East Jefferson
f~ Family Practice

PHONI: (504) 885-2505

DUNG MICHAEL TRAN, M.D.
ALEX HOANG, M.D. TAX: (504) 885-2510
CHARLIE LE, M.D. Email: Eastjeffersonfamilypractice@ejfponline.com
TAI NGUYEN, M.D. WEB: www.cjfamilypractice.com
 PATIENT INFORMATION: |
Name: , Social Security / /
Date of Birth / / Gender: D Male D Female
Home Address:
City: State: Zip
Email
Home Phone #: Cell Phone #: Work Phone #:
GUARDIAN/EMERGENCY CONTALT INFORMATION:
First Name: Last Name:
Home Address (If different from patient’s):
Relationship to patient:

SSN: Home Phone #:
Work Phone #: Cell Phone #:

PRIMARY INSURANCE INFORMATION:
IWG: Insured’s DOB: -
Insured’s : Insured’s Phoneft: /
Insured’s Place of loyment: Employment Phone#:

Insured’s relationship to pali

Insurance company’s phone #:

Insurance company name:

Policy #:

.

Group #:

SECONDARY INSURANCE INFORMATION:

Insured’s Name:

| Insured’s DOB:

Insured’s SSN;:

Insured’s Place of Employment:

Insured’s relationship to patient:

Insurance company’s phone #:

Insurance company namc:

Policy #:

Group #: \

TREQUEST PAYMENTS OF AUTHORIZED INSURANCE/MEDICARE BENEFITS BE MADE ON MY BEHALY TO EAST JEFFERSON FAMILY
PRACTICE, T4.C, DUNG (MICHAEL) TRAN, M.D., OR DUNG (ALEX) HOANG, M.D,,CHARLIE LE, MD, AND TATI NGUYEN, MD, FOR ANY

SERVICES FURNISHED TO ME BY THAT PROVIDER. F AUTHORIZED ANY HOLDER OF MEBICAL INFORMATION ABOUT ME TO RELEASE
TO MY INSURANCE CARRIER/CMS (CENTER FOR MEDICARE AND MEDICATD SERVICES) AND ITS AGENTS ANY INFORMATION NLEDED

TO DETERMINE THESE BENEFITS PAYABLE FOR RELATED SERVICES. I UNDERSTAND I AM FINANCIALLY RESPONSIBLE FOR ANY
BENEFITS NOT COVERED BY MY INSURANCE.

Signature

Date




CONSENT TO THE USI, AND DISCLOSURE OF HEALTH INFORMATION
FOR TREATMENT, PAVMENT, OR HEALTHCARE OPERATIONS

NAME: | DOB:

SOCIAL SECURITY NUMBER

I agree and consent to a medical examination by Jast Jeffersen Family Practice’s physicians, I understand that
additional diagnostic procedures and trealments may be recommended by the physician and will be discussed
with me before being done. I acknowledge that there are no guarantees, expressed or implied, as to the result of
any procedure or meedical treatment,

I understand that as payt of my healthcare, this organization originates aud maintains health records describing
my health history, symptoms, examination and test results, diagnoses, treatment and any plans for future care or
treatment, ’ ’

1 wnderstand that this information serves as:

- A basis for planning my care and {reatment.

- A mesns of commumication among the many healthcare professionals who condribute to my care.

- A source of information for applying my diagnosis and surgical information to my bilk

- A means by which a third-party payer can verify that services bilted were actually provided.

- A o0l for routine healthcare operations such as assessing care guality and reviewing the competence of
healthcare professionals.

T understand that I have the right:

- To object to the use of my health information for direcfory purposes.

- To request restrictions as to kow my health information may be used or disclosed to carry out
treatment, paymeni or healtheare eperations and that the orpapization is nof required to agree to the
restrictions requested.

- To revolie the consent in writing, except to the extent that the organization has aiready taken action in
relianee thereon.

I restrict the disclosure of my health information to the fo]lmﬁ'ng people or entities:

1 allow the disclosure of my health information to the following people ox entities:

PATIENT’S OR LEGAL REPRESENTATIVE’S SIGNATURE

DATE WITNESS




East Jefferson Family Practice, LL.C

Dung Michael Tran, MLD. , Alex Dung Hoang, M.D., Charlic Le MD, Tai Nguyen, MD
3848 Veterans Blvd., Suite 101, Metairie, LA 70002 '
2109 David Drive, Metaivie, LA, 70003
(504) 885-2505

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You Mav Refuse fo Sign This Acknowledgement *

1, , have received &
copy of this office’s Notice of Privacy Practices.

