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1151 Bethel Rd. Suite 101, Columbus, OH 43220
Kuraoka Phone: (614) 766-5500 - Fax: (614)489-6391
Clln I1C ohio@kuraokaclinic.com /www.kuraokaclinic.com
PATIENTINFORMATION (BEHIER) XERLIFETA—IFETIRBALCESL, DATE:
First () O—<F last (H) O—<F SEX (TEA1) DOB (X% A H) CELL PHONE NUMBER (A N/ RIEB R B BRES)
Omate []remate

HOME ADDRESS (B E £ A1) APT. NO. CITY () STATE(M) IPEBREE)
Pharmacy(EIm%) 29 CiAL &L, Phone # ()0 & INSURANCE (TRF&)

1R B2
EMAIL ADDRESS 1 (AKN/TRzg® X —JL7 FLX) EMAIL ADDRESS 2 (FR:&&2/Bima X —JIL7 LX)

MARITAL STATUS (FETH 0D A ZE)
O SINGLE o MARRIED o DIVORCED coWIDOWED

EMPLOYER (2175 5¢) WORK PHONE (EN#% 4 BEE2)

*ERIE, WHAELNRITEINIGEEICEFEET DO, BT THEEVWEEADBENHYFET, CEEBFRIETHEADESDERZSRULLEE, TERALESL,
INSURANCE POLICY HOLDER INFORMATION (#{RIREHFIEFIR) X LZELACHBARFTARE

NAME FIRST () last (B5) SEX (T30 DOB (& H H) AGE (ZE80)
[0 MALE CIFEMALE
HOME ADDRESS (B E1EAT) *LERERE LS EEATE APT. NO. aTy () STATE(}) Z2IP(EEET)
CELL PHONE NUMBER ({8 EEEES) [EMAILADDRESS (A —JLF7 FL X) EMPLOVYER (2075 5¢) WORK PHONE BanE )

FAMILY MEMBERS (LEE LIS D ZREDIER)

First (4) Last (1) SEX(tERI) | DOB (£ 8 A) CELL PHONE NUMBER (% EBEES)
o MALE
O FEMALE
First (4) Last (1) SEX(tERI) | DOB (£ 8 R) CELL PHONE NUMBER (% BEES)
o MALE
O FEMALE
First (%) Last (i) SEx(£3l) | poB (&EARA) CELL PHONE NUMBER (IR EEHE)
o MALE
0 FEMALE
First (%) Last (1) SEX(HAI) | DOB (44« A A) CELL PHONE NUMBER (B B iA R )
o MALE
o FEMALE
PERSON TO NOTIFY IN CASE OF EMERGENCY (BREFFERI) XEABERKELED., XEEECRENEFESEHHLOAETRALESL,
NAME (% Bil) First (%) Last (1) RELATIONSHIP TO PATIENT (B8 18 & D %)

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.
FhiE. TAELRORKRCARCET IERE LEDRIRSHICRBT I EERBL., £z, FERREEBEICLYEUESHBLVRY . B LUVFHOHKBERENZ (H-ER
Y—ERITHT HRBIEH L ELBRICERIILS CEICRABLEY, 8. REICEIYDN—SNEGVERBCELTIE, BEOFEXETARIET S LICRELET.

2. CONSENT TO EXCHANGE DOCUMENTS CONTAINING PERSONAL INFORMATION BY EMAIL
EA—NLIZKBBEANBRESCEEDOEREICHT SRE)

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.

& BEAV U=y (UTF TR ) A AEICEHELEZRAOA—LT7 FLRZAVT, ROBABBRSIUVEREREECEE (BREH. RIERE
W BEHKR. BAK BREGLE, L. ChSIRYFERA) 2ERETHELEEKEIHEEHIC. ChITRAELET,

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.

EX—LERRICFRLLEBEFRTELELS, HRAGENLZTLAREZHZLTH, FR. BEE. FRRIEROGVESBICLIFHEDORIRMENHE &
FEBLIZETREEA—LTOPY EYEZFELES., AAER, EFEICEYERICBHMNTAIETLDODTERYAET I ENTE, BUALITERN B E
ZHETDOUROEZEICTHZELAVWI L EZEBLTVES,

By signing below, | confirm that the information provided on this form is accurate and that | agree to Sections 1 and 2 above.

TRICERTH EITEY, REXEDEHABHAERTHSCLEHREL, LR 1BLUV20REBICAELET,

PRINT NAME (% - JEF{K) SIGNATURE (B2 )X 18mKRimDBZEILREZEDNDES DATE (B ) (REV.08/2026)
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