I_?) Haoxu Ouyang Medical PLLC TEL: 718-269-5055

132-27 41st Rd #2C FAX: 516-706-3880
Haoxu Ouyang Flushing, NY 11355 EMAIL: contact@drouyangcare.com

MEDICAL PLLC

Patient Registration Form (B&ZiCR)

Please complete all applicable sections. If an item does not apply, leave it blank.

Basic Information (B&E(EE)

Full Name (#43) Date of Birth (£H MM/DD/YYYY) Sex / Gender (1£3!)
Marital Status ($SB1K)%) L] single ez [ Married @8 [ other (=4t L Prefer not to say (FEi%e)
Race (Optional) (f$5%, =Tik) Ethnicity (Optional) (Rf&, ®li%)

Contact Information (BXZR(=R)

Phone Number (E8iE) Email Address (fF58)
Street Address ({+iiF) City (i) State (M) ZIP Code (HFEZRED)
Emergency Contact (£ZBXHEA) Relationship (%<%) Phone Number (FBi%)

Medical Information (EfF{5=)

Primary Insurance Company (FZE{FIEF]) Insurance ID / Policy No. (f#i&S) Group Number ((BS)
Pharmacy Name (Z5E&FR) Pharmacy Phone (Z455HiE)
Pharmacy Address (Z5553bilt) City (i) State (M) ZIP Code (HFEZRED)

If policy holder is not the patient: (FRERFEATER/ALA)
Policy Holder Name ({RIS358 ALES) Relationship to Patient (5 AXE)

Policy Holder DOB (#Ri&#FE A%H) Policy Holder Sex ({REHFHE AES])

Declarations & Consents (FEES5E=4)

1. Assighment of Benefits & Financial Responsibility (JERIZINS1HEEE)

| hereby authorize my insurance benefits to be paid directly to Haoxu Ouyang Medical PLLC. | authorize the release of any medical or other information necessary to
process insurance claims on my behalf. | understand that | am financially responsible for all non-covered services, co-payments, and deductibles.
(GRAFLUIR RIS IS £ B0 (945 Haoxu Ouyang Medical PLLC, ZREHIZFrERRATINBMASFBSINEANETrREEES. RTHHRE,

R TR RIGARIRAIRS. FIER (Copay) FIRMEER (Deductible) MBEENHE. )

2. Privacy Notice & Patient Acknowledgement ([FFAIEX1S S EHIA)

The information provided on this form is considered Protected Health Information (PHI). Our clinic strictly adheres to HIPAA regulations regarding the privacy and
security of your PHI. By signing below, | certify that the information | have provided is accurate to the best of my knowledge. | also acknowledge that | have received or
been offered a copy of the clinic's Notice of Privacy Practices (NPP), which details how my health information may be used and disclosed.
(FRPIRHIEEETZRFIVEREE (PH), FZAFRET HIPAA ZEMR, FEENEMSEEZS. BITHEE/0iE, RIEPRERIEEERTIR,
HOEARCEWREZCBIREMT (RASEIER) (NPP) IUEIAR, ErpiiRed 7 RI0RRES BN mREMiNNE. )

Patient Signature (BEE=F) Print Name (IEf&§u£43) Date (HHH)

Electronic signature or handwritten signature required. (EEEFEERFSER)
Staff Use Only ([RT{EARIEAS)
Staff Signature (T{EARER) Date (B58) Other Notes (Efth&$)
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