Eastside Primary Care & 50 116th AVE SE Sulte 111

Wellness

Erlk H. Suh, MD, PS.

Bellevue, WA 98004
425-467-1314
info@eriksuh.com

Fastside

primary care & wedineas

REGISTRATION FORM

Date: Email PCP
PATIENT INFORMATION
Title
Oy Mo () Mrs. () Miss oy Ms,
First Name Middle Name / MI Last Name
Is this your legal name? If not, what is your lega) {Former name):
3y Yes ) No name?
Date of Birth Social Security Number Age Sex *
Marital Status * Home Phone Work Phene Cell Phone
Patient Address Line 1 Patient Address Line 2 or P.O. Box
City State * Zip
Professional Title Employer Name Employer Phone

Chose clinic because/Referred fo clinic by (please check one hox):

3 Dr 7y Insurance Plan -7 Hospital (3 Family 7 Friend :7) Close o home/work 73 Yellow Pages ) Other

If Other:

Other family members seen
here:




INSURANCE INFORMATION

Primary Insurance Name

Subscriber's First Name:

Subscriber's Middle Name:

Subscriber’s Last Name:

Subscriber’'s SS #:

Subscriber's DOB

Subscriber's Address

City

State

Zip

Primary Group No.

Primary Subscriber ID

Co-payment

Employer Name

Professional Title

Employer Phone

Primary Relationship to
Insured *

Subscriber's Cell

Employer Address Line 1

Employer City

Employer State

Employer Zip

Secondary Insurance Name

Subscriber's Name:

Secondary Group No.

Secondary Subscriber ID

Secondary Relationship to
Insured

Other:

Financially Responsible Party Information

Responsible Party: If the patient is a minor (under the age of 18), the parent or guardian bringing the patient in will be listed as the

guarantor.

Please indicate responsible party:

I, the patient, am the respansible party

I, the patient, AM NOT the responsible party.

First Name Last Name DOB Social Security Number
Cell Phone Alt. number
Patient Address Line 1 City State * Zip

Signature of Responsible Party

T
i
|
|
]
|
|

S —

Today's Date




IN CASE OF EMERGENCY



Emergency Contact Name Emergency Contact Emergency Contact Home Emergency Contact Cell
Relationship to Patient Phone Phone

The above information Is true to the bast of my knowledge. | authorize my insurance benefits be paid directly to the physician/provider. | understand
that | am financially responalble for any balance. | alse authorize Eastside Primary Care & Wellness and its clinics or fnsurance company lo release
any information required o process my clalms.

Patient/Guardian Signature:

Date:
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Eastside

Primary Care & Wellness

60 116th AVE SE Suite 111 | Bellevue, WA 98004
Tel 425-467-1314 Fax 425-458-3102 ~ info@eriksuh.com

HEALTH HISTORY QUESTIONNAIRE

All questions obtalned In this questicnnaire are strictly confidential and will bacome part of your medical record

Date:

First Name Middle Name / MI Last Name

Sex * Date of Birth Marital Status *
Previous or referring doctor: Date of last physical exam:

PERSONAL. HEALTH HISTORY

Immunizations and dates:

Tetanus Pneumania Hepatitis
Chickenpox Influenza MMR Measles, Mumps,
Rubella

Current medical conditions:

Month/Year Diaghosed Medical Problem Treatment/Medication

1




2)

3)

4

5)

6)

Surgeries

Month/Year Reason Hospital

1

2)

3)

4

5)

8)

7

8)

Medications:

List any prescribed drugs and over-the-counter drugs, such as vitamins and Inhalers.

Name of Drug Strength Frequency Taken

0]

2)

3

4

5)

8)




Name Reactlon

HEALTH HABITS AND PERSONAL SAFETY

Alcohol:

Do you drink alcohol?

Patient Smoking Start Date

Patient 8moking End Date

) Yes ¢ No

If yes, what kind? How many drinks per week?
Tobacco:

Patient Smoking Status * Patient Smoking Frequency
Drugs:

Do you currently use recreational or street drugs?

<y Yes ) No

If yes, what kind?




FAMILY HEALTH HISTORY

Father
Age & Significant Health Problems

Mother

Age & Significant Health Problems

Sibling(s}

Sibling Gender
() Male ;7 Female

Age & Significant Health Problems

Sibling Gender

7y Male () Female

Age & Significant Health Problems

Sibling Gender
() Male 7y Female

Age & Significant Health Problems

Sibling Gender
) Male 7y Female

Age & Significant Health Problems

WOMEN ONLY

Age at onset of menstruation:

Date of last menstruation:

Period every ? days:




Number of pragnancies Number of live births Heavy periods, irregularity,
spotting, pain, or discharge?

Date of last pap and rectal
exam?

Any urinary tract, biadder, or kidney infections within the [ast year?
() Yes 5 No

Any problerns with control of urination?
)y Yes ) No

Any hot flashes or sweating at night?
() Yes [y No

Do you have menstrual tension, paln, bloating, irritability, or other symptoms at or around time of period?

() Yes :1 No

Experiencad any recent breast tenderness, lumps, or nipple discharge?
() Yes ) No

MEN ONLY

Do you usually get up to urinate during the night?
7y Yes 7y No

If yes, # of times

Date of last prostate and rectal
exam?

Any blood in your urine?
0 Yes 3 No

Have you had any Kidney, bladder, or prostate infections within the last 12 months?
7y Yes ) No

Do you have any problems emptying your bladder completely?
) Yes 7y Ne

Any difficulty with erection or gjaculation?
{y Yes ) No



OTHER PROBLEMS

Checlt Iif you have or had any symptoms in the following areas to a significant degree and briefly explain,

Skin: HeadiNeck: Ears: Nose:

Throat: Lungs: Chest/Heart: Back:
Intestinal: Bladder: Bowel: Circulation:
Recent changes in: Weight: Energy level: Ability to sleep:

Other pain/discomfort:
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primary care & wellness

50 116th AVE SE Suite 111 | Ballevue, WA 08004
Tel 425-467-1314 Fax 425-458-3102 ~ info@eriksuh.com

First Name Middle Name / MI Last Name Date of Birth

HIPAA Notice of Privacy Practices

This notice describes how medical information about you may be used and disclosed, and how you can gain access to this information. Please
review it carefully.

Protected Health Information {(PHI), about you, Is maintained as a written and/or electronic record of your contacts or visits for healthcare services
with Eastside Primary Care & Wellness, Specifically, PHI is information about you, including demagraphic Information {i.e., name, address, phane,
eto.}, that may ldentify you and relates to your past, present or future physical or mental health condition and related healthcare services.

Eastside Primary Care & Weliness is required to follow specific rules on maintaining the confldentiality of your PHI, using your information, and
disclosing or sharing this information with other healthcars professionals involved in your care and treatment. This Nofice descrlbes your rights to
access and control your PHI. It also describes how we follow applicable rules and use and disclose your PHI to provide your treatment, obtain
payment for services you receive, manage our healthcare operations and for other purposes that are permitted or required by law.



Your Health Information Rights

Inspect and Copy: You have the right to Inspect and copy the protected health information that we maintain about you in our designated record set
for as long as we maintain that informatlon, This designated record set includes your medical and billing records, as well as any other records we use
for making any decision about you. Any psychotherapy notes that may have been included in records we received about you are not available for
your inspection or copying by law. We may charge you a fee for the costs of copying, mailing, or other supplies used in fulfilling your request.

If you wish to inspect or copy your medical information, you must submit your request in wriling to our practice manager, You may mafl in your
request, or bring it to our office, We will have 30 days to respond to your request for information that we malntain at our practice site. If the information
is stored offsite, we are allowed up to 80 days to respond but must inform you of this delay.

