Kaixan Medical
Bertha J. Tien, MD
 (907) 317-2224
PATIENT: ____________________________________________________
DOB: _____________
Age: _______


   Last Name


First Name

       Initial

Sex:     M
 F
Marital Status: 
Single     Married
Widow/er
Separated
Divorced
Partner
Mailing address: _______________________________
City: _______________
State: _________ 
Zip: _________

Street address: _____________________________________________
Home Phone: ____________________________
Social Security #: ____________________________
Drivers License #: __________________ State: _____________

Employer: ______________________________________________
Occupation: _____________________________
Address: __________________________________________________
Work Phone: ____________________________

Spouse : ___________________________________
DOB: ______________

SS#: _____________________
Employer: ________________________________________________
Home Phone: ____________________________

Address: _________________________________________________
Work Phone: ____________________________

Responsible Party: ______________________________
DOB: ____________
SS#: _____________________

Employer: ________________________________________________
Home Phone: ____________________________

Address: _________________________________________________
Work Phone: ____________________________

Primary Insurance: ________________________________________________________________________________
Address: ___________________________________________________________________________________________

Subscriber Name: __________________________
DOB: ___________
SS#: ____________________________
Subscriber ID #: ________________________________________
Group #: _______________________________

Secondary Insurance: ______________________________________________________________________________

Address: ___________________________________________________________________________________________
Subscriber Name: __________________________
DOB: ___________
SS#: ____________________________
Subscriber ID #: _______________________________________
Group #: _______________________________

MEDICARE #:__________________________

MEDICAID #: _________________________

Emergency Contact: _____________________________________
Relationship: ____________________________

Address: ________________________________________________________
Phone: __________________________

Referred By (circle or fill in):
  Friend/Co-worker ______________
Relative __________
  Hospital ___________

Health Care Provider _______________________________________
Other __________________________________

Signature (responsible party): ________________________________________
Date: _____________________
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