Wu XuXia Medicine PC
RIEBNRREBEDS

131-07 40™ ROAD UNITE E06
FLUSHING, NY 11354
T:718-661-0018
F: 888-355-1065

Patient Name (i A\ 1t %)
Last Name (%) First Name (%4) (345
Address (i) Phone Number (¥4 5 5)
Cell Number (FH1515)
Sex (PE): L F (%) [ M (%) Age Birthday (£ H)

Married (C.45), Single (¥ £), Widow (1%1%), other (J£'&Z) Occupation (ER:Mk)

Emergency Contact person & number (X 2158 A\ 2 LG5 1)

Pharmacy Name (%4 53)

Primary Insurance (32 24 ) Policy Number ({4 #.5%)
Insured Name (3Z1% \) Insured Date of Birth (32 A H 4= H 1)
Secondary Insurance (&5 &) Policy Number ({&E.5%)
Insured Name (3Z1# \) Insured Date of Birth (32 A H 4= H 1)

SSN (#L8 % 45%)

May we discuss your report with any family members or relatives? Yes or No Name of Person:

BAR T AT AR B SR N B Ao s VR AR B R o 2 AR RARE FRAEF:

l, here to certify the above information about myself and insurance are

1K, FE AR PA L R BN S ORPa R ERE R R, FRAE AR S IR Y
accurate and current. | authorize Wu XuXia Medicine PC to file all necessary medical claims to my

TSR e 5 A 52 T ) R DR Bt 2 =) i S R 1) % TH B89 T [P ) oy S LB PR oK e B8 A 2 P ) DR B 2w AL Ok
insurance company and provide any medical record to insurance company when requested. If my insurance becomes

B 2w T it (R N BT Bk T SRR P D o 2 Aok st 3011 8 R R 97 S LS PR o B2 B AR 2 P P AT B R IR H ) B
inactive, | will be responsible for all charges billed. | here authorize and direct my insurance carrier to issue check directly
o FRIF BB REB T S I BT B BN B 5= JB R N K B2 B AR 22

to Wu XuXia Medicine PC.

Patient’s Signature (5 A3 44) - Date (H 1)

Witness’s Signature (W5 N3 44) - Date (H i)




