Mercer Island Community Family & Internal Medicine Clinic
New Patient Intake Form #7/#% A &L &M%

Today’s Date(MDY) ASKXBAH (HE® / /

LastName (English) First (English) Middle
¥ (FEEERL, 5930

BirthGender | circleone ~ Male Female % Assigned gender if different:
H 2

Birthdate | Month Day Year Today’s age
4 H A H i SREL

Cell # To receive appointment reminders, weather cancellations, and other visit
FHl related notices. Test results will not be left on voicemails nor sent via email

Email 2 AR LBy AR T SR AR T AE 2. BT AR

HR A SRR E )

Address
E: IR

If mailing
address
different,
please also list

Country of Birth Countries you lived in for long than 7weeks
AR HoAt A id 7 i E K

Allergies to Medications i

Allergies, other: At i

Past Medical History Please circle all issues and note year issue started J5& 522 175 BBl LA e S 3E A —4E 4R 1Y

Year Year Year
F F i
Asthma B i Heart Problems <0 JJiE 7 Skin Problems JZ ki
Bladder or Prostate High Blood Pressure 15 I Sleep problems, more than 2x/wk
B e Bl AT 471 AR A, — I M ik
Brain Injury %55 High blood sugar 1= [L4# Others HAls
Broken bones ‘& #ft Kidney Problems 5%
COPD/Emphysema Liver problems 95
il =
Ear Problems F- % Lung Problems i
Eye Problems R ¥ Muscle Problems JJL IR %7
Medications & Supplements you use at least once a week — J& IR L — k24, 4EAd R alkbh b
Humans are social and those around us help us stay healthy. The information below helps us take better care of you
BHRIXKERRAF R
a.  Who do you live with more than once a week? Please note more members in another page if needed
TR . RAEZ N, HH S KA.
First Name/Last Name 24 | Gender 45| | Relation 3% % | Current Age ££43 |

V08082020




b.  Who are your close adult friends and/or relatives? Please note more members in another page if needed

H RS B USRI LECER -« WRAEZ N, HH Ak,

First Name/Last Name 2£4% Gender {5 Relation % & Current Age f£40

Anything else you wish to share that may affect our care for your health? (eg. Afraid of needles, nausea with antibiotics)

A HAMATRER I R E RS (i hE, iAERSRE)D

You authorize us to discuss your medical concerns with the adult (+18yo) below if you are not available: Leave blank if none

TERALIA TR LR AT IR IS A BT 15 B R i il . AR NI, EH T

Last Name % First Name % Phone number HL1f
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Mercer Island Community Family & Internal Medicine Clinic
Medical Care, Privacy and Financial Policies Agreement

B, KA, LSkl

Patient’s Last Name First Name Age
gt % e

If patient is under 18 years old or in care of a guardian, below is guardian who will usually accompany patient and is signing below. If
there are more guardians, please provide information separately. WIEREFE AF| 18 % 8 & W AR, 1HH KRR
HHEANER

Guardian Last Name Guardian First Name

LAE7aUN 2 252 N2

Age F£40 Relation to Patient 5EF XA
Cell phone F#l Home Phone Z B H i

If lives at different address, please list address A1 REHREEF £R, BE R ANELE

If patient is 18years or older, please list reason(s) guardian is needed WEBH RN, BEEBEUEANRRE

Agreement of Mutual Responsibility and Understanding of the Limits of Medicine

The undersigned or patient’s guardian hereby authorizes Community Family and Internal Medicine, LLC, to provide
medical care. Dr. Fang pledges to provide the most appropriate medical care possible. Patient and any guardians will in
turn provide all necessary information and cooperate with medical advice. Patient and guardians understand that disease
processes may vary in presentation due to timing and person to person variability. Long term relationship and timely
follow up can decrease missed diagnoses and/or allow a change in treatment plan in a timely manner
HEMTTEEEFETARARS

DL B35 240 Community Family and Internal Medicine, LLC $2ftEEy7 AR SS . 5Bk ki R 13 B 4 i =7 AR
5. MEMNE NSRS HARMER SR G . 8 5IE N R T st =B AR RITA 257 .
KI5 S R ER T DURAR GRS AT I SE iR 7 7 %8

Privacy Dr. Fang takes your privacy seriously and complies to the best of her ability to privacy requirements as outlined
by the Health Insurance Portability and Accountability Act of 1996 (HIPPA), enforced by the US Department Health and
Human Services (hhs.gov/hippa). Please note if someone is within earshot when you are discussing medical issues
(eg.you bring a friend into the exam room), it is assumed that you are waiving your privacy in those instances.

o [fyou email/text the clinic, you may get a reply even if you may not have secured/HIPPA compliant email/text.
If you do not want to receive non-secured email or text, please sign here
Alternatives include communicating by HIPPA compliant Fax and by phone. Communication with referring or referred
health care providers do not require consent.
BEFA 77 R AR B B SRR ST Re Fh IF B R 7738 7 36 [ {8 R R € K BE T 1544 Health Insurance Portability and
Accountability Act of 1996 (HIPPA). HFEWREEHMAMERENETHER Gl BHFENAK -k
B, EBNEBFEH KK

oIRGB RN ETRBRIEBERRKEBEEH, Hi2iTRsEE.
WREAA B BN, B
Gt T DA HIPPA &% MM HER— MRS . HSARTEBE AIMERARE
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Financial Policy You agree to pay by credit/debit/Flex/HSA card or cash at the end of your appointment. This practice
does not bill insurance/Medicare/Medicaid. Upon request, receipts or itemized bills (2 clinic business days) are available.
o Upon request, the clinic may email you itemized bill with your treatment and procedure diagnosis even if you may
not have secured/HIPPA compliant email.
If you do not want to receive non-secured email with itemized bill, please sign here
WHBERERBAESL SRR RERARTE, BT FlewHSA £ BIE&fH 3. WITEARRER/AFKAR . WR
BERE, RATTLAREEEREARTHEY (FEMRSHIED .

o IREAEFRE, WMEEEAE HIPPA SHEAVERFE, B2 BTl ae M MR R s e gnie B e o -
WREATE R BRSO R, T4

Medical records are charged at $0.25 per page and will be available only for in person pickup by patients/guardians.
Records not from the same business day may require 2 clinic business days to be copied. You may take free pictures of
your records in person. Please email ahead to schedule a time.

R AR 018025 BRyr B R HAE R AN BB AR B RE . WERARF RIS, HEARIT2TAE
] A RIRATZIN[E], BT LAE COAE 12 Rt R R AR .

I agree with the above and acknowledge I have either received a copy of this form and HIPPA privacy notice or
have declined. Current copies available online . [ may revoke my agreement anytime in writing by mail or
email to fang@mecerfamilymed.com

FJ & AL PR AN F I TR B iR 26 HIPPA FS 8 A B R I o Bt FJ LU LB . 2 1] U 1T 105 15 2 1 1K ]
Bingil Je]

Signature Print Name if Guardian Signing

2 MREBENES, FRES
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