ljD Haoxu Ouyang Medical PLLC EMAIL: contact@drouyangcare.com

132-27 41st Rd #2C, Flushing, NY 11355 TEL: 718-269-5055
WEBSITE: www.drouyangcare.com FAX: 516-706-38R0

Haoxu Ouyang

Patient Registration Form ( u\%“ﬁlﬂ%

Please complete all applicable sections. If an item does not apply, IL ave it blank. (I S HUAITA FSCE ST . BTG, . )

Basic Information (EZA&ER)
First Name (%) Middle Name (*F [7] 4) Last Name (#f) Date of Birth (4£H) MM/DD/YYYY

Sex at Birth (4= 14 571) Gender Identity (14 53\ [A]) Race (%) Ethnicity (&%)

Marital Status (4§4f4k5e) O Single (F.5) [0 Married (E2245) O Other (JLAth)

Contact Information (% R 15 &)

Street Address ({14h) City (I 1i7) State (/1) ZIP Code (HEELZ D)
Phone Number (1) Alternate Phone (4 FH15. W) Email Address (HEfH)
Emergency Contact (52 & N) Relationship (F< &) Emergency Contact Phone (55 25 & A\ H1F)

Medical Information (57715 .5)

Primary Insurance Company (2 {55 24 & Insurance ID / Policy No. ({5 %)  Group Number (41 5)

If applicable: (2IiE R

Secondary Insurance Company (55 {5 23 7)) Insurance ID / Policy No. ({#[5%5)  Group Number (415)
Pharmacy Name (% /5 44 7) Pharmacy Phone (24 /5 H.1%)
Pharmacy Address (Z f53bit) City (317) State (1) ZIP Code (HBEL4mHD)

If policy holder 1s not the patient: (ERESEASZRAFA)
Holder's First Name ({#:[&¥7#5 A44)  Holder's Middle Name ({#[& 74 A7) 4%) Holder's Last Name ({#[&FrG A

Holder's Relation ({755 A5 4 AFKHR)  Holder's Gender ({55 AMESA]) Holder's Date of Birth ({5 £ A 4 H i)
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Haoxu Ouyang

Declarations & Consents (5 B 5E&E )

1. Privacy Notice & Patient Acknowledgement (FBFAB A5 BEFIN)

I hereby confirm that the information on the previous page of this form I have provided is true and accurate to the best of my
knowledge. And I understand the information is Protected Health Information (PHI). I acknowledge that I have received or been
offered the clinic's Notice of Privacy Practices (NPP), which explains how my health information may be used and disclosed.

(ERIAIRAEA R A — TP A5 DR BT A S5k LHER, JOF 1 (5 Bm T2 0r b (00 (S B (PHD). IRIAIAIK
CNER B2 SRR At CRRARMBBEETD) (NPP), e rbiid SR ik BRefs SR dn e £l FH AN i O

2. Assignment of Benefits & Financial Responsibility (B Z 5 % #E)

I authorize my insurance benefits to be paid directly to Haoxu Ouyang Medical PLLC and authorize release of medical or other
information necessary to process claims. [ understand I am financially responsible for non-covered services, co-payments, and
deductibles.

(IR ALLR B B 4 B 32 5 45 Haoxu Ouyang Medical PLLC, 142 B2 A At Ab 3 (7R 22 085 B 75 1 D=7 s LA 5
Bo WTHIFFE, BT REEARA RS FAT A Sl #5285 914E )

3. SMS Communication Consent ((2{E/5:EF &)

I consent to receive SMS messages from Haoxu Ouyang Medical PLLC for appointment reminders, rescheduling, and other
healthcare-related communications. I understand standard messaging rates may apply and that the clinic will protect my health
information in accordance with HIPAA.

(FR[7) & Haoxu Ouyang Medical PLLC il i %15 [r)3RACE LI PERE . 2l 0 Je Hofh Ry AH G B B 3K T TR =2k
PrfERIAE TR, 12 PTRHKHR HIPAA (RIP RIS )

4. Telehealth Visit and Insurance Billing Consent GER2ET 5H#E TR FER)
I understand that a telehealth visit is considered a virtual office visit and may be billed to my insurance in the same manner as
an in-person office visit. I have had the opportunity to ask questions and understand the billing information provided.

(B THHEREEITHO2 R T & EeEmie, Wik M iesmiz il R T . IEaHLe R AaR R, 2
fiEz TR AL T 9 )

5. Insurance Coverage & Lab Billing Notice (FRF7E 15 5 5250 2 K #.4540)

I understand that deductibles and out-of-pocket costs may apply. Medically necessary lab tests ordered during a visit, including
an annual preventive visit, may not be considered preventive by my insurance and may not be fully covered. Lab billing is
separate from office billing, and any remaining balance may be billed directly by the laboratory.

CHT v DRES T XA el A DA, ST e SEARIEAI S B . ERAERRAE I RS T H A b B SG,  BIMsEAE 4 P Tl
B PE AR AT, T BB ERE VUGE AT H , H T RETCIE MUK fR. 250 EIK R 52PTIK T, REPATHE
DR ENCEADE U EIY

By signing below, I acknowledge and agree to all declarations, consents, authorizations, and notices listed above.

G T84, REAWIFFREAEEHN, FE. RS EMNE.D

Patient Signature ({3 255) Print Name (14 #£44) Date ( [-110])

Electronic signature or handwritten signature required. (i L2 £ 0 T 5% 4)
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