Consent for Purposes of Treatment, Payment and Healthcare Operations

| consent to the use of disclosure of my protected health information by Dr. Chung-En Huang for the purpose of diagnosing or
providing treatment to me, prescribing medications through a pharmacy or pharmaceutical company, obtaining payment for my
health care bills or to conduct healthcare operations of C.E. Huang, M.D. | understand that diagnosis or treatment of me by Dr.
Huang may be conditioned upon my consent as evidenced by my signature on this document.

| understand | have the right to request a restriction as to how my protected health information is used or disclosed to carry out
treatment, payment or healthcare operations of the practice. Dr Huang is not required to agree to the restrictions that | may
request. However, if C.E. Huang agrees to the restrictions that | request, the restriction is binding on C.E. Huang.

I have the right to revoke this consent, in writing, at any time, except to the extent that C. E. Huang, M.D. has taken action in reliance
on this consent.

My “protected health information” means health information, including my demographic information, collected from me and
created or received by my physician, another health care provider, a health plan, my employer or a health care clearinghouse. This
protected health information relates to my past, present or future physical or mental health condition and identifies me, or there is
a reasonable basis to believe the information may identify me.

| understand | have a right to review C.E. Huang, M.D.’s Notice of Privacy Practices prior to signing this document. The Notice of
Privacy Practices describes the types of uses and disclosures of my protected health information that will occur in my treatment,
payment of my bills or in the performance of health care operations of the office of Dr. Huang. The Notice of Privacy Practices for
C.E. Huang, M.D. is also provided in the office waiting room where it is posted on the wall. This Notice of Privacy Practices also
describes my rights and C.E. Huang, M.D. duties with respect to my protected health information.

C.E. Huang, M.D. reserves the right to change the privacy practices that are described in the Notice of Privacy Practices. | may obtain
a revised notice of privacy practices by calling the office of Dr. Huang and requesting a revised copy to be sent in the mail or asking
at the time of my next appointment.

X
Signature of Patient or Personal Representative
"By signing this document, I am stating I have read
the Notice of Privacy Practices for this office”

Print Name of Patient or Personal Representative

Date

Description of Personal Representative Authority

Texas State Law requires us to get your permission to release any medical information regarding your care, to anyone other than
yourself or your medical insurance company. Please list below persons who you authorize us to release your medical information to:

1

Name Relationship

2)

Name Relationship



MEDICATION FORM
FOR THE OFFICE OF C.E. HUANG AND C.S. HSU, M.D.

NAME:

Date of Birth:

ALLERGIC TO: REACTION:

LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING:
Prescriptions and OVER the COUNTER medications (examples: aspirin, antacids); Herbals (ginseng,
gingko, and Echinacea); and, include medications taken as needed (pain pills, nitroglycerin tablets).

Today's Drug Name &

Date Strength Dose of Medication:

You may obtain additonal copy of this form at any time by asking at the reception desk.
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PATIENT REGISTRATION

REFERRING PHYSICIAN: (PCP)

Last Name First Middle
Address Apt # City State Zip
Home Phone # Cell Phone #
Date of Birth Age Sex SS#

Marital Status M S W D
Employer/School Spouse's Name
Occupation Employer Occupation
City State City State Business Phone #
Business Phone # Drivers License # Date of Birth SS#
Nearest Friend/Relative NOT Living With You Relationship Phone#

Primary Insurance

Secondary Insurance

Name of Insurance Company

Name of Insurance Company

Insured Name Date of Birth

Insured Name

Date of Birth

Subscriber ID/Member Number

Subscriber ID/Member Number

Group Number

Group Number

Phone Number to Verify Coverage

Phone Number to Verify Coverage

Fill out the Parents Section below (Father & Mother) ONLY if the Patient is a Mino

Father Mother
Last Name First Middle Last Name First Middle
Address Apt # Address Apt #
City State Zip City State Zip
Home Phone # Date of Birth Home Phone # Date of Birth
Employer Occupation Employer Occupation
SSH Drivers License # SSH Drivers License #

| understand that if any of the insurance | have provided is incorrect or if | fail to notify the office of any

insurance changes, and / or additional coverage, that | am responsible for all physician charges.

| hereby authorize the release of any medical information necessary for the processing of insurance. |, hereby

assign all medical and / or surgical benefits to which | am entitled to C. E. Huang, M.D. This assignment
will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered

as valid as an original.

Patient (or Legal Guardian) Signature

Today's Date






