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1640 Powers Ferry Rd Building 30 suite 100, Marietta GA 30067
Kuraoka Phone: (770)980-0000 * Fax: (770)217-4164
C I INIC info@kuraokaclinic.com /www.kuraokaclinic.com
PATIENTINFORMATION (BEHIER) XERLIFETA—IFTIRBALCESL, DATE:
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MARITAL STATUS (FETH 0D ZE)
O SINGLE o MARRIED o DIVORCED coWIDOWED
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NAME FIRST () last () SEX (TEA) DOB (EZ& H H) AGE (ZE80)
[0 MALE CIFEMALE
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NAME (% 81) First (44) Last (%) RELATIONSHIP TO PATIENT (BB & 1k & ) BIT%)

CELL PHONENUMBER (B R Bt 5) WORK PHONE (]

1. INSURANCE AUTHORIZATION AND ASSIGNMENT
(RIESHADERIRES L VRIFBEEOZILVICET 5RAE)
lauthorize Kuraoka Clinic (the "Clinic") to release my medical information to my insurance carriers for payment purposes, and | assign to the Clinic all insurance
payments for services provided to me or my dependents. | understand that | am responsible for any amount not covered by insurance. This authorization remains in effect
until I revoke it in writing.
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2. CONSENT TO EXCHANGE DOCUMENTS CONTAINING PERSONAL INFORMATION BY EMAIL
EA—NVIZKBBEANBRESCEEOEREICHT 4RE)

I request and authorize Kuraoka Clinic (the "Clinic") to use the email address(es) | have listed on this form to send and receive documents and communications that may
contain my personal information and protected health information (PHI), including but not limited to registration documents, insurance information, test results, referrals,
and billing statements.
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I understand that email is not a completely secure means of communication and that, despite the Clinic's reasonable safeguards, there is a risk that messages could be
intercepted, misdirected, or read by unauthorized third parties. Understanding these risks, | still choose to communicate by email. | understand that | may revoke this
consent at any time by notifying the Clinic in writing, and that revocation will not affect communications sent before it is received.
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By signing below, | confirm that the information provided on this form is accurate and that | agree to Sections 1 and 2 above.

TRICERTHEITEY, REXEDEHABHAERTHSCLEHREL, LR 1BFUV20REBICAELET,
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