Reguest Amendment: You have the right to request that we amend your medical information if you feel that it is incomplete or inaccurate. You must
make this request in writing to our practice manager, stating exactly what information is incomplete or Inaccurate and the reasoning that supports
your request. We will respond in writing within 80 days of your request,

We are permitted to deny your request if it is not in writing or does not include a reascn to support the request. We may also deny your request if:
« The information was not created by us, or the parson who created it is no longer available to make the amendment;
+ The information Is not part of the record which you are permitted to Inspect and copy:
s The information is not part of the designated record set kept by this practice; or if itis the opinion of the health care provider that the
Infarmation is accurate and complete.

We will respond within 60 days, in writing, explaining of the request was accepted or denied.

Request an alternative means of confidential communication: You have the right to ask us to contact you about medical matters using an
alternative method (i.e., email, telephones), and to a destination (i.e., cell phone number, alternative address, etc.) designated by you. You must inform
us in writing, {using a form provided by our practice}, how you wish to be contacted if other than the address/phone number that we have on file. We
will follow all reasonable requests.

Request a rastriction of your PHI: This means you have the right to ask us, in writing, not to use or disclose any part of your Protected Health
Informatlon for the purposes of treatment, payment or healthcare operations. If we agree to the requested restriction, we will abide by it, exceptin
emargency circumstances whan the information is needed for your treatment, In certain cases, we may deny your request for a restriction. You will
have the right to request, in writing, that wa restrict communication te your health plan regarding a specific treatment or service that you, or someone
on your behalf, has paid for in full, out-of-pocket, We are not permitted to deny this specific type of requested restriction

An accounting of Disclosure: You have the right to request a list of the disclosures of your health Information we have made ocutside of our practice
that were not for treatment, payment, or health care operations. Your request must be mads in writing and must state the time period for the
requested information. You may not request information for any dates greater than six years (our legal obligation to retain information).

Your first request for a list of disclosures within a 12month petiod will be free. If you request an additional list within 12months of the first request, we
may charge you a fee for the costs of providing the subsequent list, We will accammodate all reasonable requests,

A Paper.copy.of This Notice: You have the right to receive a paper copy of this notice upon request. You may obltain a copy by asking our
receptionist at your next visit by calling and asking us to mail you a copy.

File & Complaint; If you believe we have violated your medical information privacy rlghts, you have the right to file a complaint with us, or directly to
the Secretary of Health and Human services.

U.8. Departmant of Health and Human Services
200 Independence Avenue, S.W.

Washington, ,C, 20201

1-877-696-6775
www.hhs.govfocr/privacy/hipaa/complaints/

Authorize otfier use and diselosure: You have the right to authorize any use or disclosure of FHI that I not specified within this nofice, For
example, we would need your written authorization to use or disclose your PHI for marketing purposes, for most uses or disclosures of psychotherapy
notes, or if we intended to sell your PHI. You may revoke an authorization, at any time, in writing, except to the extent that your healthcare provider, or
aur practice, has taken an action in reliance on the use or disclosure indicated in the authorization.

We rnay contact you to provide information about health related benefits and services offered by our office, for fundraising activities, share information
in a digaster relief situation, include your information in a hospltal directory, or with respect to a group health plan, to disclose information to the health
plan sponsor. You will have the right to opt out of such special nolices, and each such notice will include instructions for opting out.



Ways in Which We May use and Disclose Your Protected Health Information

The following paragraphs describe different ways that we use and disclose your protected health information. We have provided an example for each
category, but these examples are not meant to be exhauslive. We assure you that all of the ways we are perniited to use and disclose your health
Information fall within one of these calegories.

Treatment; We will use and disclose your protected health Information to provide, coordinate, or manage your health care and any related services.
Wa will also disclose your health information to other physicians wha may ba treating you. Additionally we may from time to time disclose your health
information to another physician whom we have requestad to bs involved in your care. For example we should disclese your health information to a
speclalist to whom we have referred you for a diagnosis to help in your treatment.

