Kazue Tsukikawa, M.D.
, 1441 Kapiolani Blvd.#1730
— Honolulu, HI 96814

Tsukikawa Clinic (808) 941-7770

CONFIDENTIAL PATIENT INFORMATION

DATE

NAME K& / /

LAST W& FIRST 281 Middle £ FJILF—L
BIRTHDAY 4£%£HH /. / SOCIAL SECURITY #
mm dd yyyy
ADDRESS {*Fr / / /
STREET APT# CITY STATE ZIP CODE
PHONE EiE&ES HOME: ( ) CELL: ( ) WORK: ( )
E-MAIL ADDRESS EMPLOYER/SCHOOL gh785e/58:4%

SEX HRIIM B/ F4]1  ETHNICITY RiglHispanic or Lation & X/3= & - 55> &/ Not Hispanic or Latin ke Z/R=v 7 - SF &)
MARITAL STATUS #54BIS 5 / M BEE / D ##i& / W 3E5I1 LANGUAGE =3:&[ English 335/ Japanese HZ:E / Other ¢ ofth]

EMERGENCY CONTACT RJuEfgS%E b d TRA(/ZEL

HawaitNAME H&: _ TELEPHONE# RELATIONSHIP B8{%&: ]
Japan INAME E&: __ TELEPHONE# RELATIONSHIP B{%: )]
[Address BAD{ERR ]
FINANCIALLY RESPONSIBLE PARTY STHABESE scRpkEE L E T BB R BL 3185
INnavE E&R: ADDRESS {¥FRC: _ )|
[PHONE FEFEES: RELATIONSHIP BS{%&: 1

INSURANCE INFROMATION {RER{EHR s4B{RIZE (SUBSCRIBER ) AN AR ALIIMNDT (L 4§ FRomrmDER A2 ZFEA (72 & Ly

PRIMARY INSURANCE E(RIEELHE

Subscriber Name #H{RIEE R Subscriber's DOB  #i{RI&ENDEEHH
Relationship #i{R&E & DESIE Subscriber's Employer #{RIEE DENFE5E
Policy# IRIZFIFHES Group# Cov Code

SECONDARY INSURANCE E(RFE2HE

Subscriber Name #E{RIEE R Subscriber's DOB  #i{RI&ENDEEHH
Relationship #i{R&E & DEEIE Subscriber's Employer  #{RIEE DENFE5E
Policy# IRIZFIFHES Group# Cov Code

OTHER INSURANCE  *fFfESME
Subscriber Name #H{RIEE R Subscriber's DOB  #{RIEZENDEEHH

Relationship #i{R&E & DEEIE Subscriber's Employer  #{RIEE DENFE5E

Policy# IRIZFIFHES Group# Cov Code




AUTHORIZATION TO RELEASE MEDICAL INFOMRATION [E¥E{E#HE R D &K
(BEEOSFERY, CAADANDOFCEERE THRROFFAZFLETBHE, CHLLIKTHBALEE Y, )

[INAME K4 : TELEPHONE#: RELATIONSHIP & £%: ]
[INAME K4 : TELEPHONE#: RELATIONSHIP & £%: ]

APPOINTMENT NOTICE/ CANCELLATION/ RESCHEDULE FPHZE® ¥ x &)V

Office appointments are limited therefore in consideration to other patients. If you are unable to keep your
appointment, please notify our office as soon as possible. A $25.00 late cancellation fee will be billed if you do not
provide us with a 24 hour notice for your cancellation/ reschedule or if you fail to show up for your appointment.

There will also be a $50.00 service charge on all checks returned from your bank due to insufficient funds.

MOBEEDOTZDICH ., Z TR EINTZHEROEE N ONRL Ro-HAITBATERK S ZE 0, b L.,
24 FEILINIC R v VBV TPRIEE SN 5546, £, BB PROERBICBE LW =72 ho 72
BA13825.00 2 F v — S CWEEE £,

F v TEEBVOHE, BHRERLICEVETNEF = v 7 NEINZEHE, $50.00 OFLk %
Fy—UEETVEEE T,

AUTHORIZATION TO RELEASE INFORMATION AND ASSIGNMENT OF BENEFITS 7& #%
=

=

I authorize the release of any medical information necessary to process this claim.

I hereby authorize Dr. Tsukikawa to apply benefits on my behalf for covered services rendered by her, or her order.
I request that payment from my insurance company be made directly to Dr. Tsukikawa.

I certify that the information I have reported in regards to my insurance coverage is correct.

I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by me at
any time in writing.

I AGREE WITH THE SERVICES RENDERED AND WILL BE HELD RESPONSIBLE FOR ANY COST
OF SERVICES THAT ARE NOT COVERED BY MY INSURANCE.

