%l

S Fru ol Patient Registration and
- Medical Release Form

Patient's Name (FaTTTEI BT ATT): ..o,
Home Phone Number(BIT B): .......ooiiieeeeeeieeee Mobile Number (FTSTEA T): ...ooiiiiieiiiiiiieeeeeiii.
E-Mail Address(E HaT): ....nneeeeeeee e Viber / Whatsapp number( HTSSR 7 /&IEIIT ): ....ovvvviiieeieeeeeeeeeeeeee

Date of Birth(sTH Age (3W) Sex(feg) National ID/Citizenship Certificate Number(ATET UR=rd w5t/ FTiResdr
fafer) M(9) )
...................................... F()

OT®)

Marital Status(a?m%a3 ferfa): Single(ThaT) Married(fddTfad) Do not want to Specify (ﬁﬁg T 91eT)

Emergency Contact (JTIdBIAT TbB): ................. Relationship to Patient(F):..........oeiiiineeeiieeeiinn,
AAAEESS(STTY: e Phone number(B T):.....ooeeeeeeiieeeeee
INSURANCE INFORMATION (ST &R SITeRTY)

Insurance Name (TITHa BT ). Insurance Company (FIRT BT L
Insurance Policy Number AT T T ) e

RELEASE OF INFORMATION (ST SHHRIh! YeATET)

I hereby give permission to the person(s) listed below to receive information about the care of the above named patient.

| =1 g cafdd(2%) <18 Arfere! A1 feguen! feRTHie! e Iu=ii T gtaradh! AT BRI e At )

INAME(TTH ). et Relationship to Patient(qTdT )i,
Name(ATH ) L e Relationship to Patient(qTdT ):...ooooviiieiiiiene.

B 0T G 1 L O Relationship to Patient(TdT ):......oovvivniininnnnn....

JANE: Y001 G 1 L ) Relationship to Patient(qTdT )i,
Name(ATH ) L e Relationship to Patient(qTdT ):.....ooooviiiiiiiene.
Patient / Parent or Guardian Signature(feRTHT / feRTHiep! Stferdamdl umed am shMTaIs BT &)L,
Name (ATH) e Date (ﬁﬁ): ..................................

;For Official Use only(3TTErBTRes TRITTRT TR HIT)
‘Hospital Number: ...
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HEALTH HISTORY (& faewor )

Patient Name(TTH) .. ..o Birth Date( ST ﬁﬁ) e [viiininn [oiiinn. Age(‘o‘ﬁ'{) .........
Occupation(UoTT): ...ovvvue e
Marital Status(aEIT%q'? TR Name of Partner/Spouse (S AT BT A):

Names/Specialties/Locations of Other Physicians Caring for You, including previous primary care doctor (dUTS®! 23TE T4 =7

s caresh! ATH/STEl U BETE T STRY): ...t

MEDICAL INFORMATION (%TRH SHHR)
Please list any MEDICATIONS you are currently taking, prescribed or over the counter (PUT GRIES K] aszgaq Uh @qﬁ JATefEEs
TAEE Teg- i gRT fEus! T 311 fot @rgenT):

Any Allergies to Medications or Food (List Reactions) (P 3TSTE a1 @HTH! TSIt / AHIcTD ATdTRAT Fiows THeld):

For FemalesHTgtTeh! @TfT 7T
Date of Last Menstrual Period (3T e afeAmemi yua fifd) - ...

Date of Last Pap Smear (317 @Y g@sR &I fafd): ....................

Date of Last(3T=# fAfd) : Mammogram (R—ITATITH®RI):......ooeeiiiiiieeeeeeee DEXA (ST TRIA® )z,
Number of Pregnancies("THId THEBT TEAT): oo Miscarriages("l"fq'l_rf): ..........................
Terminations (TATAT TRITBT): ....oeeeiii e Living Children(SaTe8®! Bl EAT): ..o

Method/s of Contraception(4 RaR A & T ) e e e
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If YOU or a FAMILY MEMBER has had any of the following, please circle and indicate which family member when
applicable (dUTS T TUTE Bl YRARDB! HSEIHT T T &6 B 1 Hebd TI2):

ADD/ADHD Stomach /Colon Disease Heart Attack Osteoporosis
TYPE 1 Or 2 Diabetes Asthma Thyroid Disorder Cancer
Respiratory Disease High Blood Pressure Alcoholism L
Anemia Stroke Kidney Disease
Fractures Arthritis STD
Skin Disease High Cholesterol Blood Clots
Allergies/Hay Fever Seizure Disorder Liver Disease =~ el
Gynaecological Disease Anxiety/Depression Neurological Disease ...

Please list any SURGERIES you have had and include the month/year (Yfgcl WG&! ik g% fAfd afed ﬁiﬁﬁ@@'ﬁ):

SOCIAL INFORMATION (&S fararor)

Tobacco Use (ﬂﬁiﬁﬂ?ﬁ Wd"]"'l’): Do you smoke?ﬂjlz El?ﬂ B8 7 i If so, how many cigarettes/cigars per day
Ofd A BIATI?): .o, No. of years smoking(@Fﬁf aﬁﬁegmﬁ?)): ................... Do you chew

tobacco(@ﬁ ﬁ?ﬁﬂq 3TED?)? o Have you thought about quitting?(ﬂ?ﬁﬂ'ﬁ?f Big ﬁﬁ'l'{"lﬁ‘m?ﬁf‘@?)
................... Have you quit beforem@ﬁwg‘?) veevertiviiiieiseen..... How long? @ﬁw@gﬂ’mﬂ?)

