Patient Demographic Form {8 A & %

Last Name: First Name:

Chinese Name:

(%) (%) (F X % A)

Date of Birth: Gender: SSN:

(HEBH) (tER1)  (HEREHRE)

Race: (#Efk) African American Asian Caucasian
Native American

Hispanic

Marital Status (3% @ #K %): Single (¥H) Married (B#E) Divorced

(BfIE)  Widowed (3E(E)

Address: Apartment/Room #:
(4E4E) (BERElsRhs)

City: State: Zip
Code:

() () (EREE5R)

Home Phone: Cell Phone: E-Mail:

(IEREEE) (FHEHE) (BETEHH)

Highest Level of Education: Grade School High School
Graduate/Professional Degree

(REHEEE) (NB) EH) (KB (BXR2MI)

Name of Spouse: Phone:

College

(Bcfat4) (B5E)



Emergency Contact Name: Phone:

Relationship:
(BB AYRSR) (&) (BAfR)
Current Employment: Full Time Part Time Retired Student Unemployed

Disabled

(THEIRR) (ZH) (RB) (BK) (BE) (&%) (BEK)

Name of Employer: Phone:

(BE) (EEE)

Address: City: State:
______Zip Code:

(EEthilt) (i) (M) (BREEA1R)

Occupation: Primary Language:

Cantonese Mandarin English
(BX) (F—EEFES) (BEXRE) (F&IF)

Primary Care Physician: Phone:

(REBX%) (&)

Address:

(REEE A hil)

IF THIS IS AN INDUSTRIAL INJURY ACCIDENT, PLEASE LET US KNOW AS THEIR
ARE ADDITIOINAL FORMS WHICH NEED TO BE COMPLETED.

IMPORTANT OFFICE POLICY: INSURANCE IS METHOD OF REIMBURSING THE
PATIENT FOR FEES PAID TO THE PHYSICIAN. IT IS NOT A SUBSTITUTE FOR
PAYMENT. SOME COMPANIES PAY A FIXED ALLOWANCE FOR PROCEDURES; OTHERS
PAY A PERCETAGE OF CHARGES.

PAYMENT IS DUE AT THE TIME OF SERVICE.



I HEREBY ASSIGN MY MEDICAL INSURANCE BENEFITS TO BE PAID DIRECTLY TO
DR. WENWU JIN’S PRACTICE. I AM FINANCIALLY RESPONSIBLE FOR NON-
COVERED SERVICES, CO-PAYMENTS AND DEDUCTIBLES. I ALSO AUTHORIZE DR.
WENWU JIN TO RELEASE TO MY INSURANCE COMPANY ANY INFORMATION REQUIRED
TO PROCESS MY CLAIM.

Signature: X Date:
(FWAZESR) (BEA)

Acknowledgment of Receipt of Notice of Privacy Practices:

(FRULBEFLEHIBERN)

I acknowledge that I have reviewed and/or received a copy of Dr. Wenwu
Jin’s notice of Privacy Practices. This notice describes how Wenwu
Jin, M.D., Ph.D. may use and disclose my protected health information,
certain restrictions on the use and disclosure of my healthcare
information, and rights I may have regarding my protected health
information. I understand that The Notice of Privacy Practices may be
revised from the time to time and that I am entitled to receive a copy
of The Notice of Privacy Practices. I understand a copy of the most
current version of this practice’s Privacy Practices in effect will
keep in the HIPAA Binder store inside the office.

Signature: X Date:
(FWAZESR) (BEA)
If not sign by patient: Reason why patient can’t sign:

Relationship to Patient:

lease check all problems that apply toyou: H # B 8 & & 1€ & &
EE AU EEZREEE.

General: (— %) Cardiovascular: (b M & )
O recent weight gain %8 E k£ # 0o chest pain fo J&

o recent weight loss % & T [ 0 heart attack D g =R



O appetite change B 0O ™ ¥ o palpitations (irregular heart beat)

DB EE (DEEE)
0 difficulty sleeping BE IR B # o0 heart failure D i = I8

Endocrine & Metabolic: (A 4 i %1 %7 BE X # ) o edema (leg
swelling) 7K BE / W f&

O sugar diabetes #& R J& o high blood pressure & I [&

o goiter B #K IR B 0 leg cramps with walking 47 ;& B BB 2B 4
0 thyroid problem B #Kk R R ® Gastrointestinal: (fa B )

o sterility A& B /& & o heartburn/indigestion 1> O ¥ %

o cholesterol/lipid problem f& & & / BE BF B #8 o0 difficulty
swallowing & K& 23

Hematopoietic/Lymphatic: (itk BB ) o stomach pains B &
O anemia & M o ulcers a2 B

o lymph node enlargement ik B2 BR f& KX 0 nausea/vomiting Mg i / R
==]
=]

o bleeding problem H I [ # o diarrhea B B

8
o frequent infections #& % B # 0 hemorrhoids ¥ &

Musculoskeletal: (Al B £ & B R # ) o rectal bleeding E iz H
m

o joint pain [ £ & o black bowel movements X {& & M

o joint swelling or warmth B %7 f& AR 3¢ #& 2 o0 change in bowel
habits XK & & 18 & #&

