Today’s date:

Patient’s last name:

Is this your legal name?
O Yes O No
Street address:

P.O. box:

Occupation:

DR. HIDENAO KIMURA
REGISTRATION FORM

(Please Print)

PCP:

: PATIENT INFORMATION

First:

If not, what is your legal name?

City:

Employer:

{Former name):

Middle:

Social Security no.:

Chose clinic because/Referred to clinic by (please check one box): 1 Dr.

O Family QO Friend

U Close to home/work

O Yellow Pages

Marital status (circle one)

0 Mr. 3 Miss
QM. OMs. single / Mar / Div / Sep / Wid
7 Biﬁh date: " Age: Sex:
/ / oM ar
’ Home phone no.:
( )
Staté: 7 ZIP Code:
Employer phone no.:
( )
a lnsurénce Plan QO Hospital
O Other

Ethnicity: QWhite O Hispanic O  African American ONative American [ Asian

Person responsible for bill;

INSURANCE INFORMATION

(Please give your insurance card to the receptionist.)

Is this person a patienthere? QYes 0 No

Cccupation:

Is this patient covered by
insurance?

Please indicate primary
insurance

Subscriber's name:

Patient’s relationship to subscriber:

Name of secondary insurance (if applicable):

Patient’s relationship to subscriber:

Employer:

Birth date: Address (if different):
/ /
Employer address:
O Yes

U No

Subscriber's S.5. no.:

Q Self

Subscriber's name:

O Spouse

Birth date:
PR
O Self U Spouse O Child

4 Child

Group no.:

O Other

J Other

IN CASE OF EMERGENCY

Relationship to patient:

Name of local friend or relative (not living at same address):

The above information is true to the best of m
that | am financially responsible for any balan

required to process my claims.

Patient/Guardian signature

E-maa |

Home phone no.:

( )

Employer phone no.:

( )
Policy no.: Co-payment:
$
Group no.: Paolicy no.:
Home phone no.: Work phone no.:

( )

y knowledge. | authorize my insurance benefits be paid directly to the physician. | understand
ce. | also authorize DR. HIDENAO KIMURA or insurance company {o release any information

( )



Original Date:
Dates Revised:

HEALTH HISTORY QUESTIONNAIRE

All questions contained in this questionnaire are strictly confidential
and will become part of your medical record.

Name (rast Aist MI):

OM OF DOB:
Marital status: [ Single [ Partnered [ Married [JSeparated [IDivorced [ Widowed

Previous or mférﬁng d;>ct;r: Dafe of last phyéical exa:h: "
PERSONAL HEALTH HISTORY

Childhoed iliness: O Measles [ Mumps [OIRubella I Chickenpox [ Rheumatic Fever [ Polio

- Immunizations and - O Tetanus

I Pneumonia
dates: B

[ Hepatitis 1 Chickenpox
O Influenza 0 MMR Meastes, Mumps, Rubella

List any medical problems that other doctors have diagnosed

Surgeries

Year Reason . Hospital
Other hospitalizations

Year Reason Hospital

. Have you ever had a bicod transfusion?

Plezase turn to next page

O Yes O No



Llst vour prescnbed drugs and over—the—counter drugs, such as vxtamms and mhalers

Name the Drug Strength
j Aliergies to medications
- Name the Drug Reaction You Had

- Frequency Taken

HEALTH HABITS AND PERSONAL SAFETY

ALL QUESTIONS CONTAINED IN THIS QUESTIONNAIRE ARE OPTIONAL AND WIl_L BE KEPT SFRICT LY CONFIDENT{AL

Exercise

' Diet

Caffeine

| Alcohol

Tobacco

| Drugs

Have You ever expenenced blackouts?
Are you prone to “blnge” dnnkmg?

Do you drive after drinking?

' Sedentary (No exerczse)
i El Mlld exermse (i.e, cllmb sialrs, walk 3 bloclcs golf)
D Occasnonal wgorous exerc;se (l e, work or recreatron less than 4x/week for 30 mln )

D Regular wgorous exercise (; e worl( or recreat:on 4x/week for 30 mmutes)

Are you dieting?

If yes, are you on a physician prescribed medical diet?

- # of meals you eat in an average day?

Rank salt intake El Hi 0 Med
Rank fat intake D H; 1 Med
D None El Coffee [ Tea

# of cups/cans per day7

Do you dnnk alcohol?

If yes, what kmd?

How many drmlcs per week'-’

Are you concemed about the amount you drka’

Have you cons:dered stopp;ng?

Do you use tobaccc?
D ngarettes pks /day

D # of years 0 Or year quxt

Do you currently use recreattonal or street clmgs7

| Have you ever gwen yourself street drugs wuth a needle?

