management. We may also share your medical information with our "business associates”, such as our billing.service, tha:
perform administrative services for us. We have a written contract with each of these business associates that contains tems requiring them to
protect the confidentiality of your medical information. Although federal law does not protect health information which is disclosed to someone otner
than ancther healthcare provider, health plan or healthcare clearinghouse, under California law all recipients of health care information are
prohibited from re-diselesing it except as specifically required or permifted by law. We may also share your information with other health care -
providers, health care clearinghouses or health plans that have a refationship with you, when they request this information to help them with their -
quality assessment and improvement activities, their efforts {o improve heaith or reduce health care costs, their review of competence, qualifications”
and performance of health care professionals, their training programs, their accreditation, certification or licensing activities, or their health care fraud
and abuse detection and compliance effarts. [Participants in organized heaith care arrangements.-only should add:}] We may aiso shars
medical infarmation about you with the other health care providers, heaith care clearinghouses and heaith plans that participate with us in "organized
health care arrangements” (OHCAs) for any of the OHCAS' health care operations. OHCAs include hospitals, physician organizations, health ptans.
and other entities which collectively provide heaith care services. A listing of the OHCAs we participate in Is available from the Privacy.Cfficial.

4. Appointment Reminders. We may use and disclose medical information fo éontacf.t and: remind you about appointments. |If you are nct
home, we may leave this information on your answering machine or in a message left with the person answering the phone. .

. 5. Sign in sheef, We may use and disclose medical information about you by having you sign in when you arrive at our office. We may alsc: |
call out your name when we are ready to see you. ' .

6. Notification and communication with famity, We may disclose your health information to notify or assist In nofifying a family membaer, your
personal representative or another person responsible for your care about your location, your general condition or in the event of _your-death. in the -

© 2002, 2003 by PrivaPlan Associates, Inc and the California Medical Association -
Patent Pending-All rights Reserved, : B
2-1-037 _— -



C. Your Health Information Rights

1. Right to Request Special Pfivg Prote_ctions. You have the right te request restrictions on certain uses and disclosures of your health
infarmation, by a written request specifying what information You want to limit and what limitations on our use or disclosure of that infermation you -

wish to have imposed. We raserve the right to accept or reject your request, and will notify you of our decision.

2, Right to Request Confidential Communications. You have the right to request that you receive your heaith information in a specific way or

at a specific location. For example, you.may ask that we send Information to a particular e-mail account or to your work address. We will comply .
with all reasonable requests submitted in writing which specify how or whers you wish to receive these communications, o

3. Right fo Inspect and Copy. You have the right to inspect and copy your. health information, with limited exceplions. To access your
medical information, you must submit a written request detailing what infarmation you want access to and whether you want to inspect it or get a
copy of it. We will charge a reasonable fee, as allowed by Califonia and federal law. We may deny your request under limited cireumsfances. If we
deny your request to access your child's records or the records of an incapacitated adult you are representing because we belisve allowing access
wouid be reasonably likely to cause substantial hamm to the patient, vou will have a right to appeal our decision. If we deny your request to access
your psychotherapy notes, you will have the right to have them transferred to another mental health professionai.

4. Right to Amend or Supplement. You have a right to request that we amend your health information that you believe is-incorrect or
incomplete. You must make a request to amend In writing, and include the reasons Yyou believe the information is inaccurate or incomplets. We dre

niot required to change. your health infcnnation, and will provide you with information about this medical practice’s denial and how you can disagree
with the denial. We may deny your request if we do not have the information; if we did not create the Information {unless the person or entity that , -
created the information is no longer available to make the amendmant), if you would not be permitted to inspect or copy the information at issue, or if

the information is accurate and complete as is. You also have the right to request that we add 1o Your record a statement of up fo 250 words
cancerning any statement or item you believe to be Incom plete-or incorrect. : ’

