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NEW PATIENT REGISTRATION 
The obtained information will be kept confidential and used only for your medical care purposes accordingly to the HIPAA 

Privacy Rules and Joint Commission Requirements. 

• Patient Information

First Name: Last Name: Middle Initial:   

Birth Date (MM/DD/YYYY): Gender: M( ) F(  ) 

Address: 

Street City State Zip 

Phone: (Home) (Cell) (Work) 

E-mail:

Would you like appointment reminders/correspondences of your medical information in your 
voice mail, answering machine or text message?: Yes ( ) No( ) 

Emergency Contact, Family member or legal guardian: 

First Name:  Last Name:  Middle Initial:   

Phone(Cell):  Relationship:   

Do you allow us to communicate regarding your medical information with above person? 
Yes ( ) No ( ) 

• Insurance Information

Please present your INSURANCE CARD(s) and your photo ID to the receptionist 
along with this completed form. The receptionist will make a copy and return them 

to you promptly. 

Social Security Number: (                                      )
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I hereby certify that the information I provided is correct to the best of my knowledge and agree to the above conditions 

Printed Name : Date: 
Patient or Legal Guardian Signature: 

PATIENT MEDICAL INFORMATION/ HISTORY 

 Please check current and past problem  
 

     Diabetes. High blood pressure 

     High cholesterol. Stroke 

     Heart diseases Liver diseases 

     Kidney diseases Thyroid diseases 

     Lung disease 
 

      Blood clotting disorder 

     Urinary tract Bladder diseases 

     Joint Problem 

     Epilepsy 

     History of pneumonia 
     History of tuberculosis infection 

If yes, when? 
 

 

     Cancer (type):    
     Stomach or intestinal diseases: 
Last Endoscopy: 
Last Colonoscopy: 

     Smoking: Current( Years)   Quit 

     Alcohol: Occasional    Often 
  Any previous hospitalization 
If yes, when and for what condition? 

 

 
 

     Any surgery 
If yes, when and what kind of surgery? 

 

Family Medical History: 
 

   

Other medical conditions: 
 
 

Allergies to any medications/food: 

 

Last Blood Test:  
Agreement 

I understand if I am wanting to be seen for a preventative/annual wellness visit it is my responsibility to notify the 
provider and staff prior to the start of my exam, otherwise it will be billed as a new patient visit and I will be responsible for 
the amount owed dependent on my insurance and plan. 

I understand that In Kwon Park, MD does not treat the following conditions but will aid in finding a proper health care facility 
specialized in these conditions: 

- Chronic pain that requires a long-term opioid pain medication 
- Trauma due to a motor vehicle accident (MVA) 
- Trauma due to an injury sustained at a work site (Labor and Industries case) 
- Attention-Deficit Hyperactivity Disorder (ADHD) 

 

I allow IN KWON PARK, MD PLLC to get payments directly from my medical insurance/plans for the services rendered and pay any co-
payment at the time of service. 
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AUTHORIZATION TO RELEASE MEDICAL INFORMATION 

Name of Patient 

Address 

Phone Number E-mail

Date of Birth 

Name of Guardian or Legal Representative 

Relationship with a patient 

Address 

Phone Number E-mail

I hereby authorize the In Kwon Park, MD PLLC to receive all health information about me following the 
HIPAA Privacy Rules and Joint Commissions Requirements.  

FROM: Name of Previous Primary Care / PCP

Street Address 

City State Zip Code 

Phone Number Fax Number 

Type of Information Requested: 
 Laboratory Results    Imaging Study Results      Progress Notes           Consultation Notes   

    PT/OT records 
 Hospital Admission History and Physicals   Hospital Discharge Notes          Entire medical records 

Duration:  Past     1 year        2 years         3 years          4 years        5 years          Entire periods available 

The following person/organization is hereby authorized to receive my entire medical record, treatment 
record and diagnostic record to the following person or organization: 
TO: Person/Organization to Receive Information 
IN KWON PARK, MD  PLLC 
Street Address 
8730 S Tacoma way #104  
Lakewood, WA 98499 

Return Fax (253) 267-0153 

Phone (253) 212-3637

Patient’s or Legal Guardian/Representative’s Signature  Date 
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