X, REFEROTZDICHE L R DT X TOBZELNEELE 2 RSt E 2 X2 OREF ITRMT D
& aAKRE LET,

FAE. REREAED B R HRBN AN B 82 Dr. Tsukikawa |2 Xfhboiv b 2 & 2 &G L £ 97,

X, RO EERITACH L TRBETIANA—SREVWERACOVWTEHCABRT A Z LICREL
7,

DATE:_ SIGNATURE:

Revised on 09/15/2016
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Kazue Tsukikawa, M.D. LLC
Kazue Tsukikawa, M.D.
1441 Kapiolani Blvd., Suite 1730
Honolulu, Hawaii 96814
Phone: (808) 941-7770 / Fax: (808) 941-7779

Acknowledgement of Receipt of Notice of Uses and Disclosures of Protected Health
Information for Kazue Tsukikawa, M.D. (Kazue Tsukikawa M.D., LLC)

I was given a copy of Notices of Uses and Disclosures of Protected Health Information (The
“Notice”) that is posted in your office. I hereby acknowledge that I received this Notice from
Kazue Tsukikawa, M.D. ( Kazue Tsukikawa M.D., LLC)

Print Patient's Name Patient/Legal Guardian Signature

Legal Guardian’s Print Name

Relationship to Patient

Date



HEICBE 9 % BRI/ Medical History

FEROSETOREICALTERAWLLET,

CMr. (M.
COwms. [Dr.
HAHI
Name:
Last First M
¥ HH
Date of Birth : /

A(Mmm)  H(DD)

1. HE: UTOHRE, F-FERAHYET N2

1. GENERAL HEALTH HISTORY: Please indicate if you have ever experienced any of the following:

LY LY | N
SM[E / High Blood Pressure BARIZEE / Thyroid Disease
$EFRJE / Diabetes MA / Cancer !
ILME 9%/ Heart Disease 5. KRIEH A/ARash ,Skin Cancer !
BBJ&/ Headaches Hi M {t& [/ Bleeding tendency
# M/ Anemia B2 %&£/ Autoimmune disorder
S LRAFO—)L, Si5ME/ EMNEW, D FESCERARADHERLY
Hypercholesterol/ Hyperlipidema Hard of hearing, Cannot swallow well
IEE, KICADBASAELY Simse  EAENRE
Cerebral infarction, weakness Gastric ulcer, Gastroesophageal Reflux Disease
wME. SRLEEREDORD AR SR . HEPREE/
A slight fever, sudden weight loss Prostatic Disease, Difficulty of Urination
mER. [EXIIRE. &%/ o< . BEOEA
Asthma, Bronchiectasis, Tuberculosis Rheumatism, Pain of the joint
ZDfth
Other:
2. BEIS SHf-CENHYETM?
2. SURGICAL HISTORY: Please list all surgical procedures that you have had:
B {/DATE ¥E%E/ TYPE OF SURGERY A fFE/ COMPLICATIONS

W IN |-




been treated for:

% / Cancer Y- N TAMA /| Epilepsy Y- N
$¥EFRJ% / Diabetes Y- N B %% / Blood Disease Y- N
#54% / Tuberculosis Y+ N ##ZEZ / Nervous Disorders Y+ N
IS / Heart Disease Y- N FAAFESE / Muscular Disorders Y+ N
BSM[E / High Blood Pressure Y - N TE#ME - B2 / Hay Fever or Asthma Y - N
MF / Any history of Twins YN K XMRIBE / Any history of Birth Defects Y - N
4. . 1 DEEICTDLT
4. MEDICATION: Current Medication (Incl. Herbs, Vitamins, over-the counter meds)
M7= & B E/ Prescribed Medicine:
1) A b/ Supplement:
5. ZLIL¥—-%,80 - BFICDWLT
5. SOCIAL HISTORY: Allergies - Tobacco = Alcohol

A/ ERLET M ?/ Do you smoke? Y - N

Yes ™A/ If YES : How many? —H /X% / Amount /day

F/ / / year

BBFERAFEIT M ? / Alcohol use? Y - N

Yes DA: —HDERE

If Yes, How much? Amount /day

B, A{EgRE? #H - A El
How often? Time /Week = month
FLILE—IEHY £FH?/ Doyou have any allergies? Y =N

Yes A : ., B, fEHth

If Yes: Drugs, Vaccines, Chemicals, Foods, etc




6. THEDFDHEEZEZLEEL

6. REPRODUCTIVE SYSTEM : for female only

B #2122 LT MENSTRUAL HISTORY

EDE

How old were you when your period began?

HBEFIEETTM? Y- N
Are they regular? YN
AR

What is the usual interval between the start of one

period and the start of the next?

B2 EAR

How many days do you period last?

ARZEOHINEIX b TE
The flow is ... Light Moderate Heavy
REHMGZEFHY FFH Y- N
Do you have bleeding between your periods? YN
EBRBEIHYFTIN? Y- N
Do you have cramps? YN
YesDA : #EITEM7? Y- N
If YES, every cycle? YN
EBEORALODZERASATHEIN? Y - N
Do you take any medications for pain relief? YN
Yes DA : ED AT

If YES: Medication list

BAfErh, FHRBROBE(Ch oY LEITM? Y- N
Do you get moody, depressed or bloated? YN

REABNMBFES-OIXNDOTEIM?

When was the first day of your last period?

EIRICDLNT

PREGNANCY HISTORY: Please list ALL pregnancies, specifying. Under outcome whether

live-birth, stillborn, ectopic, miscarriage or abortion.

EiR L -4 3 iR L 7= 1R
Pregnancy Year OUTCOME Pregnancy Length
EIRHE SERE FENEIR TRE it
Alive Stillbirth Ectopic pregnancy @ Miscarriage Abortion
EIRHE SERE FENEIR TRE it
Alive Stillbirth Ectopic pregnancy @ Miscarriage Abortion
EIRHE SERE FENEIR TRE it
Alive Stillbirth Ectopic pregnancy | Miscarriage Abortion
EIRHE SERE FENEIR TRE it
Alive Stillbirth Ectopic pregnancy @ Miscarriage Abortion
EIRHE SERE FENEIR TRE it
Alive Stillbirth Ectopic pregnancy | Miscarriage Abortion