O Chew - #/day

| O Low
I B LOW
El Cola

OO Pipe - #/day

orolo oo

]

Yes

Yes

Yes

Yes

Yes
Yes

Yes

‘nololojo|

O

O Cigars - #/day

DYesEl

DYSD

O Yes O No
ElYesDNo,

No

No
No
No
No
No
No

No
No



. Have you ever been to a counselor?

No

Sex Are you sexually active? O Yes O No
If yes, are you trying for a pregnancy? O Yes O No
If not trying for a pregnancy list contraceptive or barrier method used:
Any discomfort with intercourse? O Yes O No
| Hiness related to the Human Immunodeficiency Virus (HIV), such as AIDS, has become a major public health
problem. Risk factors for this illness include intravenous drug use and unprotected sexual intercourse. Would
o you iikrefq speak with your provider about your risk of this iiness? l;! Yes | O Np
Personal Do you live alone? 0O Yes O No
ad - Do you have frequent falls? 0 Yes O No
Do you have vision or hearing loss? O Yes O No
k Do you have an Advance Directive or Living Will? O Yes O No
Would you like information on the preparation of these? O Yes O No
Physical and/or mental abuse have also become maijor public health issues in this country. This often takes
the form of verbally threatening behavior or actual physical or sexual abuse. Would you like to discuss this
 issue with your provider? i O Yes O No
FAMILY HEALTH HISTORY
AGE SIGNIFICANT HEALTH PROBLEMS AGE SIGNIFICANT HEALTH PROBLEMS
Children omMm
Father OE
oM
Mother - oF ) -
Sibling oM oM
OoF OF
‘oM oM,
OoF B 7 OF
oM - Grandmother |
oF ] ] oo ]
oM Grandfather
oF i ] ] ) O,
oM | Grandmother
OF . . o }
oM Grandfather
OoF | Paternal i
MENTAL HEALTH
Is stress a major problem for you? 0O Yes O No
Do you feel depressed? 0 Yes O No
| Do you panic when stressed? 'O Yes O No
Do you have problems with eating or your appetite? O Yes O No
' Do you ary frequently? 0 Yes O
Have you ever attempted suicide? O Yes O No
Have you ever seriously thought about hurting yourself? 0O Yes O No
Do you have trouble sleeping? 0O Yes O No
O Yes O No



WOMEN ONLY
Age at onset of menstmatlon
Date of !ast menstmatron
Penod every days
Heavy penods rrregulanty, spothng, am or drscharge’r’
j Number of pregnancres Number of hve bsrths
‘ Are you pregnant or breastfeedmg7
VHave you had a D&C hysterectomy, or Cesarean?
i rAny urinary tract, b!adder or krdney infections wrthm the Iast year?
Any blood in your unne?
Any problems wrth contro! of unnatron7
| Any hot ﬂashes or sweatmg at mght? B

Do you have mensh'uaf tensron pam b!oatmg, lrrrtabdrty, or other wmptoms at or around trme of penod?

i Expenenced any recent breast tenderness, lumps or nlpple drscharge?
Date of last pap and rectal exam’

MEN ONLY

! Do you usual!y get up to urinate during the night?

If yes, # of txmes

Do you feel pam or burnmg wrth unnatxon7
Any blood in your urme? :
i Do you feel bummg drscharge from pems?
- Has the force of your urmatron decreased?
| VHave you had any kidney, biadder or prostate mfechons wﬂhm the last 12 months?
Do you have any problems emptying your bladder completely?
Any diffrculty vvith ereetton or ejaicu‘!ation?w -
Any testlcle pam or swemng? T
i Date of !ast prostate and recta! exam'?
OTHER PROBLEMS

‘ Check rf you have, or have had any symptoms m the foliowmg areas to a srgmf icant degree and bneﬂy exp!arn

e Skrn : t:lrrchest/Heart ke o Recent changec ’in:‘
va Head/Neck D Backr O 7Wexght -
E! Ears : : D Intestmai % i : B Energy levef

o Nose »VEI B!adder 7 O Ability to sleep

O Throat i » >D Bowe§ L . El ‘ather pasn/dtscomfort
| D Lungs » N} Ctroulation “

oiojoolalololol

| Q|

ojojo/o|aolo|o|o]

Yes

Yes

Yes

Yes

Yes

Yes

Yes |

Yes

Yes |

Yes

Yes
Yes
Yes
Yes

Yes

Yes

Yes

Yes

Yes

oo ojooooal

o

oiolojo ololoolo)

No

No

No

No

No
No

No
No
No

No

No
No
No

No

No

No
No
No

No



DR. HIDENAO KIMURA, M.D.
REGISTRATION FORM

{Please Print)

As a service to our patients, we would like to outline our policy regarding the payment for service.

