PATIENT PRE-REGISTRATION FORM - CHINESE

WATEREME First Hill 0 Cherry Hill O Ballard O Issaquah [0 Edmonds [
Expected Date of Service:Please select type of service: Diagnostic [ OB (1  Surgery ] Clinic[]
TEEH IR H - PR R A - ZHr 0 mERD FH#0 WECE
Patient InformatioWi \ &%}
LAST NAME/ FIRST NAME/ 4 MIDDLE NAME/ =[] 4
ALIAS OR MAIDEN NAME/ SEX/ BIRTHDAY DATE/ SOCIAL SECURITY# | MARITAL
T 44 BRI R 2 R P 4H HERERSH STATUS/
WEARR L
STREET ADDRESS/4i# #i it CITY/ T STATE/ M ZIP CODE/ HR#%
LANGUAGE/#E= NEED INTERPRETER/ZBE 28 | ETHNICITY/RH RACE/f& &
HOME PHONE/ 5 f& Bi% WORK PHONE/T/E &% CELL PHONE/F# RELIGION/
RELE
EMPLOYER NAME/J& 342 /& EMPLOYMENT STATUS/#t 24k | RETIREMENT DATE | OCCUPATION/
(IF APPLICABLE)/ i3 75
BAREH CGu#ER)
PRIMARY CARE PROVIDER NAME PROVIDER CARE PHONE# / REFERRED? REFERRING PROVIDER
REEE LA KPR A % 51 mEARE?  NAMEH#
HEFE AR S

Guarantor IR (Person Responsible for Bill BEE 117N )

ISelfl &N

LAST NAME/#%:

FIRST NAME/44

MIDDLE NAME/® 5] 44

RELATIONSHIP TO

PATIENT/ L5 AMER
ALIAS OR MAIDEN NAME/ SEX/#%] | BIRTHDAY DATE/ SOCIAL SECURITY#/ | MARITAL
il 2 BRI 1 AH HEZe G STATUS/
BRI
STREET ADDRESS/45i# #i ik CITY/SETT STATE/ M ZIP CODE/ Hip#%
EMPLOYER NAME/j& X 4 7% OCCUPATION/H: % EMPLOYMENT STATUS/ER 4RI

Insurance Informatia/x 5% ¥

Primary Insurancé:E {7
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INSURANCE COMPANY GROUP NUMBER/{&Fg3%#%5 | SUBSCRIBER ID INS. ADDRESS / &4 ) #uik
NAME/ NUMBER/
TREg A7 278 TRERF £/ 1D 58
SUBSCRIBER’S NAME/ SOCIAL SECURITY #/ BIRTH DATE/ SEX/{# | RELATIONSHIP TO
B F ER4F REEF X G RERSHE | REFENER B F | PATIENT/

e REEF E5WARRAR
SUBSCRIBER'S SUBSCRIBER HOME PHONE/Z g | WORK PHONE/TEE#E
EMPLOYER NAME/ f#f& )~ | EMPLOYMENT STATUS/ | =%
ER: )£ 1 TRESP ERIIER T

Secondary Contactsi B b B & 6l

INSURANCE COMPANY

GROUP NUMBER/{5-B 525

SUBSCRIBER ID

INS. ADDRESS/H# A =) Hiuhik

R A A NUMBER/
B P X/ 1D 58
SUBSCRIBER’'S NAME/ SOCIAL SECURITY #/ BIRTH DATE/ SEX/ RELATIONSHIP TO
1B F X2 T B E X EeRLFSE el | REx= | PATIENT/
T | REBEFESHARXR
bl
SUBSCRIBER'’S SUBSCRIBER HOME PHONE/ WORK PHONE/TAE B 5%
EMPLOYER NAME/ EMPLOYMENT STATUS/ REBST
N RES ) S BREE P E R

Emergency ContactsE 2 BB A

PRIMARY CONTACT/ ZEREBIEA RELATIONSHIP TO PATIENT/5# AKX &

HOME PHONE/XREE B35 EMERGENCY/R S B4k BaE

SECONDARY CONTACT/ E-R 2 BE&A RELATIONSHIP TO PATIENT/S#HARIRER

HOME PHONE/XEE B35 EMERGENCY/R 245 B

CONTACT YOUR PCP OR INSURANCE COMPANY IF YOU ARE UNSURE ABOUT REFERRAL/AUTHORIZATION REQUIREMENTS
WREAREE E R BT EA BRI A RN EOR, SBREN G 8 A SRR A F

Medicare/i B B {5

Part AL PartB O
Aoy B #4>

Medicare Number:
BB RARESE:

MEDICARE QUESTIONNAIRE- Required for all Medicare Patients
B RRREAEAE - ZERTABHERRBEHRATET R

Yes f& (1 No 75 [0 Are you receiving Black Lung Benefits?
WA B % B ATAE AR AR 2

Are services to be paid by a Government Program (I.E. Research grant)?

Frf E BRI AR B BURRRIBI IR H AT (BBt R e ?

Has the Department of Veterans Affairs authorized care at this facility?

BAE NS ETHRAEE A IR\ SR At ?

Yes &0 No&[

Yes £ No &l
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Yes &0 No 50 Is your illness or injury due to a work-related accident or condition?

THPRIE B 3 275 52 R AR B B R AP R T AR AR T 3 AR B

Yes J£[1 No 7 Is your illness or injury due to a non-work related accident or condition?

1 KR AEBR 2 (5 AN R B T AR B RS R TAR MR- T X A, X1 ?

Yes &1 No &1 Do you receive group medical coverage based on you or your spouse’s current employment?

R 32 B DR PR A5 2 AR BRAR ET TG AP B R 520 T4 B4 P B e Ok P 2

(Note: this does not include retirement benefits that are secondary to Medicare)

(F: BIAREERE _REERAREF)

Are you entitled to Medicare based on: Age Yes ] NoJ
VR R BT B AR R . Fie 2 &
Disability Yes [J No [J
Y: 323 2z &
End Stage Renal Disease (ESRD) Yes (] No [
B35 % % (ESRD) 2 B
Have you been admitted to a hospital overnight in the last 60 days? Yes (1 No(l
FRERLERE 60 RN F i Bid? 2 &

If Yes, provide name of facility and date:

WmRR, EROCE B LERH -

This sheet is intended for prescreening purposes only. If you have answered yes to any of the above questions or are receiving
Medicare benefits due to Disability or ESRD more information will be required to process your registration.

BRERREE. WRRZED LAEMEREKEER “R” sRHBEH SRR 2 R R R BRI 2 I, AR SRS
EE SRR EER.

Accident/Injury ClainkM5Z15 KRB
Work* /T4&*  Auto/ Eifs Other/ HAth
Claim #/ RESHE REHS:

Date of Injury/ 45 H #7:

* Employer/* & X4 #%:

Phone/ &B55:

Briefly describe how injury occurred/ filj B3R 52 45 fuifa] S 4= :
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