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Occupation: Emergency contact & number: Relationship to Patient:
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What is your chief complaint?
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Is this the first time you are being treated for this problem? O O If no, what were the treatments:

Yes No
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Are you currently under a physician’s care? @] @]
Yes No
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If yes, for what?
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, and when was the last time you saw your primary care doctor ?

Do you experience any of the following: cold feet, numbness, burning, tingling, or any abnormal sensation in the foot and/or ankle.
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If so, which ones?
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How did you hear about our office?
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Preferred Pharmacy: Address: Phone #:
Are you Currently or have you ever been treated for the following:
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Yes No Condition Yes [ No Condition
O O Asthma 2 i (O | O | Sleep disorders i [z [ 5
O a Bleeding disorders H [Tl 14 12 75 (O | Q| Stroke &
O O High Blood pressure = [T B O | O | Any Surgery F-fii
@] O Ear/sinus problem E. /& 55 [ & (O | O | Foot or leg injury Hil {5
@ O Diabetes #f K 5 (O | O | Serious injury = {5
O O COPD 1% 14: BH ZE 14 ifi 755 (O | O | Thyroid disease F ik f7 #5255
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75 | Condition

Yes | No

Condition
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Foot skin problems il 57 & [ &
Toenail problems fil FH [ 3H

Gastro-intestinal problems fi5; 5 [ &
Heart disease /', Jiif 5 75
Kidney disease Ef iig /5 J75

Learning disorders 2 % [ i5f Liver disease fT 5
Menstrual problems /[ ¥ 5 75 Rheumatic fever J& & £i
Musculo-skeletal HJ|, [A]"5 &5 [ /& Gout ¥ JE|

Bursitis /& % 3%
Varicose veins &% Jii [ 58
Arthritis 8 £ 3%

Psychological/psychiatric /[ ¥ [ 85
Seizures g 5
Sickle cell disease $i;ik 4 i 14 & M
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Family History:
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Any medical conditions your family currently or have been treated for: Relationship to you:

1 o
Surgical History: 1: 2: 3:
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Social history: Smoking @] @]

Yes No
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If so, how many pack per day and for how long? If quit, for how long?
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List all medications you are currently taking, include over-the-counter drugs and herbal supplements:
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Medication Dosage Reason
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Allergies: (local anesthetics, penicillin, codeine, aspirin, iodine, adhesive tape, latex, sulfa-drugs materials, or others.

I hereby give Dr. Shing Cheung Yuen and Dr. Xu Qian to administer treatment and to perform such procedures as may be deemed
necessary in the diagnosis and/or treatment of my foot and ankle condition. I also hereby assign to the above-named physicians all
benefits provided by my insurance company policy or policies for medical or surgical care. I understand that I am financially
responsible for any balance due on my account.

X

Signature of patient (or parent, if minor) Date




«e Yuen Podiatry PC

r Dr. Shing Cheung Yuen DPM J% 3R EE B 4
Dr. Qian XuDPM 8 B 4
Foot and Ankle Specialists % % & ?5 Ed

1810 College Point Blvd., Flushing, NY, 11356 85-10 Queens Blvd., Elmhurst, NY, 11373 2044 86th Street, Brooklyn, NY, 11214
Tel: (646) 520- 7027 Fax: (929) 242-4312

ACKNOWLEDGEMENT OF RECEIPT OF SUMMARY
NOTICE OF PRIVACY PRACTICES

Our Notice of Privacy Practices provides information about how we may use and disclose protected health information about you.
The notice contains participant rights section describing your rights under the law. You have the right to review our Notice before
signing this Consent. The terms of our Notice may change. If we change our notice, you may obtain a revised copy by contacting
our office at 1810 College Point Blvd., Flushing, NY 11356; 85-10 Queens Blvd, ElImhurst, NY, 11373; 2044 86th Street, Brooklyn,
NY, 11214.

You have the right to request that we restrict how protected information about you is used or disclosed for treatment, payment, or
healthcare operations. We are not required to agree to this restriction, but if we do, we shall honor that agreement.

By signing this form, you consent to our use and disclosure of protected health information about you for treatment, payment, and
health care operations. You have the right to revoke the Consent in writing, signed by you. However, such a renovation shall not
affect any disclosures we have already made in reliance on your prior Consent.

The participant understands that:

Protected health information may be disclosed or used for treatment, payment, or health care operations.

Yuen Podiatry PC have Notice of Privacy Practices and that the participant has the opportunity to review this notice.
Yuen Podiatry PC reserves the right to change the Notice of Privacy Practices.

The Participant has the right to request restrictions to the uses of their information but does not have to agree to these
restrictions.

The participant may revoke this Consent in writing at any time and full disclosures will then cease.
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I have received a copy of the Summary Notice of Privacy Practices. I understand that I may also request a copy of the practice’s
complete Notice of Privacy Practices if I so desire.

Name of Participant (Print) % A % %4

Signature of Participant J5 A 5% Date H

Signature of Participant Representative Date H Hf
(Required if participant is a minor or an adult who is unable to sign this form)
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Relationship of Participant Representative to Participant Print Name %} 4
PN PN RS

X
Signature of patient (or parent, if minor) J5 A 25 & Date H Hf






