g@ /é Primary Care, Internal Medicine

The Suzu\k-/l Clinic 23000 Crenshaw Blvd. #204 Torrance, CA 90505

New Patient Registration Form
Patlent Information (232 & 15 ¥R)

DOB £ HAH (MM/DD/YYYY) |Gender t£5I Social Security ft & {REZHE S (SSN) | Language Ei&

/ /19 OM(E) / OF (%) LlEnglish / 1B AFE
Saltation #{#h Last Name 3 First Name £ MI Suffix
[Mr. Mrs. Dr. MS. Rev. Fr.]

Patient Address T City Th State M |Zip EEHES

Home Phone B EEBEES:

Work Phone #1755 BEHES: Employer Name #7554 :
Cell Phone HHEEES : Email Address *—J)L7KLX:
Marital Status IBIERX % Partner Name BEi{&&//\—kF—:
O Single 4 & )
O Married BE4E Emergency Contact Name REFERTKSA:
O] Other ZMith Emergency Contact Phone REFHEREERE:
Insurance Information ({R & 1E #R)
Insurance Plan TName | Group No. ID No. Copay Guarantor's Name(L,F,MI) | Guarantor's DOB
b4 1 FIL—T No | RIRES ;%Bﬁ#ﬂ%ﬁ RRES ReELERAE
Insurance 1 Address fRIR 1 tL{ERT Patient Relationship to Insured (#{RIRE &DHHA)

OSelf KA OSpouse E2f@&E CChild F# [OOther ZMfth

City, State, Zip . . EEH S Other Notes IR 1IZDULNTHDHEE

Insurance Plan 1 Phone R[& 1 &£ EEFES

Insurance Plan 2 Name | Group No. |ID No. Copay Guarantor's Name(L,F,MI) | Guarantor's DOB

Riz% JIL—T No | IRIZE S —HaiE%E RIKEAR RIREBEEFAA
$

Insurance 2 Address 1R[& 2 &£#1EFr Patient Relationship to Insured (#R{RIRE &DHHA)

OSelf & A OSpouse E2{E&E OChild 4t OOther ZDth

City, State, Zip 1. /M. E}EHES Other Notes IR 2 [CDW\TDHEZE

Insurance Plan 2 Phone R 2 &£ EEES

Other Information (Z DL D 1F#R)
Referring Provider (if any)#B+& (LLLVRIE) Referring Provider Phone BN EHEBIEHS)

P: (310) 326-5661 F: (310) 326-0347



