Nihon Bav Clinic (Co-nav $ )
Registration Sheet

B EE K& E (DRR

PATIENT'S INFORMATION BEA T4 A—13> IE'PT'-I]'-E
BERKA OV 039
Last Name GE=F): First Name GE=F): Social Security #:
EER £ A B i £3 B-M., %-F g iR
Patient’s Birth Date: Sex: Single Married
HHEEHE (V8T A—3F) BE (XNIBERES) DBHE
Guarantor's Full Name GE=): Employer:
B Eh¥E SRR
Home Address: Employer's Address:
City: State: Zip: City: State: Zip:
BEEHE bh¥5EEEE
Home Phone: ( ) Work Phone: ( )
E-mail : MEES
Cell Phone ( )
INSURANCE INFORMATION E&RIRA> T+ 4—ay
Rirsit RBREEHES
Insurance Plan Name: Insured’s ID #: Group #:
BREE (REBROXRELLSH) KA 431 EER
Subscriber’s Full Name: Sex: DOB: Social Security #:
BRBRELORER B ES FHt Z0ith F2RBER4t
Relationship to Subscriber: Self Spouse Child Other Secondary Insurance Plan Name:
AUTHORIZATION TO RELEASE INFORMATION: ASSIGNMENT OF BENEFITS:
I hereby authorize to release any information in the course of I hereby authorize payment to Physician of Benefits due me for a
my treatment or examination to my insurance carrier(s.) services rendered. | understand that | am responsible for charges

NOT COVERED by this authorization.

SIGNED: pra SIGNED: e

EMERGENCY CONTACT ER&E# 5

REMNERE BELOMR K& T ZDfth
Contact Person’s Name: Relationship to Patient:  Spouse Child Other
EREERRT BHEEHE

Home Address: Home Phone:

EREUEE EEAES

Employer: Work Phone:

EhFESE(ERT

Employer’'s Address:

All statements for services rendered are due and payable within thirty (30) days of the date of statement. The undersigned
agrees and consents to pay all statements within ninety (90) days or to pay an additional late payment charge of 1.5% per month
(an annual rate of 18%) for any unpaid balance after the initial ninety (90) day period. The undersigned further agrees to pay any
and all attorney fees, costs and expenses incurred by Nihon Bay Clinic in collecting balances unpaid for more than 90 days.

SIGNATURE OF RESPONSIBLE PARTY : /




