
Terrv C. Lin D.O.. Incm

, PATIENTS PERSONAL IMORMATION 
I 
Marital Status: o Single n Married s Divorced s Widowed Sex uMale oFemale

Nr-".
LastNre First Name Middlc Initial

Street Address: D.O.B: I /
Month Day Year

Zip: _Crty: State:

Home Phone: (_J

Email Address:

Work Phone (__-) Cell Phone (_J

Social Security #:_

Race: a American Indian or Alaska Native o Asian s African American n Native Hawaiian or Other Pacific Islander
n White u Decline to Answer

Ethnicity: o Hispanic or Latino o Not Hispanic or Latino o Decline to Answer Language Preference:

Employer: n Part Time o Full Time

State: _ Zip:_Address: City:

Occupation:

Spouse Name: Spouse Social Securiffi: _
First Initial

Spouse's Employer: Spouse Work Phone: (___-_;_

Address: City: State: _ Zip, _
PATIENT'S INSURANCE INFORMATION I Please give receptionist insurance card

Primary Insurance Company:

Name of Insured:

lnsurance ID #:

D.O.B: / /_Relationshiptolnsured:

Group #:

Secondary Insurance Company:

Name of Insured

Insurance ID#:

D.O.B : _J _____l _ Relationship to Insured:

Group #:

) RGFERRAL INFORMATION

Referred by: Phone#: (_____-)

Primary Care Physician: Phone #:

Other Physician: Phone #: (____J

+ COMMUNICATIONS I Preferred method of receiving confidential info: uEmail sMail nHome Ph sCell Ph oPatient Portal

Emergency Contact: Phone#: L_-)
Forallofliceappointmentswerequirea24hournoticeandforallprocedureswerequireaT2hournoticeofcancellations. Ifthecancellation
policy is not kept or you ale considered to be a "NO SHOl,l/" the ddy ofthe procedure or ofiice appointment, a broken appointmentfee may incur.

Signature:

I directly assign all medical/surgical benefits to the doctor and understand that I amfinancially responsible for all charges whether or not paid by
my insurance company. I authorize Dr. Terry Lin to release all information necessary to secure payment ofbenefits. I understand the doctor's

ffice may be urwble to delermine if a valid authorizationfor services is required or has been obtained, or if the physician is currently a
participating provider. I further agree that a photoapy of this original shall be as valid as the original

Dete:



Terry C. Lin D.O..Inc.
PATIENTS PERSONAL INFORMATION Marital status: o single o Married o Divorced u widowed sex: nMare oFemale

Name:
rffi

Street Address:
rffi MtddGl"tt"lD.O.B: / /

City:
State:

Month Day Year

Zip: _
HomePhone: (_-)
Email Address:

WorkPhone ( ) Cell Phone t_l
Social Security #:_

Race: o American Indian or Alaska Native o Asian s African American a Native Hawaiian or other pacific Islandero White o Decline to Answer

Ethnicity: o Hispanic or Latino r Not Hispanic or Latino n Decline to Answer Language preference:

Employer:
o Part Time o Full Time

Address: City: State: _ Zip:

Occupation:

Spouse Name: Spouse Social Security#: _last First Initial
Spouse's Employer:

Spouse Work Phone: ( )

Address: City: State: Zip:

PATIENT'S INST]RANCE INFORMATION Please give receptionist insurance card

Primary Insurance Company:

Name oflnsured: D.O.B: / / Relationship to Insured:

Name of Insured:

lnsurance ID#:

D.O.B: __J_____/_ Relationship to Insured:

Referred by: phone#:

Preferred method of receiving confidential info: oEmail oMail oHome ph ncell ph opatient portal

ForallofiiceappointmentSwerequirea24hournotice.andforallProcedureswerequirea72hournolice"fM
poliqt is not kept or you are considered to be a "No sHoltl' the day of th" io"raui, o, og"" ,ppoiir*";;; bropen appintmentfee may incar.

I directly assign all medical/surgical benefits to the doctor and understand that I amfinancially responsible for all charges whether or not paid bymy insurance company' I authorize Dr. Terry Lin to release all information necessary to secure payment of beneJits. I understand the doctor,sffice may be urwble to determine if a valid authorizationfor seiices is requriii-ir has_been obtained, or if the physician is currently aparticipating provider. I further agree that a photoapy ojthis original shill be as yalid as he origrii 
-' " "'


