the clinic by International Rehabilitation Specialists
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PATIENT REGISTRATION FORM / i AR

A. PATIENT DETAILS B &S5

Owmr s Owms. KX Owiss. Z+ Surname &: Name : Gendertf®): OME OFk
IDType iR C11D Card SHAE O Passport 38R Official ID No. E{4-555:
Date of Birth 4= HER: DDH IMMA | YYYEE Nationality E1%&

Types of Residency BB fE8: O Visitor 58 O Studyin China ZEFEZ2) O Living in China forWork ZEFREIT & [ Chinese Resident FEER [ Others HE

Referring Doctor and Hospital Name

WEEENETIANET:

Primary Address in China

WA E E b
China Contact Number E-mail Address
FEBRREIE: +86 R FE Hthdik:

B. EMERGENCY CONTACT DETAILS 22 AR A 3K:

Contact Person Contact Person’s E-mail Contact Person’s Phone

YN * AR AHRFE L
BXRA EX R ABRFE b BRABE +

C. PAYMENT METHOD {5 88 752, (please notice that payment s required on the day of the service 82 FA TR BERRSS 24 K 4535):

O 1.cash M O 2. Credit Card {5k O 3. Insurance Company {RFR /A 5]

D. HOW DID YOU HEAR ABOUT the clinic? (check the boxfes):
BRNAMNE LBEMEZEEISEHA? mar—muzm  OintemetME  DOReferal#is O Communiy#t8  Dleventsi&xh [ Mediafi4

O other HE Please Specify &5

FINANCIAL POLICY | EfT{J & HIE

Authorization of benefits / B &0
| hereby authorize the clinic by International Rehabilitation Specialists, to furnish information concerning my illness and treatment to my insurance carriers. | authorize payment of medical benefits to the
clinic by International Rehabilitation Specialists.
FAKBEHEE LSRR EEZ12ER (the dinic) [FREE SR EEHIRBN ISR DR . FAMRHRETH LBEMREEFR I IOERBNESTRS &
A.

Responsibility of payment / B2 F/&IBIAS
I, the undersigned, hereby declare and accept full responsibility to pay the clinic by International Rehabilitation Specialists any and all sums arising from any claim in respect of medical treatment
received being rejected by my medical Insurance.

RAMEEERARBERIB BBNREER T2 (the dinic) WL BEFTRSEA, SERRTAEXZFNEADD.

Late Cancelation / No Show Policy / i3 iR BYH/ To 8 R 2R X BUR

Should a patient wish to cancel their appointment, the clinic requests 24 hours notice be given. Each time a patient misses an appointment without providing proper notice, another patient is
prevented from receiving care. Therefore, the clinic reserves the right to charge a fee of 200RMB for every "no show "and appointments which, absent a compelling reason, are not cancelled with a 24-
hour advance notice (SMS, WeChat Message, Email, call). Upon a patient missing an appointment for the third (3rd) consecutive time after initial confirmation, the clinic might request that patients
pay a fee of RMB500 to allow for further scheduling. Notice that these fees are not covered by any insurance.

MREEAFLEEUAETRL, (the dinic) EBRIZANANREFANELERES . SHAEETARARNBAMBINNN, MRS —(IEATERNIEZAT, Eit,
(the clinic) REBESREIINL (THERE) . THEAKRRAR4MT (BIERE. ME. BFHM4. RBIESHR) BUERERLINIER TUER2007TH 28 FEARF
MRELEIRARIZRETNLN BRI EIZ, (the dinic) J7ESE=/RIKEXS00TAIEHLE ., HER, XEBERAFTBIBWRERE.

Patient / Parent or other authorized representative signature

BE / REFEFEMBRAZEHIA DIEE MA: VEE:

Thank you for your time. For any suggestions and feedback please ask the front desk to give you our
Clinic manager contact or email us at concierge@theclinic.international

BHEHEE AR ). MR EHEAERNBRNR B REANEEER TR VR IRNEBR AL N B BRI AE R LB conderge@theclinic.international
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