Dr. Hidenao Kimura
Registration Form

Patient Information
Last Name: First: Middle Initial:
Street Address: Apartment/Unit #:
City: State: Zip: DOB:
Home Phone: { ) Cell Phone: ( )

Work Phone: { )

E-mail Address:

Social Security No: Driver's License:

Gender Identity: [I1Male [ Female

L3 Other (please specify):

Referred by: L1 Family [ Friend
O Close to home/work [ Other:

Ethnicity: I White [JHispanic [J Asian
1 African American CINative American

Emergency Contact: Relationship:

)

Emergency Contact Phone: (

Insurance Information
Primary Insurance Company: Secondary Insurance: Company:
Insured ID: Insured ID:
Insured Name (if other than patient): Insured Name (if other than patient):
Insured Gender: [IMale I Female Insured Gender: [IMale CIFemale

L1 Other (please specify):

L[] Other (please specify):

Insured Date of Birth: Insured Social Security  |Insured Date of Birth: Insured Social Security
No: No:
Person Financially Responsible For This Patient If Other Than Patient
Last Name: First: Middle Initial;
Street Address: Apartment/Unit #:
City: State: Zip: DOB:
Home Phone: () Cell Phone: ( )
Work Phone: { ) E-mail Address:
Social Security No: Driver's License:
Relationship to patient: Parent Guardian
Signature of Patient Or Legal Parent/Guardian

Signature:

Date:




DatesRevised:

HEALTH HISTORY QUESTIONNAIRE

All questions contained in this questionnaire are sirictly confidential
and will bemmepartofyeurmed‘:cai record.
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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 ail 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.

If the 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.

Your signature authorizes us to contact references listed below if it becomes necessary to

locate you,

All credit balances may be held as credits against future services rendered unless credit

refunds are specifically requestad.

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

account,

Patients are responsible for checking coverage for office visits through their insurance plan,

before coming in.

i

MR oo, s

| HEREBY AUTHORIZE THE ABOVE DOCTOR TO FURNISH THE INSURED'S INSURANCE COMPANY ALL
INFORMATION WHICH SAID INSURANCE COMPANY MAY REQUEST CONCERNING MY PRESENT CLAIM. 1
HEREBY ASSIGN TO THE DOCTOR ALL MONEY TO WHICH | AM ENTITLED FOR EXPENSE RELATED TO THE
SERVICE PERFORMED. | UNDERSTAND THAT 1 AM FINANCIALLY RESPONSIBLE TO SAID DOCTOR FOR
CHARGES NOT COVERED BY THE ASSIGNMENT,

Patients Last Name, First Name . Relationship to patient: Home phoneno.:  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. | also authorize Dr.
- Hidenao Kimura, M.D. or insurance company to release any information required to process my claims.

Patien-z’fﬁﬁar_ an signature



AT DR. KIMURA'S OFFICE, THE PAT| ENT HAS THE FOLLOWING RIGHTS

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

* To prompt, reasonable response to care needs, auestions, 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
° o an interpreter if they do not speak English

© 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
e 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 bilf, 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 hisfher knowledge, aceurate and complete information about present
complaints, past ilinesses, hospitalizations, medications, and other matters related to their health

* To report to the clinic provider unexpected changes in their conditon

° 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 reasor, to nolify the clinic

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

« To follow the clinic rules affecting patient care and conduct

PATIENT SIGNATURE: BOB: DATE:



HIDENAO KIMURA

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

i, , R : 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.

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

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

PATIENT SIGNATURE:

PATIENT D.O.B: { /

DATE: / /




DR. HIDENAO KIMURA
19365 SW 65TH AVE. SUITE 111
TUALATIN. OR 97062
PHONE: 503-612-1181
FAX: 503-482-4504

PATIENT AUTHORIZATION TO RELEASE MEDICAL RECORDS

i, (Name) 7 , 7 DOB:

Patient Address:

Authorize:

(Name of Physician) {(Phone) (FAX)

To provide Dr. Hidenao Kimura. MD 19365 SW 65th Ave. Suite 111 Tualatin. OR 97062

The information (twe years worth) fo be released:

Purpose or need for information requested:

Continue Care Insurance Legal Transfer __ Personal

T understand this consent is voluntary and that 1 may revoke this authorization at any time (except to the
extent that action based on this consent has already been taken) by witte, dated, and signed
communicauon. This consent will remain in effect no more than ninety (90) days from the date I signed
this consent. T also understand that my medical records may include mental health information,
drug/aleohol information and/or HIV information,

When miy information is used or disclosed pursuant to this authorization, it may be subject to
re-disclosure by the recipient and way no longer be protected by the federal HIPAA Privacy Rule.

I understand 1 may refuse to sign this authorization. 11 refuse, the identified records will not be
disclosed. Whether I sign or refuse to sign, my treatment will not be affected.

Signature 7 7 Relationship Date

A copy of this euthorization has been 3 accepted rejected by the patient/representative.

A photocopy of this authorization will be considered valid wiiless otherwise specified.

Dffice use only:



