


PATIENT REGISTRATION
(Please Print and Complete)
Patient's Name: ______________________________________  Sex: M / F  Date of Birth:____________



(Last)


(First)

S.S.# ____________________________  Martial Status: Single / Married / Widow / Divorced

Address: ____________________________________________ City _______________ Zip ___________
Home Ph. # _____________________ Cell # _____________________ Work # _____________________
Spouse/ Significant Other ________________________  S.S.# ______________
DOB _______________
If under 18 years old:
Father Name: _________________________________
DOB _______________



Mother Name: ________________________________
DOB _______________
Family Physician: ___________________________ Tel: ___________________ Fax: ________________
Referred by: ________________________________________________ Phone: ___________________

Emergency Contact: __________________________________________ Phone: ___________________
INSURANCE INFORMATION

Primary Insurance Company: ______________________________ Policy #: _______________________

Insurance Policy through: Self _____   Spouse  _____  Other  _____  DOB _________________________

Secondary Insurance Company: ___________________________  Policy #: _______________________ 
Secondary Policy through:  Self _____ Spouse _____ Other ______ DOB __________________________

AUTHORIZATION TO RELEASE INFORMATION: I hereby authorize the physician to release any information acquired in the course of treatment necessary to process insurance claims.  It is your responsibility as holder of the insurance policy to check your insurance coverage.  I understand that I am financially responsible for all charges for services rendered.
A finance charge of 1.5% will be added monthly for accounts outstanding after 60 days.  I have read and understand:

Signed by: ________________________________________________ Date: ___________________
Email Address: _____________________________________________________________________
BARRY Y.P. FUNG, M.D.   ·   LIEN H. NGUYEN, M.D.
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( 4906 W.  El Camino, Suite 206  (  Los Altos, CA 94022 ( Tel: 650-967-7834  (  Fax: 650-967-7831


( 2449  S. King Road, Suite 10  (  San Jose,  CA 95122  (  Tel: 408-238-1978  (  Fax: 408-238-2138


( 246 Ranch Drive      (      Milpitas,  CA 95035      (     Tel: 650-967-7834      (     Fax: 650-967-7831




























































































