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AUTHORIZATION TO RELEASE MEDICAL INFOMRATION� DsVJ�u�[�  
�Uzj��Nc����i:=M�b������rp��d*Rh�'KG���%���B	�
�	�  

 
[NAMElI:                                              TELEPHONE#:                     �            RELATIONSHIP�@:_____________] 

 
[NAMElI:                                              TELEPHONE#:    �                             RELATIONSHIP�@:_____________] 

 
 
 

APPOINTMENT NOTICE/ CANCELLATION/ RESCHEDULE  9xLf�-4605  
 
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. 
 
;�Uzj��"�#��9x
(�e���G����	���KG�|T��y	�
�	#��

24e�=C�-4605/9xLf
('KG�!����y�	9xe��������
����
KG�$25.00*147/
������!�	 
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(�KG�$50.00�Y`a*
147/
������!�	 

 
 

AUTHORIZATION TO RELEASE INFORMATION AND ASSIGNMENT OF BENEFITS[�
g  

 
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.  
 
w��A��m��"�S���'� ���OE�ns��*A�>v!����<~z�^?�'

��*[��!�	 
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DATE: ___________________ SIGNATURE:_______________________________________________ 
Revised on 09/15/2016 



 

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	

	 	 	 
 
 
 
 



 
 

 
· �ë�'ßh / Medical	History 

 
 

�Î��I���· �ë���M����	 
� � �  
� � � � � � Mr. Mrs.� �  
� � � � � � Ms. Dr.� �  
�c\

Name:                                                                                      � �  
� � � � � � � � � � 																														Last																																																			First																																																				MI						

	
¯��� 
Date	of	Birth�          �   /         �   /                          
                            �(MM)� 		 �(DD)� � 					�(YYYY)	
 
 
1. � · öLE�· ����¸¬
�&��	÷  
1.	GENERAL	HEALTH	HISTORY:	Please	indicate	if	you	have	ever	experienced	any	of	the	following:	
	
		 ù 	 ø 	 		 ù 	 ø 	

òÚl /  High	Blood	Pressure	 		 		 ²¬Ô³~ /  Thyroid	Disease	 		 		
È|· /  Diabetes	 		 		 
* /  Cancer	 		 		
�Ö·/ Heart	Disease	 		 		 ¼µ�¾Õ
*/A	Rash	,Skin	Cancer	 		 		
î¹/ 	Headaches	 		 		 ZÚRd/ Bleeding	tendency 		 		
ÞÚ/ Anemia	 		 		 ×}U´FX/ Autoimmune	disorder	 		 		
ò/?15@C>�òÒÚ¸/  
Hypercholesterol/	Hyperlipidema	 		 		

Ï
æ�����ñ à!��/  
Hard	of	hearing,	Cannot	swallow	well	 		 		

Ó�n�N�]
W%��/  
Cerebral	infarction,	weakness	 		 		

Ñ¨º�Ñðåá¥¸/  
Gastric	ulcer,	Gastroesophageal	Reflux	Disease	 		 		

�ª��©�Nè�¦{ 
A	slight	fever,	sudden	weight	loss	 		 		

\ÂÔ¶���|kí/  
Prostatic	Disease,	Difficulty	of	Urination	 		 		

i��¤Å���¸�Ì�/  
Asthma,	Bronchiectasis,	Tuberculosis	 		 		

=<,:3�ëÆ�¹ /  
Rheumatism,	Pain	of	the	joint	 		 		

 
��J 
Other:                                                                                                                                                                � �  
 
2. � �Û öä^��Û)���
�
�&��	÷  
2.	SURGICAL	HISTORY:	Please	list	all	surgical	procedures	that	you	have	had:		
	

		 �K/DATE	 Áï/	TYPE	OF	SURGERY	 bP¸/	COMPLICATIONS	
1	 		 		 		
2	 		 		 		
3	 		 		 		
4	 		 		 		
5	 		 		 		

 
 



 
3. � z� ö�z�  (¿«¢�GÜ�S��`«�`¢�"���wQ )�LE�· 
�&��	÷  
3.	FAMILY	HISTORY:	Have	your	grandparents,	parents,	brothers,	sisters,	uncles,	aunts	or	children	ever	
been	treated	for:	
	