Health care operations: We will use and disclose your protected health information to support the business activities of our practice. For example —
we may use medical information about you to review and evaluate our freatment and services or to evaluate our staff's performance while caring for
you, In addition, we may disclose your health information to third-party business assaciates who perform billing, consulting, or transeription services
for our practice,

Payment; We will use and disclose your protected health information to obtain payment for the health care services we provide you. For example we
may includs information with a bill to a third party payer that identifies you, your diagnosis, procedures performed, and supplies used in rendering the
service,

Other Ways We May Use and Disclose Your Protected Health Information

Publlc health; We will use and disclose your protectad health Information In certain situations to help with publle health and safety Issues. Some of
the situations include:

« Preventlng disease

« Helping with product recalls

+ Reporting adverse reactions to medications

s Reporting suspecied abuse, neglect, or domestic violence

« Prevenling or reduclng a serious threat to anyone's health or safety

Research; We will use and disclose your protected health information to researchers provided the research has been approved by an institutional
review hoard that has reviewed the research proposal and established protocols to ensure the privacy of your health information.

As Required by Law: We wil use and disclose your protected health information when required to by federal, state, or local law. You will be nolified
of any such disclosures.

Other Permitted and Required Uses and Disclosures: We are also permitted to use or disclose your PHI without your written authorization for the
following purposes:

» To comply with Food and Drug Administration requirements

+ legal procesdings

« Coroners ’

+ Funeral directors

« Organ donalion

« Criminal activity

« Military activity

« Nationat security

+« Worker's compensation

» When an inmate is in a correctional facility

o If requested by the Department of Health and Human Services in order to Investigate or determine our compliance with the requirements of
the Privacy Rule.



Our Responsibliities

We are required by law to maintain the privacy and security of your protected health Information. We will let you know promptly if a breach ocours that
rmay have compromised the privacy or security of your Information,

We must follow the duties and privacy practices described in this notlce and glve you a copy of it. We will not use or share your Information othert than
as described hare unless you tell us we can in writing. If you tefl us we can, you may change your mind at any time, Let us know in wilting if you
change your mind.

By signing this form you acknowledge you wers advised of the HIPAA Notlce of Privacy Practices. Our HIPAA Notice of Privacy Practices provides
information about how we may use and disclose your protected information. We encourage you to read it in fuil. Our Notiee of Privacy Practices is
subject to change. You may request a copy of the Notice of Privacy.

Date

Signature of Responsible Party
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Authorization to Discuss Medical Information

I, patient named below, heraby authorize Eastside Primary Care & Wellness fo use or discloss the specific information described below, only for the
purposes and parties also described below.

Is it ok to leave messages at your home? Is It ok to leave messages on your cell?

) Yes ) No ‘ ) Yes () No

First Name Middle Name / MI Last Name

Date of Birth

Information to be giyen to:

Name Relationship Phone

Description of the specific information to Specify Other Indigate Confidential Information

be discussed

i 1 Mental Haalth

L) Appointment Date/Times 7 HIV/ST! information

{1 Lab Tests, Imaging/X-ray Results,

= Aleohol/Drug Informati
Medications/Refills, ~) AlecholiDrug Information

77} Summary of Medical Regord, Care Plan
and Diagnosis

) Billing
i) Other
information to be given to:

Name Relationship Phone

Description of the specific information to Specify Other Indicate Confidential Informatien
be discussed

7 Mental Health

7 Appointment Date/Times "} HIVISTI information

77 Lab Tests, Imaging/X-ray Results,
Medications/Refills,

"7 Summary of Medical Record, Care Plan
and Diagnosis

1 Billing
77 Other

) Aleohalftug Information

Information fo be given to:

Name Ralationship Phone




Description of the specific information o Specify Othar indicate Confidentlal Information
be discussed
7] Mental Health
7] Appointment Date/Times *“J HIVISTI information
) Lab Tests, Imaging/X-ray Results, )
Medications/Refills, ™) Alcohol/Drug Information
"] Summary of Medical Record, Care Plan
and Diagnosls
] Billing
7 Other
Information to be given to:
Name Relationship Phone
Description of the specific information to Specify Other Indicate Confidential Information

be discussed

. ] Appointment Date/Times

{1 Lab Tests, Imaging/X-ray Results,
Medications/Refills,

1 Summary of Medical Record, Care Plan
and Diagnosis

(1) Biliing
[ Other

This authorization shall remain in effect
from the date signed below until:

() (specify expiration date or event)

() NO EXPIRATION DATE

1 understand that:

Expiration date or event

"} Mental Health
.} HIVIST] information

"} Aleohol/Drug Information

+ | may Inspact or copy the protected health information 1o be used or disclosed.,

.
.

Date

| may revoke this authorization in writing by contacting your office, attention Administrator,

This authorization is giving Health Center Name the right to discuss my medical information with the one or more people listed above.
Information used or disclosed pursuant to the authorization may be subject to re-disclosure by the recipient and no lohger be protectsd by the
HIPAS,

| may refuse to slgn this authorization and you will not condition treatment or payment on my providing this authorization (except to the extent
that the authorization is for research-related treatment, In which case you may refuse to provide thal research-related treatment).

Signature:

Relationship to Patient




50 116th AVE SE Suite 111

Zastside E aStS id e Bellevuo, WA 98004
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. P: 425.467-1314
\[;!)vrél;?ﬁg Scare & F; 425-458-3102

Date:

First Name Middle Name / MI Last Name Date of Birth

ASSIGNMENT OF INSURANCE BENEFITS

I, the undersigned, have insurance coverage with, insurance listed below, And assign directly to Eastside Primary Care and Wellness, Erik Suh MD,
PS. All medical benefits, if any otherwise payable to me for services rendered. | understand that | am financially responsible for all charges whsther or
not paid by insurance, | hereby authorize Eastside Primary Care and Weliness, Erik Suh MD. PS. to release all information necessary, to secure the
payment of beneflts. | give permission to Eastside Primary Care and Wellness, Erik Suh MD. PS. to release information to my other health care
providers. | authorize the use of this signature on all my insurance submissions.

Signature of insured/Guardian:

Date:




GO I ENT

It Is our phllesophy that patients should have full disclosure when receiving any type of health care. We therefore ask that you read and sign the
following consent. We also fee that any individual should request the same full disclosure from any other health care provider and thelr proposed
treatment plan. Educated choices are the only choices.

t understand that as a patient of Eastside Primary Care and Wellness, Erlk Suh MD, PS,, | will receive an Initial evaluation, and thorough discussion
of treatment options. The goal of the initial evaluation process is to determine the best course of treatment for me. 1 understand that typically
treatment is provided over the course of several weeks to months,

| understand that all information shared with the healthcare providers is confidentlal and that no information will be released without my consent,
During the course of treatment, It may be necessary for my providers to communicate with other healthcare practitioners. | understand that consent
to release information is given through written authorization, Verbal consent for release of limited and essential Information may be necessary in
special circumstances.

| understand that while treatment may provide significant benefits, it may also pose risks. Short of overt negligence, | agree to hold the heaithcare
providers of Eastside Primary Cara and Wellness, Erik Suh MD. PS. harmiess in case of undesirable effects of undertaking or discontinuing
treatment. | also understand that | may stop treatmant at any time.

Please note: I applicable, co pays are due at each visit. | also understand that unless other arrangements have been made ahead of time,
payment in full is.due at the end of service each day.

It is your right to have a chaperon in the room during your exam. We will provide someone upon request.