Drug Use(7°1 (89) ?lﬁ‘il'q:l"T?): Any history of illegal drug use (T&cq™ Ufdaf=<d T2/ @HW"T@ HUH! B)?

.................. If so, what type/s (& TBRBI?)........ooeeeeeeeeiieeeeeeeeeeeeeeenn.. When
(BB,

Do you exercise (S "I':ET-E)? ............................... What activities do you do, and how often in 1 week (&l
I T TEWT HT B TIE)? ..ol

Are you on any special diet GRLE] aﬁgﬁmmﬁﬁ@am‘> ...................... If s0, what(SFEIT ©T=hT)?

Do you consume any caffeinated products (?Fﬂ'lﬁﬂ me&qﬁl@" ....................... If so, what and how
much per day(Jfd ﬁ?@mﬁ'ﬁ:@) e e

Have you recently noticed an increase in sadness or gloominess(%'l?l’ﬂ'lﬁ @T?@' g HEE[HT@W) Y
Have you lost interest in enjoyable activities (FereH 3 e fafate 91 59 ged B
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Authorization for Claims Payment and Reviews

T VTR E T T S

1. Assignment and Coordination of Insurance Benefits - I agree to provide information regarding all group hospitalization,
health maintenance organization, Workers' Compensation, automobile, and other health care benefits (“Insurance Plan(s)”) to
which I may be entitled. I hereby assign payment(s), if any, from my Insurance Plan(s) to Karuna Hospital Kathmandu (or its
affiliate) and each of the independent contractor physicians and/or professional corporations for services rendered to me. The
direct payment hereby assigned and authorized includes any Insurance Plan(s) benefits to which I am otherwise entitled,
including any major medical benefits otherwise payable to me under the terms of my policy, but is not to exceed the balance due
to the Karuna Hospital Kathmandu (or its affiliate), the independent contractor physicians and/or professional corporations for
services rendered to me during the applicable periods of medical care.

ST ATEEH! UTIed T THIRT AT (g 7 H60TT AT BISATS! a7 Hrfed oiTe Hel fHT a7 31 ATthd T SuaR aT
3 UTAISHD! IR 31 a1 3= @M IR STHGR] G ANR S| 37T Hid 912 ¥ H60TT ST |le. W1 Ereed IU=R TR STd &l
T3 FIHTIb YT 1epT @I A AT o7 317 ST 91 IUAR i Tl bl AT AR |

2. Unauthorized, Non-Covered, or Out of Plan Services - I understand if my Insurance Plan(s) does not consider this admission
or any service rendered during this admission a covered service or has not authorized this service, they will not pay for this
admission or the service rendered during this admission or outpatient visit. I agree to be fully responsible for payment to Karuna
Hospital Kathmandu for this admission or any service if determined by my Insurance Plan(s) to be a non-covered service. I also
understand and acknowledge that in the case of Out of Plan/Network services, there may be reduced benefits and I may be
required to pay a larger co-payment, co-insurance or other charge In the event my Insurance Plan(s) does not reimburse these
services provided to me, I acknowledge I will be responsible for any remaining balance.

ST, TormT Sifcret AT TalesT an Gifera an FHT STetht Wares ; fomT Bt Tifed) srmd at s T g6l ghmT
IFEATeTed HeT ST STRI BT TIATHT /Sl a7 ST bl SUEATE ITTEIBR TR IU=R T HATeh &1 YOf Ffclep! T A fshar Tiuent
TUg AT grguf a7 S1fh IUTR el YT 7T+ e HT T &l 1S T 3 dTed bl W S8R gy w7 fie |

By signing below, I certify I have read and understand the foregoing, have had the opportunity to ask questions and have them answered
and accept the above conditions and terms and I agree to pay all charges for which I may be legally responsible including, but not
limited to health insurance deductibles, co-payments, and non-covered. I also agree in the event my account must be placed with an
attorney or collection agency to obtain payment, I will pay the reasonable attorneys' fees and other collection costs incurred by Karuna
Hospital Kathmandu.

T TEATER TR, | YHTIOIA TS T Al AR FRIEE Uehl T il B, TeTeE Tred HIdh! UTIh! T T HIFIHT Hded WIHR Tl © | HBIEHT SUAT
RTHIR g FHEUT AT BISHIE! T8 1, U ol T S[cehes T Terd §1 TR fomT a1 37 TR I1e STEdTel 18 W1 e 3U=R a7
31 T AT o1 YOI e THT TR SHTRATHT Tl T 21 HRT €1 WA Sl B| SR ol Hrsifgd HeATed BIHT ik aT TeiHT HTthd
AT TG T U HOHT & Brieh] AT WU TS a1 Hrifegd Pl PBITAT T AR R/ e T A d fad 9erd i

INAME (FTH ) oottt e g EIEl

Date (ﬁqﬁ): ........................

Relationship to Patient (TeRTHT ST BT ATAT): L....ovveeee .

(et AT fsRTHTepT AT Sferd T T Gord AT TIBR HIdEdh] P {eded ST TRepT BITSTTd A SUHT BT BUT T fieuis)

Please provide a photocopy of a government issued document showing personal information)
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