U EEEE
Benson W. Yu, M.D. Internal Medicine (P3# % #)

3601-D Chain Bridge Road, Fairfax, VA 22030
Tel (703) 691-1136 Fax (703) 691-8116 www.docyu.com

PATIENT INFORMATION % A & #t

Last Name £ .: First Name % ##: M.I. P
Phone & 3 - Home 1£%: Mobile F#%: Work ## /A % :
Date of Birth i & B #4: / / Age-F#:

Sex MR: AMPB F% [dMarried &4 [ Single % [ Other H 1t

Social Security# #8242 5 A Occupation %k %

Mailing Address {£3it:

Address 31k City State 4 Zip Code % 5 %75
Employer’s Name & Address AR 74 H % #5 & st

Emergency Contact & Phone number % & B & AR & 35 ( ) / Relationship ] :
Who refers you to our office /%2 A: Living Will i 78: [dYes &# [ No &

INSURANCE INFORMATION 2 7% 1% % & 4

Do you have insurance? [ Yes & [ No &
Primary Insurance R %2 &):
Member ID #& % 43 3% Group #:
Relationship to Policy holder $23% & A B f4: [ Self &<~ A [ Spouse Bt [ Child 4 [ Others 24t

Secondary Insurance -5 k-
Member ID 1R % 44 5%: Group #:
Relationship to Policy holder 2% % A B f4: [ Self & A [ Spouse Btf% [ Child ¥+ [ Others L4t

o
|

PATIENT AUTHORIZATION % A3 £

1. ASSIGNMENT OF INSURANCE BENEFITS: | hereby authorize direct payment of medical benefits to Dr. Yu for
services rendered by him in person or under his supervision. | understand that | am financially responsible for any
balance not covered by my insurance.

AARBREHBELEL IO BRERRL N FRIBEERAAFRELMARBAIRAZEH -

2. AUTHORIZATION TO RELEASE INFORMATION: | hereby authorize Dr. Yu to release any medical or incidental
information that may be necessary for either medical care or in processing applications for financial benefits.

AABEREFELLITALEHBAAZRERETAN BRI BERRBEEEH o

Patient/Representative Signature % 4%: Date B #A:




MEDICAL HISTORY

WE
Past Medical History and Review of Systems

Please circle the problems you had before or have now:

R Y AR ZIER

1. High blood pressure R{ILE 17, Hay fever k4 ik 33, Irradiation /(5T A&
2. Diabetes HEFR % 18. Abdominal pain i 34. Headache ¥

3. Cancer f#JE 19. Indigestion LA R 35. Kidney disease B 7%
4. Heart disease /LR 20. Nausea 4.0 36. Kidney stone &1
5.Chest discomfort HdaB4 ik 21. Vomiting MEnk 37. Urinating problem #¥% JR 5]
6.shortness of breath %M 22. Constipation £ 38. Arthritis B %

7. Swollen ankles JRf 23. Diarrhea i85 39, Low back pain BE il
8, Dizziness $H& 24, Blood in stool i il 40. Skin disease /7%

9, Palpitation /LM% 25. Peptic ulcer LIRS 41. blood disorder i #{#5
10. Frequent urination SR 26. Weight loss fifl BT /RS 42, Venereal disease 17
11. Rheumatic fever JELIR Y 27. Hemorrholds 75%% 43. Anxiety £t U

12. Asthma I 28. Gall bladder disease H8#E#%  44. Depression E-#7%

13. Bronchitis LB 29. Colitis KI5 % 45, Anemia = iliL

14. Pneumonia fifi # 30. Hepatic disease % 46. Gout J& /A,

15. Persistent cough A 31. Change in bowl habit {0 & i 52

16. T.B. &% 32, Thyroid disease TIRARIH

Others Jt4th:

Allergies to Medications, X-Ray dyes, or Other Substances?

