Jason Yu M.D., P.C.
JCANE ExEt
5 BRI, TR B o LR T
BRI, A ANVESRREVR T T RHE

131-07 40TH ROAD UNIT E E06
FLUSHING, NY 11354
T:866-777-3798
F: 866-329-3798

Patient Name (i A #E44)
Last Name (%) First Name (%) (HXZTF)
Address (Hihk) Phone Number (4% 5 15)
Cell Number (FH1'5-fH)
Sex (M71): LJF (&) [ M () Age Birthday (4 H)

Married (2245), Single (£ &), Widow (#18), other (F'E) Occupation (k)

Emergency Contact person & number (5SS N f HL 1 5 15)

Pharmacy Name (%] 5)

Primary Insurance (3 ZL LR ) Policy Number ({ F.55)

Insured Name (% & \) Insured Date of Birth (%28 A H4E H#H)
Secondary Insurance (26 —fRF) Policy Number (PR EA5E)

Insured Name (%2 & \) Insured Date of Birth (32 A H4E H#A)

SSN (#8224 5%)

May we discuss your report with any family members or relatives? [] Yes or 1 No

BATRA T LA RREI R N B R AT s AR A BR R 15 ? AR B AR

I, , hereby certify the above information about myself and insurance are
, TE R B A _E T (A M\ S ORb R R, SRAEBLIRIE SRR N

accurate and current. I authorize Jason Yu M.D., P.C. to file all necessary medical claims to my

PR B8 2572 P e B OB 2 = P 52 3 ) 45 TR 0 I Y [R) Bp tB 1R 2 e S B R R S B B8 2B 32 P v OB 24 ) SRR
insurance company and provide any medical record to insurance company when requested. If my insurance becomes

B 2 = T it LN B RO Bk o U SR AR DR i 2 S e ST B BR TR R 48 SR N IR S e B A 2 P I e TR L ) 2
inactive, I will be responsible for all charges billed. I here authorize and direct my insurance cattier to issue check directly

P o [R5 DR BT SCAT R T ) B SO B SR B R X B B A2 T

to Jason Yu M.D., P.C.

Patient’s Signature (7§ A\ % 44) Date (H )

Witness’s Signature (575 A % 44) Date (H #)
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