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Medical Physicians Group PLLC
8563 Argyle Business Loop Suite #2, Jacksonville Florida 32244
Phone # 863-874-0898

Fax # 833-728-7733

Health Insurance Portability and Accountability Act (HIPPA) Acknowledgement

it B R B AL oE 5 DTAEVA S

| have received the HIPAA information. | understand that Medical Physicians Group PLLC and
Dr. Leung will make all attempts to protect patient’s medical information

FEOLIR TR RIS IS ST R E . I T f# Medical Physicians Group PLLC PLLC
R R — 18 1R NI EITE S

Print 4%

sign A A4 Date 2544 1 H #
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Medical Physicians Group PLLC
8563 Argyle Business Loop Suite #2, Jacksonville Florida 32244
Phone # 863-874-0898 Fax # 833-728-7733

Cancellation Policy and Payment Policy

BUE A A 2745 8

I understand that there is a $25 for any cancellation less than 24 hours prior to
the appointment. | understand if insurance does not pay for your benefits
and/or if your benefits have expired, then it is the patient’s responsibility to pay
for the office visit and/or the procedure, vaccination, and/or any medical
services rendered.

T RAETNA) 2T 248/ NS N, ARTHUE YR 50 255670, 31 1 i R AR
ARESAT BE L 2, BB RIS C2d ], A BE A TSIz 9%
H, BEIFRER, M ns A2 P LA T B2 7 R 55 -

Patient’s name i A\ &£

Patient’s Signature i A% 4 Date % A\ %54 1 H B
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Medical Physicians Group PLLC New Patient Information Form

Patient’s Legal Name 2:44:

Guardian/Responsible Party (if any) 37 A :

Patient’s Date of Birth HAFEH H:

Patient’s Social Security Number L.+~ 5J:

Patient’s Address {31

Patient’s Telephone Number Hii%5/5:

Emergency Contact Name and Relation to Patient X 2 BE R A2 F M R &:

Emergency Contact’s Phone Number H,1%555:

Date of Last Physician Visit (Known or Approximate) F—/XF &AM [H]:

Name of Last Physician Seen B4 14 F:

Physician Phone Number[Z 4§ i 1555

Reason for Last Office Visit F —IXEEL K E K :

Primary Care Physician’s Name (if different from above) REEA KL F (WMEMN LHENA—
FE -

Primary Care Physician’s Phone Number % & & 4 i 15 515

Patient’s Signature 5 A\ 254%

Date H
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Date Last Seen by Primary Care Physician & —XFE ¥ B E A4 KI5 8]

Patient’s Primary Pharmacy Address 3 A )24 55 bt

Primary Pharmacy Telephone % 55 HiE 5 59:

Patient’s Signature 5 A2 4

Date H#f
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Allergy and Drug Information- New Patient

LB 215 B -8 B

Do you currently have any known allergies? & H fif 5 {T-1f] & %01 8 B 870G 2
Yes #& No?5

If so, please list all known allergies (food allergies included) &, EFHFTHE B AR BIE (
AIERY SR

For females, when was your last menstrual period ZHJ{ A, E—Ik B &R AK{E?

For females, Is there a chance that you can be pregnant Z4JH A, BREE WEERE?

Please list all medications taken. Include name of medication (including strength), physician’s
name who prescribed the medication, date of last refill, and how often you take this medication.
This includes prescription medication, medical supplements (both physician and non-prescription
prescribed), and any recreational drugs. Please include drug name, dosage, and frequency and
what time periods the drug was taken.

AT IR 259 .

BWARAYI AR (AR, JFRAGYIEIMEESY, f)abse i H I RAL A A A e 25 A
ATy, vl CRERERITAARLLTT 25D BLRARfT B AR 254

TSRV, RS LK AR I 1]

Patient’s Signature 5 A4

Date H3#H
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By completing the above information, you acknowledge the following: All prescribed and non-prescribed
medications taken, including their current dosages and strengths, have been truthfully stated on this form. Should our physician
prescribe medication which could cause a reaction with any unknown substances at the time of prescription, the patient agrees to
hold harmless said physician.

