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PATIENT QUESTIONNAIRE

e Do you have or ever had any of the following diseases or conditions: diabetes, hypertension,

arthritis, hyperlipidemia, cancer, CVA, stroke, hepatitis, kidney disease, thyroid disease, or
others? T, 1Y, S AHIE, 2AHY, o, MYAEL, HIEF, =2, 70, UZREL TUN S Z2 2H0| A MTIR?
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e Please list all your current medications. =& 521 2Fo] QlthH 2R3 4] 2.

e Please list any drug allergies. 2V & <@ 2717} A vhd ZHAd & =4 Q.

e Please list any surgery and hospitalization records. =% 2 Y 7] =0l &l ZAl 8] 4 2.

e Please list the family health history. 7152 ol] 343l 2} 3] 41| Q..

Father -

Mother 5

Siblings & A <} v

Relatives %1 %]

e Do you smoke? 513}~ OYes / O No

How often do you smoke? &V} S A3IA L4022

e Do you drink alcohol? &5 =A|L}Q ? OYes /O No

How often do you drink? dv}L} =AJLQ?

e Do you drink coffee? # 3| E = AL} 2?2 O Yes /O No

How often do you drink? dvjL} =AJLQ?

e Do you work? ¥ 3}A] EL?O Yes /O No
: Q)
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Please list your occupation. 1™ & 3}A| L} 2.2




INSURANCE AGREEMENT

The undersigned certify that | (or my dependent) have insurance coverage with
(5.3 3] A}/ insurance company) assign directly to Dr. Jinahn Kim all insurance benefits. If any, otherwise payable to me for
services rendered. | understand that | am financially responsible for all charges whether or not paid by insurance. | hereby
authorize the doctor to release all the information necessary to secure the payment of benefits. | authorize the use of this
signature on all insurance submissions.

| certify that all information | have reported above is correct and further authorization for the release of any necessary
information to my insurance carrier(s) or referring physician(s). | understand and agree to be responsible for any portions of
this claim that, for any reason, is not covered by my insurance. | further understand that any legal fees incurred to collect this
claim are my responsibility as well as any service charges assessed to my account with all returned checks or invalid credit card
purchases. All balances must be paid upon receipt of statement and should the balance due exceed 15 days from the initial
statement date. A finance charge of 1.5% per month will be charged on the unpaid balance. If the balance is not paid within 30
days from the initial statement, then the account will be considered as delinquent and will be turned over to a collection
agency, and will be responsible for financial charges. If the balance is still not paid within 45 days, then further collection and
legal action will be enforced, and the patient is responsible for all related legal fees in addition to the balance due.

2o AHEX| @2 HE2 A2 FEYLICH SISt CHEH o2 off A B3l 3=M K. PATIENT IS
RESPONSIBLE FOR ANY VISITS AND PROCEDURES THAT ARE NOT COVERED BY INSURANCE. PLEASE SIGN BELOW.
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18 Al Wk gkx}: B 2| A g4l A 84 2. If the patient is under 18, please have the guardian sign below.

H 35 2}2] 0] Z / Guardian’s Name 1 5 %}2] 4™ / Guardian’s Signature
k=) 2}o] 317 / Relationship with the patient 25}/ Date



PRIVACY PRACTICES ACKNOWLEDGEMENT

| understand that my health information can be used without my permission under the following conditions: Treatment,
payment, health-care operations, business associates, appointment reminders, health-related benefits, services and research,
required disclosures, required by law, public health and safety, abuse and neglect, health oversight activities, legal
proceedings, law enforcement, coroners, medical examiners and funeral directors, organ and tissue donation, and research. All
other uses and sharing of your health information will be done only with your written permission. You also have the Right to
request Special Communications, Right to Inspect and Copy, Right to Request Changes, Right to an Accounting of Disclosures,

and Right to Request Restrictions. A| & EE= 2 F7 S& S QI8 2tXte| 517t 10| o|& 7| 0| A8 E = UM CHE

HE, 2 DA, of= SOIM At 27 7[E S =2 4+ ASS LHE-LICL SolohalCHE MEsiFAM 2.

4™ / Name A3-9 Y / Date of Birth
2979 / Signature 3}/ Date

CONSENT OF OBTAINING EXTERNAL PRESCRIPTION HISTORY

l, , Whose signature appears below, authorize JK Internal Medicine &
Geriatrics P. C. to obtain my external prescription history. | understand that my providers and staff here have access to
prescription history from multiple other unaffiliated medical providers, insurance companies, and pharmacies, and it may
include prescription back in time for several years. MY SIGNATURE CERTIFIES THAT | READ AND UNDERSTOOD THE SCOPE
OF MY CONSENT AND THAT | AUTHORIZE ACCESS. 2tX}O| X{t} 7|28 CI2 #HQl 23] 3|Af, k2 SOoA =38t 4

UASS L ELILEL S2loHIttE M oAl 1.

4|4 / Signature I/ Date

18 Ml OIS & X ESXHEMNAM A HAEHFHR.
If the patient is under 18, please have the guardian sign below.

H 5 #}9] ¢]& / Guardian’s Name 1 5 2}9] A7 / Guardian’s Signature
3k}l o] 77| / Relationship with the patient 3}/ Date



Authorization for SMS Communication 2XHH|A| X|(sms) =41 S2| A

| authorize my physician’s office to communicate with me via SMS (text messages) regarding my healthcare,
including but not limited to appointment reminders, treatment plans, test results, prescription information,
billing matters, and other health-related communications. 2922 £°0I2| o| 27| 20| X{o| 74z &z|ot B
ZAHAIX|(sMS)E S5 HEStE A0 S LT EXAHAIX| = 0o L&, X2 A=, AAt 2ot EH FE, 3+ 2
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| understand and acknowledge that: 2922 Ct3 At&tS O|8{st S2|8tL|Ct.

e | understand that | have secure messages, email, or the patient portal as alternative options. | have
requested SMS communication for my personal convenience. 29 HA|X|, O|H| Y L= X ZEHES 0|8
T AOLt, 7HQl HO|E 2I3l sms £ 2Lt

e SMS messages may contain full protected health information (PHI) relevant to my care. 2 XtHA|X| 0 =
Mol Az B (PH) 7L EobE = ST

e Text messaging is not a fully secure means of communication, and while my physician’s office will take
reasonable steps to protect my privacy, there is a risk that my PHI could be intercepted or accessed by
unauthorized individuals. 2XtHA|X| & 2FF S| HOtEl S A1 HHA O] OFL|, O] 2 7| 20| 7Ol HE HSE ||
grE|™ el =X E FSIHEte, pHI 7 FHRE REE f[H0| U2 = UASLICHL

e Standard text messaging rates may apply, depending on my mobile carrier’s plan. 0| S&4IAte| 2 X0
et 25 ZAHHAX] 250] FatE = JASLICH

e | can opt out of receiving SMS messages at any time by notifying my physician’s office in writing or
replying ‘STOP’ to any message. QM =X| AW & E= ZAHA|X[0f 'sTop’O|2t 11 2| At 2M EAL =4S

Hed = ASHCEL

By signing below, | consent to receive SMS communications from my physician’s office and acknowledge the
potential risks involved. 2212 27| &2 S&3| OsSt1 X A|X| =410 S2fghL|Ct.

Patient Name:

Patient Signature: Date:




Consent to Receive Medical Records via Email O|H 2 3t A ZAa =41 S2|AM

| hereby authorize JK Internal Medicine & Geriatrics to send my medical records, including test results, to the email address |
provided on Page 1 of this form.

2012 o] Al 1 Ho|X|of Z7[xfst O] Y FAR, ATICHO|M Y Lut=2H K AA Aut R 2E 7|52 AELE Ao oL

| understand that email is not a secure or encrypted method of communication, and there may be risks involved in the
transmission of protected health information (PHI).

2012 0|H Y0| 2ot = ADBHEI S 4l 4=EHO] OtLTH, 7Ol A2 T E (PHI)Q| T &0 A0 H oty (0| EXHE 4= UAZSE XIS A& LT

By signing this form, | accept these risks and give permission for the clinic to email my medical records to the address |
provided. O] 2Al0] MYt 2N 2012 0|2{3 A S Lot s O|H Y FAZ o7 FEIFYUSE|= 0| S

Please check one / of2l| & sliiT} &F0f HAsH FMIL:
Yes, | agree to receive my medical records via email. O| | 2 £ HA} ZA1tX| £ Eh =
No, | do not wish to receive my medical records via email. O|H| & =412 &SHX| &L LY.

Patient Signature (2tAH A &): Date (2 M}):

Authorization to Share Medical Records with a Family Member or Designated Guardian
715 YA EEXEE RSXA 2 HE 3] 52N

| hereby authorize JK Internal Medicine & Geriatrics to share my medical records, including test results, with the following
family member or designated guardian. 2212 Otz 7|AH & 7tF FH 2 £ XFE 22X0|A J ZA 2 R 97 7|EE S/RSte
20 ZZIeHO|THY WHIt7t OISt & &7l Ct

This includes verbal communication, written records, and test results as necessary.
0| 39l= Ea Al 15 4%, ME 7|&§ X A 21t M3 =gt

=

| understand that this authorization remains in effect unless | submit a written request to revoke it.
2 59l&= 3| @HO| MHo B MEE|7| TN FEES OfsgtLCt.

Full Name (0] &):
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Patient Name (2t X} A &):
Date of Birth (2tX} MHHY):
Signature (B} A{E):

Date (=H}):
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