INTEGRATED HEALTH CARE
Today’s Date:   ___________

File I.D.:  __________


	Patient’s Name:  (Last)
	
	(First)
	
	M.I.:
	
	Gender: M
	
	F
	


	Home Address:  (Please Print Street)
	
	Apt #:
	


	City:
	
	State:
	
	Zip Code:
	


	Home Telephone #:
	(          ) ______   -  _________
	Social Security #:
	_______    _______   _______


	Date of Birth:
	____  /  ____  /  ____
	Marital Status:   S    M    D    W
	Spouse’s Name:
	


	Business or Employer Address:
	


	Business Phone:
	(        ) _____  - ______
	Emergency Contact:
	
	Tel.:  
	(      ) ____ - _____


	Major Complaint:
	


	Have you been treated by a doctor for this conditions?     Yes
	
	No
	


	If yes, Doctor’s Name and Phone #:  
	


	Primary Health Insurance:
	
	Policy #:
	
	Group #:
	


	Claim Office Address:
	


	Relation to Insured:          Self
	
	Spouse
	
	Child
	
	Other
	


	Secondary Health Insurance:
	
	Policy #:
	
	Group #:
	


	Claim Office Address:
	


	Do you have Medicare:    Yes
	
	No
	
	If yes, relation to patient:  Self
	
	Spouse
	


	Do you have third Insurance?     Yes
	
	No
	
	If yes, Company Name:
	


	You have been referred to this clinic by:  
	


I hearby give my permission to Dr. Hua Gu to administer treatment and to perform such procedures as may be deemed necessary in diagnosis and/or treatment of the condition.  I, the undersigned certify that I (or my dependent) have Insurance coverage with ________________________ (Insurance Company), and assign directly to Dr. Hua Gu all medical benefits.  If any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges incurred whether or not paid by Insurance.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all of my insurance submission.

	
	
	

	Patient Signature:
	
	Today’s Date:


Hua Gu, Ph.D., L.Ac.:  20121 Ventura Blvd. Suite 205, Woodland Hills, CA 91364

Tel.: (818) 592-0355; Fax:  (818) 592-0378