5. Right to an Accounting of Disclosures. You have a right to receive an accounting of discloéﬁres of your health information made by this,
medical practice, except that this medical practice- does not have to account for the disclosures provided to you or pursuant fo your written -

authorization, or as described in paragraphs 1 (treatment), 2 {payment), 3 (health care operations), 6 {notification and commurication with family)-
and 16 (speciaﬁ;ed government functions) of Secﬁop A of this Notice of Privacy Practices or disclosures for purposes of research or pubiic health

8. You have a right fo a paper copy of this Notice of Privacy Practices, even if you have previously requested its receipt by e-mail.

if you would like to have a more detailed explanation of these rights or if you would fike to exercise one or more of these tights, contact our Privacy
Officer listed at the top of this Notice of Privacy Practices. - ) . . .
D. " Changes to this Notice of Privacy Practices

We reserve the right to amend this Notice of Privacy Practices at any time in the future. Until such amendment is made, we are required by law to
-comply with this Notice. After an amendment is made, the revised Notice of Privacy Protections will apply to all protected heaith information.that we
maintain, regardless of when it was created or received, .We will keep a copy of the cument notice posted in our reception area, and a copy will be
available at each appointment, [For practices with websiles add: We will also post the current notice on our website.] : ’

E. Complaints _ o o ‘ -0

Complaints about this Notice of Privacy Practices or how this medical practice ha'ndles your health information should be directed to our Privacy -
Officer listed at the top of this Notice of Privacy Practices. : : ) ) o . -

if you are not satisfied with the manner in which this office handles a coinplaint, you may sﬁbmit a format complaint to; R

Depariment of Health and Human Services _ i _
Cffice of Civil Rights . o : _ -
Hubert H, Humphrey Bidg. : .

200 Independence Avenue, S.W.

Room 505F HHH Building

Washington, DC 20201

You will not be penalized for ﬁfingra' complaint.

© 2002, 2003 by PrivaPlaf Associates, Inc and the Cafifornia Medical Association R 3
: Patent Pending-All fights Reserved. ]
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Acknowledgement of Recelpt of Notice of Privacy Practices
- - H. Joseph Khan, M.D., Inc. S
DBA Paramount Care Medical Group
Clinic For Women And Children
1629 W. 17" Street Suite A
Santa Ana, CA 92706
Nida Lim (Privacy Officer) Tel # (714) 872-2111 . S

]

| hereby acknowledge that | received a copy of this medical practice's Notice of Privacy Practices. | further .
acknowladge that a copy of the current notice wil be postad in the reception area, and that a copy of any emended |
~ Notice of Privacy Practices will be available st each appeointment. - ~

& | would like to receive a copy of any amended Notica of Privacy Practices by e-mail at;
Signed: _ Date:
Print Name: 7 Telephone:

if not signed by the patlent, please indicate relationship:

a ;Qérent or guardian of minor patient
0 guardian or conservator of an incompetent patient

Name and Address of Patlent:

© 2002, 2003 by PrlvaPian Associates, Inc and the California Medlcal Assaciation
: Patent Psnding-All rights Reserved.
C 2-1-03




PHYSICIAN-PATIENT ARBITRATION AGREEMENT

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to whether any medical services rendered under this contract
were unnecessary ot unauthorized or were improperly, negligently, or incompetently rendered, will be determined by submission to arbitration as provided by California
law, and not by a lawsuit or resort to court process except as California law provides for judidial review of arbitration proceedings. Both parties to this contract, by entering
into it, are giving up their constitutional rights to have any such dispute decided in a court of law before a jury, and instead are accepting the use of arhitration.

Article 2: All Claims Must be Arbitrated: It is the intention of the parties that this agreement bind all parties whose daims may arise out of or relate to treatment or
service provided by the physician including any spouse or heirs of the patient and any children, whether born or unborn, at the time of the occurrence giving rise to any
claim. In the case of any pregnant mother, the term “patient” herein shall mean both the mother and the mother's expected child or children.

