
 
 

 

   
 

 

 

 

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

Patient Information 
!": Name 

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

#$:Gender at Birth 

 
❏! Male   ❏% Female          

&'(): Date of Birth  
                               " /                          #  /                              $ 
                MM                                     DD                                 YYYY 

*+,-.Social Security No              /

                            -                           -  

01: Street Address (#$%&) 
 

Apt. #: '()*+, 

23.City/ 4: State 56: Zip 

7859: Email Address                                          

                                                    @ 

:;<=: Marital Status 
❏!" Single          ❏#$ Married        ❏%& Other 

7>,-: Home Phone 

(                     )                       -           

?@:  Preferred Language 

 
❏English        ❏Español        ❏한국어        ❏'() 

❏*)+           ❏,-)+++     ❏Other: ______________ 
AB,-:  Cell  Phone 

(                     )                       -           
*If you do NOT want to receive text reminders, please inform the Front Desk staff. 
*!"#$%&'()*+,-./0123 

./01234: Emergency Contact CDEFGH.Relationship/ IJKH,-: Emergency Phone  
(                    )                              -                        

LMN': Primary/ Referring Doctor  7>.Doctor Phone/

(                    )                              -                        

OP"Q.Preferred Pharmacy Name/ OP7>.Preferred Pharmacy Phone/ Region/

(                    )                              -                        

Insurance Information 
RST: Primary Insurance Name 

%&'()*+,-./,012++❏*+ Yes    ❏3*+ No+

STUVE: Subscriber’s Name              

                                                     _______________________________   _________________________________   _______________ 
                                                                              Last (!)                                                                    First  (")                                             M.I. 
UVE&'().Subscriber’s DOB                                 

+++++++++++++++++++" /                              #  /                               $ 
                           MM                                  DD                                  YYYY 

CDEFGH.Relationship to Patient 

Patient Registration Form 
(Updated in July 2022) 

 
 



 
 

 

   
 

HIPAA Privacy Authorization!"#$%& 
56789:;<=>?@ABC(HIPAA),DEFGHIJKLMNHOPQRSTKU:VL89WX(PHI)YZ[\]K
(2^_@`2La3>bcdeH^fgOPhijklmn+

op qrstuvHwxyz{|}Y+
~p hiKLuv>�!��Y+

+

++++++++++++/WXYZ[E!"/\]^!"_// + + + + 7>,-+ +

 
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. DEF`ab/
cEdefgVahijklmSTno`apqrcEstuv`bwxyz{|}~��� �� ��
���r��t�'��F����b/�i��m��w��V ����/����/�Z��� ST¡¢b 
cE£¤fgwV¥¦}§r}~t¨©£{}ª«¬£b©{A�o®k¯°±�²�F ��³r´µ

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

* Contracted Insurers. ÅÆSTEb 
ÇwÈCÄFSTª«VÉÆrÊËÄFST¡¢rwÈÌÄÍSTª«Î&ÏÐb 
ÄF`aÑ�fÒÓ 
 - Co-payments（Ô��Õ  - Annual deductibles（Ö×ØÐ�） 
 - Coinsurances（ÔxST）  - Non-covered services（knSFÙ§） 

 
* Non-Covered Services. Insurers routinely state, “The determination of benefit is made at the 
time of the claim is received.” knSFÚibSTª«�ÛtÜÝz{|ÏÐ¶Þßàáâã/
zwÈ{|STª«F EOBäST£ÐF¤åÜdÕ�ærwÈ�Ûkt�çèé��znSpq�b
GmSTknSFijrwÈtz{|ÄF EOB��rêëÄ}~bijìít¨STª«îïnSF
ðÌfÒÓñÕNéòk´µF/óÕæôõzFöD/�Õlm÷øFbzùú+¡¢�� STîï£Ð

Fû=ÒrwxyÑ�vüý�b 
 
* Transfer of Credit Balance. Lþ ÿ!"#$%²�b 
ST���&'()*F ÿ!"#$%²�í��zËSE��+EF},òb 

 

(缩写姓名) 

 

(缩写姓名) 

 

(缩写姓名) 

 

(缩写姓名) 



 
 

 

   
 

* Pathology & Laboratory Charges. D£¿-./F��b 
01F-./���2¶�À34Fr5kzcM6F78Òb9:-./Ì;<=�ß>M?@sA
B6V´µFCDrðEt�'����bÄsnFSTkoFah��b/

 

Fees DE 
* Co-Pay Rebilling Charge. GÔ��HI¡�FA�b 
JKCÄSTª«FÉÆrDE´L2�Ñ�Ô��bfgÄµMê&�}~@k�2¶Ñ�r�t�

ò$10FA�b 
* Insurance Charge. ST�/
fgcEzSTÏÐÎNOP()�ækÎQ]ßFSTRSëEM6rTNé�stvUub 
* Returned Checks. ()FÑV/Gm()FÑVrÄt¨{WXóYA�rTÑVZtLë©£{}ª
«-[A\]F^_b 
* Transfer of Records. Né`a�� 
b0cA��fÒ 
New YorkdÆ:/e\fgh$0.75÷ýrGNéM?ijZVklF��rmn5V�b 
New JerseyIop4:/æ ñ��fefXñ ÷ýr��ef$�qóYrr�kí¯°$ó�� ÷ýb 

 
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 
DEsëstuOvw|ÒxyMbGmz[{æ|&}F~�rÇ�µH�r/

DE��µgMb�kOvìm|\x#FH�r��tW�mOv��b 

No Insurance Card 4(56< 
Äz�x�`�e2�µ��&4r´L&�ST+mn�V��F���db�ð0�k�NéST
��Ú9rwÈ�ÀÙ§2����Né+n���dFDErÇkí&�ST+¿���dr�µ�

3Æ¶�b 
fg����ST+�µ�x�N'rÄµU�Né��b/

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) 



 
 

 

   
 

 
⽇期: Date ____________/____________/______________ MRN: _____________________________(仅供办公室填写) 
 
患者姓名:Patient’s Name ______________________________ 

 
 

患者筛查问卷 
Patient Pre-screening Questionnaire 

(Updated in July 2022) 

 

 

由于新冠病毒(COVID-19)⼤流⾏和猴痘(Monkeypox)疫情. 

的原因，所有患者和监护⼈/家长必须在就诊之前填写这份表格。只有⼀位成⼈家长/监护⼈陪同未成年患者

或⾏动不便患者进⼊诊疗室。感谢您的合作。 

1. 在过去 14 天内，您或家⼈是否出现过任何症状, 例如⽪疹或⽪肤病变、发烧、头痛、喉咙痛、疲劳？ 

❏是(Yes)     ❏否(No)  

2. 过去 14 天内，您是否在有过新冠病毒(COVID-19)检测呈阳性？ 

❏是(Yes)     ❏否(No) 

3. 在过去 21 天内， 您是否在有过猴痘病毒(Monkeypox virus)或正痘病毒属(Orthopox virus)检测呈阳性? 

❏是(Yes)     ❏否(No) 

4. 在过去 21 天内，您是否密切接触过任何确诊新冠病毒(COVID-19)，猴痘病毒(Monkeypox 

virus)的患者或因此居家隔离的⼈？ 

❏是(Yes)     ❏否(No) 

您下⽅的签名，证明以上回答均属实。若您没有如实回答或故意隐瞒信息会被拒绝医疗服务，并可能受适⽤

于法律约束。 

 

 

患者/监护⼈(家长) 签字 Patient/ Caregiver Signature X__________________________________________________ 