» /  Cancer	 Y	B	N	 �*	* /  Epilepsy	 Y	B	N	
È|· /  Diabetes	 Y	B	N	 ½Ú· /  Blood	Disease	 Y	B	N	
Ì� /  Tuberculosis	 Y	B	N	 ÀËìy /	Nervous	Disorders	 Y	B	N	
�Ö· /  Heart	Disease	 Y	B	N	 ÃÐìy /	Muscular	Disorders	 Y	B	N	
òÚl /  High	Blood	Pressure	 Y	B	N	 ØÇ¸Bi� /  Hay	Fever	or	Asthma	 Y	B	N	

_w /  Any	history	of	Twins	 Y	B	N	 Tq���¸ / Any	history	of	Birth	Defects	 Y	B	N	

 
 
 
4õÙö­m�±H��Ù����  
4.	MEDICATION:	Current	Medication	(Incl.	Herbs,	Vitamins,	over-the	counter	meds)	
	
Y��$'Ù/ Prescribed	Medicine:	
                                                                                                                                                                       
 
09=;A6/ 	Supplement:	
                                                                                                                                                                       
 
 
 
5õ+?>-CB27/B�ç����  
5.	SOCIAL	HISTORY:	Allergies	úTobaccoBAlcohol	
 
27/�e���	÷/	Do	you	smoke? Y	B	N	
Yes��/  If	YESö� � � � � � � �      How	many?	 D�� � � 84. /  Amount															/day	
		              �ê /                 /	year	
�ç�ñ ��	÷ /  Alcohol	use?	 Y	B	N	
Yes��:D���aé� � � � � �      � � 	 		
If	Yes,	How	much?	 Amount																									/day	
	ã�  �Ojñç÷                    	 � � � � � � ã� B� �� � � � � j	
How	often?	 Time																	/WeekBmonth	

+?>-C��&��	÷/  Do	you	have	any	allergies?	 Y	B	N	
Yes��öÙ�ðg�ØÇJ 		

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

 
 
 
 
 
 
 



 
 

6. � r���� �Ä������ 6.	REPRODUCTIVE	SYSTEM	:	for	female	only 
 
�Ë���� MENSTRUAL	HISTORY 
 
[§��ô �	
How	old	were	you	when	your	period	began?	  
¯®��~��	÷ Y	B	N	
Are	they	regular?	 Y	B	N 
�Ëf� 

	What	is	the	usual	interval	between	the	start	of	one	
period	and	the	start	of	the	next?	

	
	

�Ë��ê 
	How	many	days	do	you	period	last?	
	�Ë��ZÚ�é� { �â p 

The	flow	is	…	 Light	 Moderate	 Heavy	

F�ZÚ����&��	 Y	B	N	
Do	you	have	bleeding	between	your	periods?	 Y	B	N 
¯®¹��&��	÷ Y	B	N	
Do	you	have	cramps?	 Y	B	N 
Yes��ö£j��	÷ Y	B	N	
If	YES,	every	cycle?	 Y	B	N 
¯®¹�¹ �!)�±�(����	÷ Y	B	N	
Do	you	take	any	medications	for	pain	relief?	 Y	B	N 
Yes��öÙ�c\ 

	If	YES:		Medication	list	  
�ËH�F�v#�ó����&���	÷ Y	B	N	
Do	you	get	moody,	depressed	or	bloated?	 Y	B	N 
�Ê�Ë
t���������	÷  

When	was	the	first	day	of	your	last	period?	  
  
 
su����  
PREGNANCY	HISTORY:	Please	list	ALL	pregnancies,	specifying.		Under	outcome	whether	
live-birth,	stillborn,	ectopic,	miscarriage	or	abortion.	
 
su���  

Pregnancy	Year	
ÝÉ 	

OUTCOME	
su���ê  
Pregnancy	Length	

	

¯VZ°	
Alive	

¡° 
Stillbirth	

wxosu 
Ectopic	pregnancy	

¥° 
Miscarriage	

HÍ 
Abortion	 		

		
¯VZ°	
Alive	

¡° 
Stillbirth	

wxosu 
Ectopic	pregnancy	

¥° 
Miscarriage	

HÍ 
Abortion	 		

		
¯VZ°	
Alive	

¡° 
Stillbirth	

wxosu 
Ectopic	pregnancy	

¥° 
Miscarriage	

HÍ 
Abortion	 		

		
¯VZ°	
Alive	

¡° 
Stillbirth	

wxosu 
Ectopic	pregnancy	

¥° 
Miscarriage	

HÍ 
Abortion	 		

		
¯VZ°	
Alive	

¡° 
Stillbirth	

wxosu 
Ectopic	pregnancy	

¥° 
Miscarriage	

HÍ 
Abortion	 		

 