All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the physician, and the physician’s partners, associates, association,
corporation or partnership, and the employees; agents and estates of any of them, must be arbitrated including, without limitation, daims for loss of consortium, wrongful
death, emotional distress or punitive damages. Filing of any action in any court by the physician or patient to collect or contest any medical fee shall not waive the right to
compel arbitration of any malpractice claim. However, following the assertion of any malpractice claim, any fee dispute, whether or not the subject of any existing court
action, shall also be resolved by arbitration.

Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each party shall select an arbitrator (party
arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by the parties within thirty days of a demand for a
neutral arbitrator by either party. Each party to the arbitration shall pay such party’s pro rata share of the expenses and fees of the neutral arbitrator, together with other
expenses of the arbitration incurred or approved by the neutral arbitrator, not including counsel fees or witness fees, or-other expenses incurred by a party for such party’s
own benefit. The parties agree that the arbitrators have the immunity of a judicial officer from civil liabifity when acting in the capacity of arbitrator under this contract, This
immunity shall supplement, not supplant, any other applicabie statutory or common law. '

Either party shall have the absolute right to arbitrate separately the issues of liability and damages upon written request to the neutral arhitrator,

The parties consent to the intervention and joinder in this arhitration of any person or entity which would otherwise be a proper additional party in a court action, and
upon such intervention and joinder any existing court action against such additional person or entity shall be stayed pending arbitration.

The parties agree that provisions of California law applicable to health care providers shall apply to disputes within this arbitration agreement, including, but not limited
to, Code of Civil Procedure Sections 340.5 and 667.7 and Civit Code Sections 3333.1 and 3333.2. Any party may bring before the arbitrators a motion for summary judgment
of summary adjudication in accordance with the Code of Civil Procedure. Discovery shall be conducted pursuant to Code of Civil Procedure section 1283.05; however,
depositions may be taken without prior approval of the neutral arbitrator.

Article 4: General Provisions: All claims based upon the same incident, transaction or related circumstances shall be arbitrated in one proceeding. A claim shall be waived
and forever batred if (1) on the date notice thereof is received, the dlaim, if asserted in a civil action, would be barred by the applicable California statute of {imitations, or
(2) the daimant fails to pursue the arbitration daim in accordance with the procedures prescribed herein with reasonable diligence. With respect to any matter not herein
expressly provided for, the arbitrators shall be governed by the California Code of Civil Procedure provisions relating to arbitration.

Article 5: Revocation: This agreement may be revoked by written notice defivered to the physician within 30 days of signature. It is the intent of this agreement to apply to
all medical services rendered any time for any condition.

Article 6: Retroactive Effect: If patient intends this agreemeht to cover services rendered before the dateit is signed (including, but not limited to,
emergency treatment) patient should initial below: ' _ _

Effective as of the date of first medical services

Patient’s or Patient Representative’ Initials )
ifany provision of this arbitration agreement is held invafid or unenforceable, the remaining provisions shall remain in full force and shall not be affected by the invalidity of
any other provision. : :

| understand that [ have the right to receive a copy of this arbitration agreement. By my signature below, | acknowledge that | have received a copy.

NOTICE: BY SIGNING THISCONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE DECIDED BY NEUTRAL
ARBITRATION AND YOU AREGIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE ARTICLE 1 OF THIS CONTRACT.

By: By:

Physician’s or rized Representative’s Signature (Date} Patient’s or Patient Representative’s Signature . (Date)

H. Joseph Khan, M.D., Inc. By:
;rsisgcci);t?irmnw‘lﬁhﬂgs??ih@‘al ST@: o;ﬁk Print Patient’s Name
Santa An &f’ C;}:‘ QE?QS (If Representative, Print Name and Relationship to

Patient}

A signed copy of this document is to be given to the Patient. Original is to be filed in Patient's medical records.
{2-12)




