PACIFIC ORTHOPAEDIC ASSOCIATES

Matthew Lin, M.D. bk ei 54
Anthony Yang, M.D #5315 % 4=
Eugene del Rosario, PA-C

David Huang, M.D. %8 & 5=
Benjamin Tam, M.D.:# i 58/
Blanca Mora, PA-C

Sihuor Peak, PA-C

Jonathan Chang, M.D.5& 1 5 5/
Shane Pak, M.D.
Freddy Chan, PA-C

Your personal informationfil A\ %k}

Date H # Provider i B4
Last Name%k: First Name# Middle Initial 1 % L mate L Female
Address{E il Citydik i State | Zip Codel 5
Home Phone %% Hijifi: Social Security #1452 filf: Birth Date Hi/EH
Spouse Last Name: B3 (112 Spouse First Name X B2 (1) 44 Spouse Middle Initial K5 (1) I 44
Work Phone I B 5 Alternate Phone Al B 5% Description i
Referring Providerdf: & 4= Phone & i
Referrer's Addressiidf 2 58 £ {1l Cityh i State /| Zip Codel# 5
Primary Care Physician %< FEPE /2 Phone & i
PCP's Address 5 Ji 55 AE A Al Citydk i State | Zip Codel# 5
Pharmacy## ). Phone & i Fax {2 E{
Emergency Last NameZ% 2 %% A itk First Name#4 Middle Initial j1] 44 Relation[¥{%:
Address Lineff#ik1: Emer. Contact Phone & 214K T il
Citydi i State M| Zip Codel# 5 Emergency Alternate Phone HiAll 2 21 55
Your insurance informationf& A £k % &}
Primary Insurance Information = S {4k 2 7] %kt Primary Subscriber Information 3= {5k A %8k}
Insurance Name fRFf A 7 %4 7 Lastlk Firstf M.1.31I%%
Your contract or ID Numberi4% A sl {5 = Address ik
Address{: #ik CityJiii State J} Zipl# 5
Citydli iy State | Zipl# 5 DOBA:H ] males [ Female
Secondary Insurance Informationsf — £ B 2> 7] %88} Secondary Subscriber Information — £ 24 & %k
Insurance Name R[5 28 7] 4 Lasti: First44 M.1J1 %4
Your contract or ID NumberHi&s A ok {555 Address{¥ fil
Address{E 4k CityJiili State ! Zipli =
Cityd 17 State M| Zipl# 5 DOBA:H L] Mates; L] Female &

Is this a work injury T.{E {532 15?

L] ves, L Nots

Date of Injury32 15 H

Workers Compensation Carrier:

Phone i i -

Were you injured in a motor vehicle accident HL4#3z {5152

| Yes; L Nofs

Date of InjuryZ {5 H

Insurance Name i /3 7 :

Phone i iifi:




PACIFIC ORTHOPAEDIC ASSOCIATES
David Huang, M.D. % & 2 5

Matthew Lin, M.D. M JGiE %2k

Jonathan Chang, M.D3R A 5 54/

Anthony Yang, M.D.A5 15 % 4= Benjamin Tam, M.D.i& 4 58 4= Shane Pak, M.D.
Eugene del Rosario, PA-C Sihuor Peak, PA-C Blanca Mora, PA-C Freddy Chan, PA-C
Your Medical History® 5
Last Name#f First Name#4 Middle Initial 7] 44 DOBii A= H:

Have you been diagnosed with any of the following problems? Please check the appropiate answerf | 41535 it 11 /4).

AIDS/HIVE % [ ves [ No Blood Clotsi#t i O ves [ No Depression4 #4i C ves [Tl No HepatitisIT 75 C ves [T No
Alcoholismif o D Yes D No CA ColonflJi D Yes D No Diabetes#} /R D Yes D No Kidney Disease & D Yes D No
Alzheimersiiifbii [ ves [ No CA Lung/ififz O ves [ No Drug Abuse) 2l O ves [ No osteoarthritisEB1 (] ves [ No
Anemia# fiL i L ves [ No CA Breast¥LJi# L ves [ no GoutJii 2 L ves [ No seizuressieitie [ ves [ No
Avrthritis 3 £ % O ves [ No cA prostatei sl [ ves [ No Heart Disease 0 L] es [ No Ulcersii O ves [ no
AsthmalE i 5 L ves O No copptgttbisai [ ves Tl No Hypertension i IfiL L ves O No Other: At L ves [ No

Other Diseases H:A 7

Other Fractures: H At & #7

Please describe your past orthopaedic problems f#i5fit 2= (¥ [l &

[l Right Handed 4 T-

| LeftHanded /= T

Current Medications list any medications you are currently taking, H fiif i Al L6 2%
Including dosage and frequency (Include oral contraceptives) &5 I a1 i Al KB Fili || i ke 47 5

e list any major surgical procedures you've had % /4 ¥4 &5 Bl it (1) 7

L Date Allergies Are you allergic to any medications / drugs 2 {T-fii 2 i 55 LIYyes LINo
2. Date If yes, please specify. &, it W

3. Date

4. Date

5. Date

Have you ever had any complications from anesthesia?{/< ¥4 %} k2 5 JiES

D Yes

DNo

Your Family HistoryZX & &

Has anyone in your immediate famiy had any major illnesses?

