MIDTOWN HIFUKA (2 v FZ TV EER)

16 East 41 Street, 6™ Floor New York, NY 10017 T:646-5903170 F:646-590-3203

Date: /[ / /

Patient information

K4 (3D 44AHH (D.0.B) A H
Last name First name
SSN (J=Y¥b¥a)74-) 5] Sex : Bm  &F Wy BESE
Addrress : H & (Home) City State Zip
Tel: Cell E-Mail @
%555 (Work place) City State Zip
Tel: Ext: E-Mail @
BXSRF % (Emergency contact)
1. KE(USA) K4 Name B & DOER Relationship
fEFT Address Tel:
2. H&(lapan) K% Name B & DOBIfR Relationship
fEPT Address Tel:

E SRR IS 2R (Insurance information)

PRBRE#14 (Insurance name) : Policy #
K3 4 (Subscriber name) :
Relationship (If not self) : L EAT (Period) :

| hereby authorize MIDTOWN HIFUKA to submit information to my insurance carrier concerning my

condition and treatment. #.i3 3 v K& 7 VB ERBIOTK T B EBREAICHDER K OZ DIEFICET 5 EROT
FERMT D EEABNELET,

I assign to the physician all payments for medical service rendered to myself or my dependants. F.i3#.5 &
URDOBBRFIRIOTT 2 IBRE L BRI BENH D L 2AMLTRY T,

I understand that | am responsible for any amount not covered by insurance, keeping track of my referrals
and notifying this office of any changes in insurance coverage. FLIZRBR TH N— SN RV ERES OBELEEZFRLN
BIZLEBMLTRBY T, FRRROFBONFICEELAE CGETHAOMDICERICBRENELE T,

By writing my name below, | am indicating that this is a valid submission for my written signature and |
am verifying that | have read and clearly understood above policy. TRRIZE4 T3 Z ¢ IZ LV FT ERREONEE
LML ZOZBEMENCAENTHIZ LERDET,

Signature of Patient Date:




A H KR S WERIZOWTEEWVWZ LET,

Could | ask your chief complaints of today’s visit

1. KO EDEAITIERD D HONE LIZn? FTOANBKIZY—7 LTZEW,

(Where are your lesions? Please indicate your lesions on the picture below)

2. WOEHMNGIHY ELTEN?
(When did the condition start?)

3. HPERBES AL ARNCIRE S NE Len? 0 1 EYes [ Wz No
(Have you treated the skin lesions yourself or at another clinic before you came to our clinic ?)

4. YrELEBELTRMVIZ/ARAY E L2 ?  (How did you hear about us?)

0 AN [0 NYlapion [ %BE Website [ Google [ Weekly Biz [ & M1 Other (

5. ARKRESNIRFFHERICE L THRICHNWTATZWZ EAbILEEEES JZ30,

(Do you have any specific questions about your skin conditions?)



http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&docid=DXOzDU9DFYHlvM&tbnid=6aNuGqPHtnaTCM:&ved=0CAUQjRw&url=http://sharots.seesaa.net/article/254405911.html&ei=n9dJUarwF4T72QXMy4HgBg&psig=AFQjCNHVRuVHW2zPN96gXfMkG73EEsAePA&ust=1363880218963166

Patient health questionnaire

K4 Name 44 A H D.0.B / [/ | Hftpate: [/ [J [/

TROEKEBRZHE-STWA, ERBERICE-I 0”5,

Do you have, or have you ever had anyof the following diseases or conditions? Please tick.

(1 EILE Hypertension [ ¥EIRJA Diabetes [1 fXZEHT Stroke [ /MR heart disease (
1 A cancer ( ) [ BFEJR Kidney disease ( ) O I blood transfusion
| FFI8S Liver disease ( ) O #E8Z Tuberculosis 0% Dfth,  Other (
F IR Family history
Do your family members have, or have they ever had any of the following diseases or conditions?
Pleas tick.
| RILJE Hypertension [ ¥5/RJR Diabetes [ JMZEHT Stroke [1 DMBJR heart disease (
] H¥ cancer ( ) O BEsR Kidney disease ( ) O Halfl blood transfusion
[ FFIBJR Liver disease ( ) O #&5kE Tuberculosis OZ DA,  Other (
Fi BIXW® ABEE
(Have you ever had any surgical operation or hospitalization?)
0 A Yes: ( ) O % No
7 L LX—E (Allergic history)
(Do you have any allergy?)
O #EF7L/LX— (Allergytoany medication(s)?) 0O & Yes ( ) O #&No
O JIBTHREE (Allergy to Local anesthesia) O A Yes O #%No
4E£ B (Social history)
B2 (Do you smoke?) O A& Yes ( &/B ) 0 4 No
#Xi# (Do you drink alcohol?) O A Yes ( /8 ) 0 #&NOo

BRI (~ U UF 72 &) (Do you use recreational drugs?) 0 & Yes ( /8 ) O % NOo



BERALTWIEE, EEF ¥4IV, ¥ A b
(Are you currently taking any medications including over the counter medications, vitamins, supplements
or herbal medicines?

O A Yes | ) O & No

HIROTE, WEEE BXUT BT (HoR)
(Are you pregnant now or do you have any plan to become pregnant in the near future?)
(Are you nursing now?)

1. BEERL TS 0O XV Yes O VW Z No
(1 am pregnant now)
2. WIRZFITE L TW5 O XV Yes O WX No
(1 am planning to become pregnant)
3. BUERAFTHD O XV Yes O WX No
(I am nursing now)
4. AiElDOAR F A 5| NH £ A B
(Last menstruation) From / / / to / / /

Signature of Patient Date:







