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R PERSONAL INFORMATION (MAfEE)
General

Last Name(&): First (%) : Sex (MEH) -

DateofBirth (AEH)> :  (H>/__ (H>)/_ (&) Age (@)
Home Address (KEEHitE) -

Telephone (HLi{) : Email Address CHE:)

Marital Status (ZS@ARZS) - Occupation: (HRMV)

Emergency contact: (X 2R N)

Name: (&) Relationship (&)

Phone number C(HLi%)

Previous Physician (LLRTIEEA) Phone: CHE1f)

Primary Insurance (55 —1%)

Insurance Company Name: ({#[&A & %5

Group Number: (£R[52H%5) Policy Number (£RF&5)
Address: (Hhlb)
Insured’s Date of Birth: (f#[&&ic A H) / / Insured’s Name: ({6 &0 N4 5

Relationship to Insured: (SR EIC AL R)

Authorization for Treatment  ([F]ZJE97)

| authorize Dr Li Internal Medicine PA to perform procedures and treatment including administration of medicine and
local anesthetics along with other medical procedures that may be medically necessary. | understand that this office will
submit claims to the listed insurance company, but | am ultimately responsible for this account.

| also authorize the release of any medical information necessary to process my claim. To further provide continuity of
care, | authorize the release of medical information to specialty as needed.

FR[F 7 Dr Li Internal Medicine PA 75 DA FIHH N X IRBATIRTT, BIEE LM RIHMREE. KA Z2 &R
AR R, HERS MRS AR AR TN

KR ZE PR AR RS ERRETEE . REFZ D ERN W& R ARMEIRMETE .
Patient/Legal Representative Signature: (Jji§ NBVEE K4
Print name: (JEI4 ) Date: (HHH)

Pharmacy: (%) 55)




Patient Name: (%)

HEALTH QUESTIONNAIRE (fE B 35)

DOB: (A H)

Please indicate each of your chronic medical problems by marking the appropriate box below:

TR BRI IR, AEAR R AP RTT 2

FEAE? MR ?

[JHigh Blood pressure | [J Asthma Please list any other medical problems
e ML 2 I Tt T 41 H A R 9

[ Heart Disease, what | [J Emphysema/Lung disease

kind Jits =l / i 2

OIS 2 WA 2

(] Diabetes ] Anemia

B R ? T ?

] Cancer, what (] High Cholesterol

kind i JUEL [ 7 2

J Thyroid, what

[ Liver disease, what

kind kind

N T JH NP0 2 R A 2

[ Stroke L] Kidney Problem, what
A XL 2 kind

BRI ? W ?

Please list all the medication that you are currently taking, strength (in milligrams) and how often.

HI IR T 23, TR AR

Are you allergic to any medications? (EE X248 ? ) O Yes ()

O No (%F)

If yes, please list them and the reaction they cause. (WIRA, 155 H YA R )

Social history (432 52)

Tobaccouse (FHHH) : CONo (75) [Yes (G&)
Number of years used: ( FHIHEEEL)

aday (—KZ/b?)

Year Quit:  CREEEAS)

Alcohol use (Mgifi) : OO No (75) OYes (&)
Street Drugs: (fFfh) O No (f5) OYes (&) Specify: GEEHH)

drink per week (4 i "5 11 &)

Do you have a living will? (A AERTEIES? ) OYes (&) ONo (/)

Family History: Please list any blood relative has suffered from cancer/chronic diseases/mental diseases.

ZRSL: T AN AT I R 2R N B AE MR I /RS 52

‘ Cancer/Diseases

‘ Relationship ‘ Cancer/Diseases

‘ Relationship

’ Cancer/Diseases Relationship




FEAE/PRIR KA JRE/ P KA FERE /I

Please list any surgeries (including the year): i 41 H4 & fifd i) A

Are you under the care of any other doctor for any medical problems? If so, whom and for what medical problem?

EIAEA N ERIEES? niE, 155,

Year of last: (GBS BJGHESFA) Tetanus Shot (AT XU 1)
Flu Shot (JR/EZETH) Pneumonia Vaccine (Jiifi 4825 1H)

Womenonly: (REEFZLctd)
Date of Last (&5 —1X) : Mammogram (FL55 )

PAP (B ZiE )

(Abnormal? =15 7%

H A~ Bl

Have you been a victim of abuse? /& JE {4 ) 52 1 2

Have you ever had sigmoidoscopy or colonoscopy? (&Mt 4 ? ) OYes /2 O No 15

If yes, which year? (Ui, W—47? )

Phone number (HL{%)

(Abnormal? & 75

)

) Osteoporosis Scan (B REAITHE)

Ordering doctor’s name (785l E47? )

Current illness: Do you have any of the following currently? (A FHRAEL? )

I Fever/Chills

LI Night sweat

1 Unexpected weight

[ Leg/arm weakness

1 Other complains

R T loss /A~ B4 H el T At
[ Shortness of [ Chest pain | [1 Nausea [ New bony pain

breath I K % 195 Bl B E Sk

LI vomiting LI Diarrhea LI Constipation

MK pH: 55 fE A

Patient/Legal Representative signature (Jj5 A B2 EfCE%4)

Date: (HHD
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v s‘?

RFAIRGIEEIAR (HIPPA)

¢® PR
b 1““

Our Notice of Privacy Practices provides information about how we may use and disclose protected
health information about you. You have the right to review our Notice before signing this form.

Patient is consented to receive diagnosis, treatment and is financially responsible for the service.
All your information is confidential (HIPPA) and will become part of your medical records.

Protected Health information and contact information may be disclosed or used for treatment, payment,
or heath care operation.

You have the right to revoke this consent, in writing, except where we have already made disclosures
in reliance on your prior consent.

FATTHIFEAA BB RN SR AL 14T RBA I s AN S B i 1 2 DRI RS SR R . 8
BUERS B RIS Z AT ER/BATRE R . BHFE i%xt’/‘tﬁ EP RS DAY 0 € (2 A
T BHFTH G BARREN (HIPPA), JR8E AR IL %M —HB 0

SORY IR BRAS AT R 15 2 T RE S eI sl TR SO BRI TT DR AR A
FRAFRAICRIEEF LR BT T EE, ARSI R F =

\

Patient/Legal Representative Signature (5 AL EREZ L)

Print Name CEIfil 4 =) Date (H#D