1. Twenty-four (24) hour notice of cancellation of appointment is required. There will be a charge
of $100 (not covered by insurance) for a no-show physical exam or new patient consult. There
will be a charge of $40.00 (not covered by insurance) no-show for other office visits.

2. Payment for the first office visit may be expected for all new patients. Payment on established
account is due every 30 days by Health insurance or the responsible party (patient, parent, or
legal guardian.) All insurance companies are billed as a courtesy to you, you are responsible
for your account.

3. Ifthe issue for you which you are seeing the doctor involves litigation, such as may result from
an automobile accident, be advised that we do not wait for payment until litigation is settled.

4. Your signature authorizes us to contact references listed below if it becomes necessary fo
locate you.

5. All credit balances may be held as credits against future services rendered unless credit
refunds are specifically requested.

6. We encourage you to contact our billing department if you have any questions regarding your
account.

7. Patients are responsible for checking coverage for office visits through their insurance plan,
before coming in.

I HEREBY AUTHORIZE THE ABOVE DOCTOR TO FURNISH THE INSURED'S INSURANCE COMPANY ALL
INFORMATION WHICH SAID INSURANCE COMPANY MAY REQUEST CONCERNING MY PRESENT CLAIM. |
HEREBY ASSIGN TO THE DOCTOR ALL MONEY TO WHICH | AM ENTITLED FOR EXPENSE RELATED TO THE
SERVICE PERFORMED. | UNDERSTAND THAT | AM FINANGCIALLY RESPONSIBLE TO SAID DOCTOR FOR
CHARGES NOT COVERED BY THE ASSIGNMENT.

Patients Last Name, First Name: - Relationship to patient: Home phone no.: | Work phone no.:

The above information is true to the best of my knowledge. | authorize my insurance benefits be paid
- directly to the physician. | understand that | am financially responsible for any balance. I also authorize Dr.
- Hidenao Kimura, M.D. or insurance company to release any information required to process my claims.

. Patient/Guardian signature Date




AT DR. KIMURA'S OFFICE, THE PATIENT HAS THE FOLLOWING RIGHTS

° To be treated with courtesy and respect with appreciation of their individual dignity, and with protection of their neec
for privacy

* To prompt, reasonable response to care needs, questions, and requests

® Business hours: M, T, Th, F 7:30 am-4:30 pm, Wednesdays 7 am-12:30 pm
® After hours advice: 503-612-1181

° To know who is providing healthcare services and who is responsible for their care
° To an interpreter if they do not speak English

e To be given, by the healthcare provider, information regarding diagnosis, planned course of treatment, alternatives,
risks, and prognosis

° To refuse any treatment, except as otherwise provided by law
© To receive, upon request, prior to treatment, a reasonable estimate of charges for healthcare

» To receive a copy of a reasonably clear and understandable itemized bill, and upon request, to have the charges
explained

° To impartial access to healthcare treatment or accommodations regardless of race, national origin, religion, physical
handicap, or source of payment

° To express grievances regarding any violation of their rights through Dr. Kimura’s grievance procedure and to the
appropriate state licensing agency

@ Clinic contact for grievances: Hidenao Kimura, MD, 503-612-1181
® Oregon contact for grievances: Health Care Licensure and Certification Division, 971-673-0540

THE PATIENT HAS THE FOLLOWING RESPONSIBILITIES

° To provide Dr. Kimura's office, to the best of his/her knowledge, accurate and complete information about present
complaints, past ilinesses, hospitalizations, medications, and other matters related to their health

e To report to the clinic provider unexpected changes in their condition

© To report to the clinic provider whether they understand recommended treatment and what is expected of them
© To follow the treatment plan recommended by the clinic provider

* To keep appointments, and when they are unable to do so for any reason, to notify the clinic

° A patient is responsible for their actions if they refuse treatment or do not follow the clinic provider’s instructions
e To assure that the financial obligations of their healthcare are fulfilled as promptly as possible

e To follow the clinic rules affecting patient care and conduct

PATIENT SIGNATURE: DOB: DATE:




HIDENAO KIMURA

19365 SW 65th Ave. Suite 111
TUALATIN, OR 97062
PHONE: (503) 612-1181
FAX: (503) 612-1182

i, _, give consent for Dr. Kimura to request and

receive medical information on my behalf, for my overall health, via Commonwell and HIE with

other providers and facilities.

I understand that the information shared between providers and facilities is protected and

confidential through HIPAA, and with my consent my health needs are better served.

PATIENT SIGNATURE:

PATIENT D.O.B: / /

DATE: / /