0 joint stiffness [ &1 ¥ o constipation &

o0 muscle pain Al A & o frequent laxative use & ¥ & A & &
iﬁE“
H



0 weakness JE 33 £ 51 0 jaundice or hepatitis = E & / I &
o back pain & & o liver trouble T =&

0 joint deformity B & #& ® o gallbladder problems & %E [ &
Psychiatric: (¥ # & ) Neurologic: (R 2 #)

o anxiety £ E / & B o headaches B A

O depression {1 & & / & & /£ o dizziness g B R 1t

0 been seen by a psychiatrist & # % % # & B &£ B & o blackouts

FHRFAEHBEHIE

Pulmonary:  (fifi &% ) 0 numbness and tingling Bk K / % %&

o shortness of breath @ & o paralysis B O, B &=

o cough B Wk o convulsions/seizures f& & / % ¥ B

o sputum € o coordination trouble 1% i K &t

O bronchitis X & & % Medical Condition History: (& b & E )
o asthma [ Wi 0 Alzheimer’s Disease & & 5 R IE

0 night sweats #& T o Cancer & I

Genitourinary: (i R 4 5B % ) o Coronary Artery Disease (Angina)
[P G

o burning with urination #f /R B & % & B 0 Other Endocrine
Disorder H fth B 4 W %k 5

o frequency of urination R #8 o Cerebrovascular Disease (Stroke) H

Bl
0 wetting pants or bed #& & / FR /K o Emphysema (COPD) fifi & f&
0 bloody urine Il FR o Parkinson’s Disease 1H £ & K /&

0 sexual difficulties 1 X B # o0 Kidney Failure & ZE I8



o difficulty starting urine #f R 2 0 Liver Disorder (Cirrhosis)
T =

Have you had surgery? iR R B S & A & F i1 ? Yes 8 No&

Medication List (FBHIHIRAIZEMLTE)

Drug Name: Dosage: How often you take
the medication:

(ZEMRiE) (BIE) (d0{aTARA)

Drug Name: Dosage: How often you take
the medication:

(ZEMRE) (BIE) (d0{aTARA)

Drug Name: Dosage: How often you take
the medication:

(ZEHRE) (BIE) (d0{aTARA)

Drug Name: Dosage: How often you take
the medication:

(EMBHE) (BIE) (WfIRA)

Drug Name: Dosage: How often you take
the medication:

(EMBE) (BIE) (WfIRA)

Drug Name: Dosage: How often you take
the medication:

(EMBE) (BIE) (WfIRA)

Preferred Pharmacy: Phone:




(EWFHIERESTE) (E5E)

Address:

(BEE i)

Allergies: Are you allergic to any medication(s)? (REZE¥BEIE?) VYes
() No (i&F)

If Yes, please specify the name of the medication and reaction: (i& FA

MR BAWEREEY B B

Name of Medication: Reaction:
(EETE) (RFE)
Name of Medication: Reaction:
(EETE) (RFE)

Family Medical History (& & & % )

o Cancer (#&fE) o Diabetes (#EFKJ®) o Heart Disease (ILM@J®) o Stroke
()

Father: o Alive o Deceased Age: (Deceased age or current age if
still alive):

(R#) (7)) (E) (Fin-SEREIHE)

Cause of Death: Unknown Aging  Other:

(EE) (FHE) (BRBE) (Hfth)

Mother o Alive o Deceased Age: (Deceased age or current age if
still alive):

(B#) (%) (@) (Fin-oEREssE)



Cause of Death: Unknown Aging  Other:

(ERA) (FFE) (BRBE) (Hiw)
Habits (8k & #0 #1 /& & 18 )

Alcohol: o I drink alcohol o I used to drink alcohol o I have never
drunk alcohol

(BRGE) (FEUH) (HTREE) (RUETEE)

If you drink alcohol, or used to drink alcohol, how many drinks do you
have a week on average?

(BHEEEZ D)
Years in pattern: (ZREFR)

Tobacco: o I use tobacco o I used to use tobacco o I have never used
tobacco

(HEE)  (FHhiE) (FHOEHIE)  (FURTHIE)

If you use tobacco, or used to use tobacco, how much do you/did you
use?

How many packs/day: Years in pattern:
Stopped date:

(EEREZLD) (SREM) (¥1EBHA)

Current daily caffeine use: (& B ™1 B # B £) (1 cup = 8
ounces), (1 glass = 12 ounces)

Coffee cups per day: Tea glasses per day:
Soda glasses per day:

QL) (&) (F/K)