Y, X ABRHRHLBBYETREE? Yes£O  NoHO
Name of Medicine Type of reaction

BY LR R RERR

Regular medication (name and dosage) F % it Fl 2 #548 B3l At:

Operations & 02 F#7:




Do you smoke {B3hiENE? No o
Yes#H O packs/day FREUM____

Doyoudrink #RASENE? No A~ O
Yes#H O how much/often it/ Uik

Immunization history and preventive medicine #8351 % Tl B 242 86:
Pneumovax Bz P58 No f& O Yes&H O When 8 ?

Flushot JEfTHBE No O YesH O When i ?

HepatitisB: B VTR No #% O YesH O When {E§ ?

Tetanus BE{iS B, No & O YesH O When {8 ?

The most recent date of the following exams ¥ F B 08 FRE?

Pap Smear TEBHKA Breast exam AL RE
Mammogram F.E5 & Stool for blood I
Prostate exam iR/ Cholesterol check i EIERY
Family History i

Has any member of your family (Parents, grandparents, siblings) ever had the followings?
B E, B, SAEKE B TFNRREE?

lliness Family member Age of onset
B AR BAER

Cancer (type) JBAE (FRM)______
High blood pressure 5 il 5§
Heart disease LNBE5

Diabetes $&R/A

Stroke 1 B,

Mental disease ¥ 2
Bleeding disease Hi il 5
Other 3Ath:

Signature ¥ 4: Date H3H:




AU EEEE
Benson W. Yu, M.D. Internal Medicine (P3# % #)

3601-D Chain Bridge Road, Fairfax, VA 22030
Tel (703) 691-1136 Fax (703) 691-8116 www.docyu.com

It is important to keep the doctor informed of any medications you are currently taking and to
document this in your file. We request that you fill out the medication list below at each annual
visit to the office, even if there are no changes. If you carry a list of medications with you, we can
make a photocopy of that list. Thank you for your cooperation.

BT IROERERERDMERNEY > FEFRTEMNZRLERFE

RS HIF IR HREERMBE o ZHE4F o

Name 4 % :

Date H #3:

Please list your current medications, both prescriptive and over the counter.

I PR ARBLIR R 69 I8 75 B IE R Tr B




AU EEEE
Benson W. Yu, M.D. Internal Medicine (P3# % #)

3601-D Chain Bridge Road, Fairfax, VA 22030
Tel (703) 691-1136 Fax (703) 691-8116 www.docyu.com

AUTHORIZATION TO RELEASE MEDICAL INFORMATION TO
FURNISH BENSON W. YU M.D., WITH MY MEDICAL RECORDS.

AABRBATZESMBERAANRRELRBHEL

Printed Patient Name J& A 4% % -

Date of Birth & 2 B #A: / /

| hereby authorize (Name of Physician or Hospital) & 7% FIT % ##:

Street Address Huk:

City : State ‘4: Zip Code ' & 47 75:

FAX 1% B 3555 ( )

Patient Signature %> % : Date B #:



AU EEEE
Benson W. Yu, M.D. Internal Medicine (P3# % #)

3601-D Chain Bridge Road, Fairfax, VA 22030
Tel (703) 691-1136 Fax (703) 691-8116 www.docyu.com

Dear Patient £ #t3 %,

HIPPA regulations prohibit your physician from sharing information regarding your medical care

with other family members or friends unless prior authorization by the patient is given.

HIPPARZ — JAB FR kAR ST R B R H R B8 2 T » B PP RETAUE A
RN REEN > OB RALOTERE RIAL -

I, (Print Name), authorize Benson W. Yu M.D. and his office

staff to disclose my medical information to the following family members or close friends who

assist in my care.

K, (%), RFREF B AR AR RBHEREE > F R
R AT AT AL,
Name & % Relationship {4

1.

2.

3.

4,

5.

6.
Patient Signature % % Date B #:

Please be advised, it is your responsibility to keep this information up to date regarding adding
or removing names from your disclosure list.
WA BRI RAEATIE L > FH AT S Wil se o