If | have any questions regarding this consent form or about the services offered, | am encouraged to discuss them with the treating healthcare
provider. | have read and understand the above. | consent to participate in the evaluation and freatment offered to me by the Individual healthcare
providers. | understand that | have the right to suspend any treatment at any time but that If this suspension of treatment is against medical advice
that the consequences of my declslon are my own responsibility.

Slgmature of msured/Guardian:

Date:
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OFFICE POLICIES AND PROCEDURES

Welcome to our practice. Our goal is to provide the best care possible to you
and your family. To help answer guestions you may have, we have outlined
our clinic policies below, Please feel free to discuss these with us at any time if
you have additional questions.

INSURANCE

As a courtesy to our patients, all claims will be submitted first to the insurance provided at the
time of service. We are contracted with the following major insurance companies; Premera,
Regence, Medicare, Labor and Industries, First Choice, United Health Care, Unicare and many
others. Please ask at the front desk for other insurance we might bill.

We would like our patient to be aware that we no longer bill secondary Insurance uniess you
are Medicare primary. You are responsible for any balance and may choose to bill your
sacondary insurance.

CREDIT POLICY

If you have no insurance, you will be asked to pay at the time of service unless arrangements
have been made in advance with the Patient Account Manager.,

If your insurance company reguires a co-pay, it must be paid at the time of service, Please do
not ask us to bill you for this amount,

Payment of private balances must be made within 30 days of receipt of monthly statements.
We understand that financial problems do arise from time to time. Please let us know if you
need to arrange a payment plan. We ask that you notify us while your charges are current,

A re billing fee of $5.00 per month will be added to accounts with an outstanding balance over
90 days after insurance processing. Delinquent accounts may be turned over to a collection
agency.

If a check or bankcard payment is dishonored by your bank for any reason, an additional
$40.00 handling fee will be assessed to your account.

Far aur Cosmetic Procedures, financing is available for those who qualify through Care Credit.
Plans and Interest rates vary. If this is something that you are interested in, you may discuss
this with our Patient Account Manager.




FAILURE TO KEEP APPOINTMENT

Failure to keep scheduled appointments without providing 24-hour notification, a "no -show”,
“last min cancellation” or last min reschedule will result in a fee of $50.00 which will be applied
to your account. This fee must be pald prior to scheduling your next appointrment. This charge
will not be hilled to insurance.

MEDICATION REFILL POLICY

All medication refills must be requested through your pharmacy, with the exception of
prescription medications that require a written prescription from the provider. Please allow 24-
48 hours for refills on all medications. Weekends and holidays do not count in the 24-48 hours
waiting time, Our office does not refiil any medication over the weekend or after hours, If you
know that you are going to need a medication refilled over the weekend you must call your
pharmacy on or before Wednesday.

All narcotic medication refill appointments require a urine analysis to determine appropriate
medication manitoring before any refill is given to patients, Failures to provide a urine
specimen sample for testing wilt possibly result in cancellation of your appointment or denial of
your medication refill request, It Is your right to petition this part of the assessment if you feel
necessary; our office staff will gladly explain the procedures and protocol for your specific
appointment situation.

PATIENT RESPONSIBILTIES

You are responsible for being considerate of other patients/visitors in our office, and respecting
the clinic property,

You should respect our ¢linle staff. The medical staff deserves your respect and courtesiy: treat
them the way you would like to be treated by them!

Sincerely,

Eastside Primary Care and Weliness Staff

Print Patient Name

Patient Signhature ' Date
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E-Mail Correspondence Consent Form

Eastside

Zastsicde

prifmary care « woellnass

We would like to send you email updates, lab results and flyers to informn you of our special events and services. We assure you that your smail will

not be distributed or shared with other contacts,

Email

First Name Middle Name / MI

Last Name

Date of Birth

Patient Signature:

Date:

50 118th AVE SE Suite 111
Bellevua, WA 88004

Tel: (425) 467-1374
Fax: {425)458-3102
Email: info@eriksuh.com
Web: www.eriksuh.com

Erik H. Suh, MD, PS.