Please check the appropriate answer 5 J& il 5 R ¥k 1172

AIDSIHIVEER [ ves [ No CA Colon}}7 [ ves [ No Drug Abuse®ZE 1 H [ ves [ No Vuscle DiseaselILAZH [ ves [ No
Alcoholismif ¥ 7 L ves L No CA Lung/lfis L ves [ No GoutJii i L ves [ no Osteoperosis'& & Hi % L ves L No
Alzheimersfigitft [ ves [ No CA Breast¥L i L ves Kl no Heart Disease 0 L] Yes [l No Osteoarthritist 1% [ ves [ No
Anemia#; fiUAE [ ves [ No CA Prostatefii 51 fi) [ ves O No Hypertension = Lk [ ves [ No Seizuresy 4 g O ves [ No
Arthritis # 8 % L ves O No Depression&- #4i L ves O No Kidney Disease 5 i O ves [ no Ulcersif#; O ves [ no
Asthmal i 55 O ves [ No DiabetesH# R Ji O ves O no Liver DiseaseiFiize L1 es [ No

Other Diseases HoAlh 7 :

Other Fractures: J: At




PACIFIC ORTHOPAEDIC ASSOCIATES

Matthew Lin, M.D. bk e 54 David Huang, M.D. %% g 2 5/ Jonathan Chang, M.D. 51 5 5/
Anthony Yang, M.D.45 1 % Benjamin Tam, M.D.:5 il #: 58 4= Shane Pak, M.D.
Eugene del Rosario, PA- C Sihuor Peak, PA-C Blanca Mora, PA-C Freddy Chan, PA-C

Your Social History

Last Name#f First Name#4 Middle Initial /i1 4% DOB’EH:
Occupation i 3: Employer/i =:

Education (7 o RetirediB & o Disabled &
Marital Status/fiikst: - [7] Married 4 4 O Divorced#fi 4f O Single #1 & O Widow(er)

Other Considerations:

Do you smokefli#? [ ves T No Daily Usage H i # % Drink Alcohol 537? L ves U No Daily Usage [ " 6 #f
Drink caffeinemitki 2 [ ves [ No Daily Usage [l ") 5§ A1 Do yOLJ uieostreet [ ves [ No Type/Daily Usageffi S\ [ H & />
. Suppl tal .
Are you pregnant{$%42? D Yes D No M e;ggtieomnzzﬁazm D Yes D No Have you had a hysterectomy-- = {5 ? |:| Yestq |:| NofH:
Are you going through Menopause it & 4 112 O YesH [ Nos Have you gone through Menopause 5 £ 11142 O Yest [ Nos
LifestyleZEdE K RE:
Activity Leveli& BfE O Above Average T ¥ LL 1 O Average - # O Sedentary /b )
Exercise Frequency s 5H% O 2-31K IweekiH O 3-4¢KIweekiH O 5k Iweekif [l Daily%; H O neveriers O Occasional ff1fi
Type of Exercisefi] FiiHH): Hobbiesi& if/Activities 42 7% Bf:

In the event of my failure to pay any sums due and my account is referred to
an attorney for collection, | agree to be responsible for reasonable attorney's
fees. A copy of my signature below is as valid as the original. Medicare |
further certify that the information given by me in applying for payment
under Title XVIII of the Social Security Act is correct. | authorize any holder
of medical information about me to release to the Social Security
Administration, or its carriers, any information required to process my
Medicare claims for payment purposes.

T RA N AN BT 2 R () R SA R B A N 35 44 K 1 E B AT AH R
AR SR SO TE R RS HI 8 B} 1] Medicare ) HIGH R 11 54

Commercial insurance | hereby consent to Pacific Orthopaedic Associates
using and/or disclosing my protected health information ("PHI") for my
care, and the Practice's health care operations, and for such other uses that
are permitted or required under federal or state law without my consent or
authorization. Specifically, I authorize release of information necessary to
file a claim with my insurance company and assign payment of benefits to
the physician indicated on the claim. | understand that I am financially
responsible for any balance not covered by my insurance arrier.

AN R REA 22 B8 e AE TR AT v DA T 8 e s S A A AR 1)
DRBgE 2 ] FY G R 10 8 e B U ) R S A DR B AN 0 ) 2

Signatures 44 Date [ 1

| authorize treatment of the person named above and agree to pay all fees and charges of such treatment. | agree to pay charges for me and

Please Initial members of my family shown by statements, promptly upon presentmentment thereof, unless credit arrangements are agreed upon in writing
AR EINEibss 38 3 RPN YN AGI-SZ R 3 { S R X N PN

Charges shown by statements are agreed to be correct and reasonable unless protested in writing within thirty days of billing date. In the event
Please Initial legal action should become necesssary to collect and unpaid blance due for medical services rendered to me or my family, 1/We agree to pay
TR reasonable attorney's fees or other such costs as the the court determines proper.

MR P QA S SRR 7 =T R N T T AN IR DA T b <3 8 2% 2 G AR 28 1 2 P s ) S AT Al 2 )

It is agreed that payments will not be delayed or withheld because of any insurance coverage of the pendency of claims thereon, and all proceeds
Please Initial of insurance are assigned to this office where applicable, but without their assuming responsibility for the collection thereof.

BT reasonable attorney's fees or other such costs as the the court determines proper.

AN I EAEIE AT KA AS R RIS ) AT B0 kT A SRASAS 2 1T 2 s [ R S e 21

Patients are responsible for all DEDUCTIBLE AMOUNTS and OUT-OF-NETWORK CHARGES which are not covered by Insurance Companies.
Please Initial A% N RV S EAT RT3 OR B AN E % 2 1

AT

Revised 12/28/2010
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