W e ERER, BB LT AR TR BT AT 5 ANARAE TS 24, AR AR R AR, B
FEMRAS NSyl o AR IRATI B2 AR 0T H AL 5 FT e A S AR AT AR KN B R A2 S ML 265, MR TR
AT K

If there is any change in medication taken from another provider, or another provider issues a new or change of prescription, it is up
to the patient to notify us to update this change in his/her medical records and advise patient regarding any possible drug
interactions.

A0SR I T3 — BRI LA A B 25 A AR AR AR A, B 53— (LR ITTT 8 25 AR B8 7 4007, OSN3 R B AT T B e
DI BIZ — oA, R AUAT RE B 250 RE LA R A SR .

Signature of Patient or Patient’s Representative % A B3 HAAFR A :

Date Signed H #i:

Reason for Today’s Visit & K2 K R A :
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Please Circle and Elaborate if You Have Seen a Physician For or Have Been Diagnosed with Any
of the Following:

R T BRI A2 W oA DA AR AT — i, 15 F HH T VR U B -
Arthritis 2T %
Blurry Vision #8 J7#545

Cancer J&%hE

Chest Pain i 1%

Circulation Issues LR & ZA 7] &K
Diabetes## KR

Digestive IssuesyH {t. 7] &

Dizziness k&

Fatigue J& %

Female Health/Gynecological 2 {4 {R{g&/ a5}

Heart Conditions U IR

High Cholesterol = JIH & B

High Blood Pressure = Ifil [k

Hormonal Issues fif /R 5% ] &

Incontinence %<2

Patient’s Signature 2344

Date H #i:
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Insomnia AR

Low Blood Pressure {& Ifl.

Male Health 5 {4

Mental Health Conditions F& t# {2 BRI

Migraines fi k958

Pain (describe location) %&J8 (iR E)

Paralysis BRI

Respiratory Conditions (including Asthma and Shortness of Breath) FEI RGi5s (L35 BENG Al
PR S

Seizures B & 1E

Substance Abuse/Chemical Dependency ¥ 5i i% F /44 AR

When was last menstrual period? E—XHAZLRMHAR{%?

Are you in Menopause? #&IEALT 5 S HAG?

Is there a chance you can be pregnant? &2 &5 1] fefh42L?

Please list any Surgeries (both Inpatient and Outpatient), and Their Dates

WA FAR (BT RICH

Patient’s Signature 5 A 254

Date H
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Do you currently use any medical devices? This includes assistive devices used as needed or
prescribed regular use equipment. Some examples can include a nebulizer, CPAP machine,
walker/cane, oxygen system, etc. If so, please list below:

& H AR S AR T BT e 7 XA AR 7o B8 P A0 A s 4% OV 1 LA P B2 4%
—EORBIEE A, CPAPHLE:, BIATAR/DIAL, SHARGSE. WRE, THA N

I hereby attest to the best of my knowledge, all above statements regarding my previous known
health conditions have been disclosed and answered truthfully.

FAELEUED], DL E SR T-HBLHT O A A BEIR DL B AT B IR 5 CLA5 2 5 T an s a1 45

Patient’s Signature i A4 :

Date HHH :
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Insurance Information

RESE B

Primary Insurance Company’s Name 3 B[ A 7 )& F

Group Number H5: Policy Number {575 :

Policy Holder’s Name {5575 N4

Policy Holder’s SSNAREFFH N TR 5H5:

Relation to Patient: fREFFA AFIIHR AR R

Policy Holder’s Place of Employment {£ B35 A B TAEH &

Phone Number 15 575:

Policyholder’s Address{RSEFE A Kbt

Secondary Insurance Company Name ARG A 7] % F:

Group Number 45 Policy Number{f5#.5-55:

Policyholder’s Name fRE.F6 A& F:

Patient’s Signature 5 A4

Date H3#H
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I hereby attest that all insurance information is truthful and current. If insurance information is
unable to be verified at time of appointment, or a company rejects any claim, it is up to the patient
or patient’ representative to pay via cash and perform a self-claim filed with their own insurance
company for self-reimbursement.

PAELLUEW], AT ORISR S A2 ESE AN B
IARAETA N TIEZ SRR E R, B A F IR AT R, 0 ik A BR
TN B AT g LI AT OF R L B QR IRR 2 3R AE A 3 LT B A .

Patient or Patient’s Representative Signature

PABIR AR T

Date H3#H