Please print Name:

Signature:

Date:

For Office Use Only

We attemnpted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

() Individual refused to sign
() Communication barriers prohibited obtaining the acknowledgement
() An emergency situation prevented us from obtaining acknowledgement

() Other (Please Specify)




DUNG MICBAKEL TRAN, M.D,
DUNG ALEX HOANG, M.D.
CHARLIE LE, M.D.

EAST JEFFERSON FAMILY PRACTICE

PHONE: 504-885-2505
FAX: 504-885-2510
WEBSITE: EJFAMILYPRACTICE.COM

TAINGUYEN, M.
PATIENT NAME: DATE OI BIRTH / /
PHARMACY NAME: FHARMACY NUMBER:
CROSS STREETS: AND
1. PAST MEDICAL HISTORY (please check if you had any of the following):
__Heart Disease __Thyroid Disease _ Mood Disorder | Reflux __Tuberculosis
__ Diabetes _Lung Disease _Gout _LiverDisease |__Insomnia
___High Blood Pressure __Asthma __ColonPolyps  |__Hepatitis __Snoning
__Hig Cholesterol __Anemia __Cancer __Kidney Disease | Daytime Napping
__Stroke __Osteoporosis _ Ulcers _ Sinus Allergies
ANY OTHER MAJOR ILLNESSES?
ANY SURGERIES?
NAMES OF ANY OTHER DOCTORS:
2, SOCIAL HISTORY: TOBACCO HISTORY:
DO YOU SMOKE OR USE TOBACCO ERODUCTS? YES OR NO STARTED SMOKING ATAGE:
DO YOU DRINK ANY ALCOHOLIC BEVERAGES? YES OR NO WUMBER OF PACKS PER DAY: 112 1 2
DO YOU USE ANY RECREATIONAL DRUGS YES OR NO QUIT DATE:

WHAT I3 YOUR CURRENT OCCUPATIONT

3, FAMILY HISTORY (please check any conditions that run in your family):

| Heart Discase __Breast Cancer __Ancurysms __Slcep Apnea
|__Diabetes __Colon Cancer __Thyroid Disease
__High Blood Pressure __Skin Cancer __Mental Disorder
__Hig Cholesterol __Prostate Cancer _ _Drug Abuse
__Stroke __Sirokes _Alcohol Abuse
PLEASE LIST ANY OTHERS:

4. PLEASE LIST ANY ALLERGIES:

NO KNOWN DRUG ALLERGIES

5. MEDICATIONS: Please list name, strength, and how oftern taken- EX: Aspirin, 8 {mg once daily)

MEDICATION: STRENGTH: MG TIMES A DAY
MEDICATION: STRENGTH: MG TIMES A DAY:
MEDICATION: STRENGTH: MG TIMES A DAY
MEDICATION; STRENGTH: MG TIMES A DAY:
MEDICATION: STRENGTH: MG TIMES ADAY:
MEDICATION: STRENGTH: MG TIMES A DAY




PREVENITIVE HEALTH QUESTIONNAIRE

NAME:

(LAST) ' (FIRST)

DATE OF BIRTH:; HEIGHT: ‘ WEIGHT:

PLEASE WRITE DOWN THE MOST RECENT DATES OF EACH PREVENITIVE HEALTH MEASURE:

MEASURES MONTH YEAR

|[EYES ExaM . l

COVID-19 VACCINE |TYPE:

PNEUMONIA-13 VACCINE

PNEUMONIA-23 VACCINE

FLU VACCINE

TETANUS VACCINE

SHINGLES VACCINE

COLONOSCOPY

PSA (PROSTATE-SPECIFIC ANTIGEN)

MAMMOGRAWM
PAP SMEAR
BONE DENSITY
HAVE YOU FALLEN IN THE LAST 3 MONTHS? YES NO
DO YOU HAVE ANY PROBLEMS CONTROLLUING YOUR BLABDER? _|YES NO
DO YOU HAVE ANY DEPRESSION OR ANXIETY? YES NO
DO YOU HAVE ANY PAIN? YES NO
DO YOU EXERCISE REGULARLY? HOW OFTEN? YES NO




. Bast Jefferson
) Family Practice

DUNG TRAN, M.D. ALEX HOANG, MD  CHARLIE LE, M.D TAINGUYEN, M.D

BOARD CERTIFIED FAMILY MEDICINE

HIPAA EMAIL CONSENT

IMPORTANT! PLEASE READ!

- HIPAA was passed by the U.S. government in 1996 in order to establish privacy and security protections for health
information - Information stored on our computers is encrypted

* Most popular email services (ex. Hotmail®, Gmail®, ‘Yahoo®) do not utilize encrypted email

* When we send you an email, or you send us an email, the information that is sent is not encrypted. This means a third
party may be able to access the information and read it since it is transmitted over the Internet. In addition, once the email
is received by you, someone may be able to access your email account and read it.

OPTION 1 - ALLOW UNENCRYPTED EMAIL I understand the risks of unencrypted email and do hereby give
permission fo the Austin Med Clinic to send me personal health information via unencrypted email

Signature Date Printed name Please print emai! address

QPTION 2 - DO NOT ALLOW UNENCRYPTED EMAIL I do not wish io receive personal health information via
email

Signature Date Printed name




TELEHEALTH CONSENT FORM

I, hercby consent to engage in Telehealth with my physician.

Tunderstand that Tefehealth is a mode of delivering health care services, via communication techrologies (e.g. Internet or
phone) to facilitate diagnosis, consultation, treatment, education, care management, and self-management of a patient’s
health care.

By signing this form, I understand and agree to the following:

1. T have a right to confidentiality with regard to my treatment and related comnwmnications via Telehealth under the same
laws that protect the confidentiality of my treatment information during in-person treatment. The same mandatory and
permissive exceptions to confidentiality outlined in the [Informed Consent Form or Statement of Disclosures] I received
from my physician also apply to my Telehealth services.

2. Tunderstand that there are risks associated with participating in Telehealth including, but not mited to, the possibility,
despite reasonable efforts and safeguards on the part of my physician, that my treatment information could be disrupted or
distorted by (echnical failures and/or interrupted or accessed by unauthorized persons, and that the electronic storage of
my treatment information could be accessed by unauthorized persons.

3. Lunderstand that miscommunication between myself and my physician may occur via Telehealth,

4. Lunderstand that there is a risk of being overheard by persons near me and that [ am responsible for using a location
that is private and free from distractions or intrusions.

5. understand thal at the beginning of each Telehealth session my physician is required to verify my full name and
cwrrent location.

6. T understand that in some instances Telehealth may not be as effective or provide the same results as in-person therapy. I
understand that if my physician believes I would be better served by in-person, my physician will discuss this with me. If
such services are not possible because of distance or hardship, I will be referred to other physician who can provide such
services.

7. understand that while Telehealth has been found to be effective in treating a wide range of medical issues, there is no
guarantee that Telehealih is effective for all individuals. Therefore, Tunderstand that while T may benefit from Telehealth,
results cannot be guaranteed or assured.

8. I understand that some Telehealth platforms altow for video or audio recordings and that neither T nor my physician
may record the sessions without the other party’s written permission.

9. Fhave discussed the fees charged for Telehealth with iy physician and agzee to them [or for insurance patients: T have
discussed with my physician and agree that my physician will bill my insurance plan for Teleheatth and that I will be
billed for any portion that is the patient’s responsibility {e.g. co-payments)], and I have been provided with this
information in the [Informed Consent Form or Name of Payment Agreement Form].

10. T understand that my physician will make reasonable efforts to ascertain and provide me with emergency resources in
my geographic area. I further understand that my physician may not be able to assist me in an emergency situation. If I
require emergency care, I understand that I may call 911 or proceed to the nearest hospital emergency room for immediate
assistance,

1 have read and understand the information provided above, have discussed it with my physician, and understand that I
have the right to have all my questions regarding this information answered to my satistaction,

Patient’s Signature Date Printed name



.y Bast Jefferson
¥ Family Practice

DUNG MICHAEL TRAN, M.D. ALEX DUNG HOANG,M.D CHARLIE LE, M.I). TAI NGUYEN, M.D.
3848 VETERANS BLVD,, STE. 101* METAIRIE, LOUISIANA 70002

PHONE (504) 885-2505 * FAX (504) 885-2510

MEDICAL RECORDS CONSENT FORM

I AUTHORIZE EAST JEFFERSON FAMILY PRACTICE TO SEND AND
RECEIVE ALL MY MEDICAL RECORDS FROM ALL MY CURRENT
AND PREVIOUS PROVIDERS.

PRINT NAME

SOCIAL SECURITY

DATE OF BIRTH

SIGN DATE

FOR PROVIDERS AND FACILITIES

PLEASE FAX

TO 504-885-2510




