
 
 

 

   

 

 

 

 

!" Signature: X__________________________________ #$ Date: __________/__________/__________                                                              

Patient Information 

!": Name 

             ______________________________   ______________________________   _____________ 

                                          Last (!)                                                           First  (")                                           M.I. 

!":Gender at Birth 

 

❏! Male   ❏# Female         

$%&': Date of Birth  

                               " /                          #  /                              $ 

                MM                                     DD                                 YYYY 

()*+,Social Security No              -

                            -                           -  

./: Street Address (#$%&) 

 

Apt. #: '()*+, 

01,City- 2: State 34: Zip 

5637: Email Address                                          

                                                    @ 

89:;: Marital Status 

❏!" Single          ❏#$ Married        ❏%& Other 

5<*+: Home Phone 

(                     )                       -           

=>:  Preferred Language 

 

❏English        ❏Español        ❏한국어        ❏'() 

❏*)+           ❏,-)+++     ❏Other: ______________ 

?@*+:  Cell  Phone 

(                     )                       -           

*If you do NOT want to receive text reminders, please inform the Front Desk staff. 

*!"#$%&'()*+,-./0123 

./01234: Emergency Contact ABCDEF,Relationship- GHIF*+: Emergency Phone  

(                    )                              -                        

JKL%: Primary/ Referring Doctor  5<,Doctor Phone-

(                    )                              -                        

MNOP,Preferred Pharmacy Name- MN5<,Preferred Pharmacy Phone/ Region-

(                    )                              -                        

Insurance Information 

QRS: Primary Insurance Name 

%&'()*+,-./,012++❏*+ Yes    ❏3*+ No+

RSTUC: Subscriber’s Name              

                                                     _______________________________   _________________________________   _______________ 

                                                                              Last (!)                                                                    First  (")                                             M.I. 

TUC$%&',Subscriber’s DOB                                 

+++++++++++++++++++" /                              #  /                               $ 

                           MM                                  DD                                  YYYY 

ABCDEF,Relationship to Patient 

Patient Registration Form 
(Updated in April 2023) 

 



 
 

 

   

 

HIPAA Privacy Authorization!"#$%& 

56789:;<=>?@ABC(HIPAA),DEFGHIJKLMNHOPQRSTKU:VL89WX(PHI)YZ[\]K

(2^_@`2La3>bcdeH^fgOPhijklmn+

op qrstuvHwxyz{|}Y+

~p hiKLuv>�!��Y+

+

+

++++++++++++-VWXYZC[O-\]^[O_-- + + + + 5<*++ +

 

Treatment Consent'()* 

(2������R�������x��Y�R�����H����H��V����Hz�wx ¡¢H£

�¤z{¥�¦L�x��Y 

Authorization & Assignment+,-./01 

(2����R����£§�:;¨©ª«:;¬­STOL�x®¯>�¦LWXH°��±��¨²:;¬

­³´Lµ¶Y°·¸¹(2º»:;¬­Q¼:L@`½¾¿?Y+

 

Medicare Claims234(56789:;<=>? 

OPÀÁt0Â�x:;ÃÄL[\ÅY56ÆvHOPRÇU»OPL�x��È�L�©YÉ2Ê?@ËÌÍ

ÎLÏ©¾> ~ÐÑÒ�:;YÓÔ¶LÕÖjHOP×R«É2LØ:;ÙZ¨©Y

ÚØ:;Ó ÛÐ ÜÝÞIÌßHÉ2GRàá�x�!Y 

 

Payment Guarantee5@ABC

* Patient Responsibility. BCD`ab-

cCdefgUahijklmRSno`apqrcCstuv`bwxyz{|}~��� �� ��

���r��t�%��D����b-�i��m��w��U ����-����-�Y��� RS¡¢b 

cC£¤fgwU¥¦}§r}~t¨©£{}ª«¬£b©{?­�o®k¯°±�²�D ��³r´µ

¶k·m©{¸¹�º{�©£�r»¼�r½¾�¿ÀÁ��ÂÃt�|ÄD}~b 

 

