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

余維新醫學博士
Benson W. Yu, M.D. Internal Medicine (內科專科)

Last Name 姓氏: _______________  First Name 名稱: ________________  M.I. ______   中文名: _________________

Phone 電話 - Home 住宅: ________________  Mobile 手提: _________________  Work 辦公室: _________________

Date of Birth出生日期: ________ /________ /________   Age年齡: ___________ 

Sex 性別:   ❏ M男     ❏ F女    ❏ Married 已婚    ❏ Single 未婚    ❏ Other 其他 ______________________________

Social Security# 社會安全號碼: __________________________________  Occupation 職業: ___________________

Mailing Address 住址: 

_______________________________________  ______________________  ______________  ___________________
Address 地址 City 市 State 省 Zip Code 郵政編碼

Employer’s Name & Address 服務機關名稱及地址:

_______________________________________________________________________________________________

________________________________________________________________________________________________

Emergency Contact & Phone number 緊急聯絡人及電話:  ( _____ ) _______ / _______ Relationship關係: ___________

Who refers you to our office 介紹人: _____________________________  Living Will 遺囑:    ❏ Yes 有    ❏ No 無

INSURANCE INFORMATION 醫療保險資料                              
Do you have insurance?  ❏ Yes 有   ❏ No 無

Primary Insurance 保險公司: ________________________________________________________________________  

Member ID 保險編號: ___________________________________________  Group #: __________________________

Relationship to Policy holder 與投保人關係:  ❏ Self 本人   ❏ Spouse 配偶   ❏ Child 子女   ❏ Others 其他_________

Secondary Insurance 其他醫保: _____________________________________________________________________  

Member ID 保險編號: ___________________________________________  Group #: __________________________

Relationship to Policy holder 與投保人關係:  ❏ Self 本人   ❏ Spouse 配偶   ❏ Child 子女   ❏ Others 其他_________

PATIENT AUTHORIZATION 病人授權書

1.  ASSIGNMENT OF INSURANCE BENEFITS: I hereby authorize direct payment of medical benefits to Dr. Yu for 
services rendered by him in person or under his supervision. I understand that I am financially responsible for any 
balance not covered by my insurance.
本人同意余維新醫生診所向醫療保險公司申報診療費及本人同意支付保險公司未付之差額。

2. AUTHORIZATION TO RELEASE INFORMATION: I 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.
本人授權余維新醫生診所於必要時將本人之病歷提供予有關醫療或醫療保險機構查閱。

Patient/Representative Signature 簽名:_____________________________________   Date 日期: ________________ 
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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.
為了你的健康並能安全使用藥物，請在每次診症前完成此藥品清單。

如你已有填好的列表，請交給我們複印。多謝合作。

Name 姓名: _____________________________________________

Date 日期: ______________________________________________

 
Please list your current medications, both prescriptive and over the counter.
請列出所有你現服用的處方及非處方藥物

 1) ___________________________________________________________________

 2) ___________________________________________________________________

 3) ___________________________________________________________________

 4) ___________________________________________________________________

 5) ___________________________________________________________________

 6) ___________________________________________________________________

 7) ___________________________________________________________________

 8) ___________________________________________________________________

 9) ___________________________________________________________________

 10) ___________________________________________________________________



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

本人授權以下之醫務所發放本人的病歷給余維新醫生

Printed Patient Name 病人姓名: ________________________________________________

Date of Birth 出生日期: __________ / __________ / __________

I hereby authorize (Name of Physician or Hospital) 醫務所名稱: 

___________________________________________________________________________

Street Address 地址: _________________________________________________________

City 市: _____________________ State 省: __________ Zip Code 郵政編碼: ___________

FAX 傳真號碼:  ( _______ )  _________  -  _________

_________________________________________________________    __________________________
Patient Signature 簽名: Date日期:
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Dear Patient 致就診者,

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.

HIPPA是一項聯邦法律對健康照護提供者及健康計劃作出之規定，其中涉及誰可以查看

及接收您的健康資訊，包括您最親近的家庭成員及朋友。

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.

我, ________________________ (姓名), 允許余維新醫生及相關健康照護提供者分享我的

健康資訊予以下人士。

________________________________________________   _________________________
Patient Signature 簽署: Date 日期: 

Please be advised, it is your responsibility to keep this information up to date regarding adding 
or removing names from your disclosure list.
請注意! 如對本列表有任何修改，請自行作出書面通知。

 Name 姓名  Relationship 關係

1.

2.

3.

4.

5.

6.