* Contracted Insurers. ÅÆRSCb 

ÇwÈAÄDRSª«UÉÆrÊËÄDRS¡¢rwÈÌÄÍRSª«Î$ÏÐb 

ÄD`aÑ�fÒÓ 

 - Co-payments（Ô��Õ  - Annual deductibles（Ö×ØÐ�） 

 - Coinsurances（ÔxRS）  - Non-covered services（knRDÙ§） 

 

* Non-Covered Services. Insurers routinely state, “The determination of benefit is made at the 

time of the claim is received.” knRDÚibRSª«�ÛtÜÝz{|ÏÐ¶Þßàáâã-

zwÈ{|RSª«D EOBäRS£ÐD¤åÜdÕ�ærwÈ�Ûkt�çèé��znRpq�b

EmRSknRDijrwÈtz{|ÄD EOB��rêëÄ}~bijìít¨RSª«îïnRD

ðÌfÒÓñÕLéòk´µD-óÕæôõzDöB-�Õlm÷øDbzùú)¡¢�� RSîï£Ð

Dû;ÒrwxyÑ�vüý�b 

 

 

(缩写姓名) 

 

(缩写姓名) 

 

(缩写姓名) 

 

(缩写姓名) 



 
 

 

   

 

* Transfer of Credit Balance. Jþ ÿ!"#$%²�b 

RS���&'()*D ÿ!"#$%²�í��zËRC��+CD},òb 

* Pathology & Laboratory Charges. B£¿-./D��b 

01D-./���2¶�À34Dr5kzcK6D78Òb9:-./Ì;<=�ß>K?@sA

B6U´µDCDrðEt�%����bÄsnFRSkoDah��b-

 

Fees DE 

* Co-Pay Rebilling Charge. GÔ��HI¡�D?­�b 

JKAÄRSª«DÉÆrBC´L2�Ñ�Ô��bfgÄµMê$�}~@k�2¶Ñ�r�t�

ò$10D?­�b 

* Insurance Charge. RS�-

fgcCzRSÏÐÎNOP&'�ækÎQ]ßDRSRSëEK6rTLé�stvUub 

* Returned Checks. ()DÑV-Em()DÑVrÄt¨{WXóY?­�rTÑVZtJë©£{}ª

«-[A\]D^_b 

 

Appointment Cancellation or ‘No Show’ Policy: FGHIJKI 

Ú(2âAãäuvH¦

åæÓ ~ç èé¥ãR=ê��R����Hë}ìÊí¥²îï~ç é¥^Þ²îðHRñò£óvH+

(2¸¹7óvCRñà²ô+õÐ+ö÷µ¶Y(2øù¸¹úûqrüýÀQRñÇU£²îL

Y�mþßQÿÃ!á:;¬­Y 

+

(2��[\W¶"WXH¶tËÌ$50óvLþß1。

(2��#$ºåæÓ ~ç èé¥ÝÞ²îy%&H'Ïñà²óvµ¶Y+

ë}àáÊ()*ÇLuv+³,W¥HK´^-. /o0100Û12ÐÐÐH��R��R563L¦º4K%&Y+

Medication RefillsLMNO 

BCsë`abMcd|ÒefKbGmgZhæi$jDklrÇmµHnr-

BC�mµoKbpqMcìri\e!DHnrsttWumMcvwb 

No Insurance Card 4(56< 

Äzxeyz�{2mµ|}&4r´L$~RS)r��U��D���db�ð0�k�LéRS

��Ú7rwÈ�ÀÙ§2����Lé)����dDBCrÇkí$~RS)¿���drmµ�

3Æ¶�b 

fg����RS)�µxe�L%rÄµU�Lé��b-

C

C

C

!": X_______________________________________ #$: ___________/___________/_____________ 
Signature                                                                                                              Date 

*45678'9:;9<=>?@ABCDEF Stripe。 Stripe 

79<=>?.G'HIJKLMNO45PQ?45'RSTUV9:;WXMYZ[\]^_`a8'9<MRSb6cd89:;

'ef ghijMk

 

(缩写姓名) 

 

(缩写姓名) 

 

(缩写姓名) 

 

(缩写姓名) 


