Ted Shen M.D.,
301 S. Fair Oaks Ave
Suite 406
Pasadena, CA 91105
Phone (626) 737-6200

225 S. First Ave
Suite 201
Arcadia, CA 91006
Fax (626) 737-6202

Date (5 B #):

Patient Name (#:44):

LAST (%) FIRST (44) MIDDLE ([ £4) Nickname (g #)
Address (Hbk):
STREET & APT # (9%H5 /1% /15) CITY () STATE (J1) ZIP (EEIRETE)
Home Ph# (32 F B EE9EHE) - Mobile Ph# (F-H57HE) :
Any restrictions for contacting you? (F2 A -~ G {HEFH4ZAYIGRE?) QO No  QYes:
May we leave detailed messages on your voicemail or answering machine? WNo U Yes

U5 7] DA B B SR S AT Y B ST i RSB 1Y)

Birthdate (4 H): [/ Primary Language (5Z): Sex (MER]): Q Male (58) Q Female (%)

oY an

Email (BB T{E55):

SSN (fL &4 2 5205): Race (Af&):
Marital Status (ZF4AAR00): Q Single (BE.5) Q Married (E245EARC R 4E44) Q Other (ELA):

Primary Care Physician (5 &[5 4) ;

Emergency Contact (Z2&:Mi%% A\

AhE) :

Relationship (Bi{%) :

Mobile # (FHEFERE) :

Home # (ZZ &R

Preferred Pharmacy Name (& #E24 =47K): Pharmacy Phone # (2452 H 15 5 15):
Pharmacy Address (245 HHE):

Pharmacy Phone # (2452 H 1S5 19):

I hereby authorize direct payment of surgical/medical benefits to Ted Shen M.D., Inc. for services rendered by Dr. Shen or persons under
their supervision. I understand that I am financially responsible for any balance not covered by my insurance.

I hereby authorize Ted Shen M.D, Inc. to release any medical/incidental information that may be necessary for medical care or in the
processing of applications for financial benefit.

[ certify that all the information given by me in applying for payment is correct. Iauthorize release of all records upon request. Irequest
that payment of authorized benefits be made on my behalf.

I understand that office visit charges are payable on the day service is rendered. [ authorize Ted Shen M.D, Inc to bill my insurance
company. Regardless of insurance coverage, | amresponsible for all bills being paid in a timely manner. If my balance is n ot paid within 120
days of service date, it will be sent to collections and a 15% fee will be added to the total.

[ hereby acknowledge that I have been presented with a copy the Notice of Privacy Practices of Ted Shen
M.D., Inc 225 S. First Ave #201 Arcadia, CA 91006; Fax: 626.737-6202.

Signature (%42): Date ( H fH):

Name (if Signed By Parent/Guardian) ({tE A Zx44):
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Patient Questionnaire

Patient Name (#:44) : Today’s Date (5 HH) :

Birthdate (£ H):

Allergies: List all medications and foods as well as reaction to them

e FIHFTAE 2R & AR EA 18T SR 1 No Known Allergies (24 CAIHY I BUE)

Medications: List current medications and dosage if possible

25771 FIH S Y259 0 None (CE)

Past medical history: List all medical condition

BEAEA R S2: SR E R 0 None (CE)

Past Surgical History: Listall prior surgeries

BEEF A 52 BT A SR+ R 0 None (CE)

Family History: Pleases list medical conditions of blood relatives

ZRE S F SR B HI A BT IR 0 None (CE)

Social History ({t&5)

Tobacco Usage ({REE ) : Alcohol Usage (GE¥EHI{E ) : Recreational Drug Usage
O Never Smoker (MMAIRRE) 0 None () (W RGP HIEF) -
Q Current Someday Smoker Q Occasional ({&/K) Q None (£X)
(18RIt ) 0 Social (438 574) O Marijuana (X#¥)
a Cur_rfrll_t Every day Smoker Q Daily 1-2 drinks (% B —BIF#F) Q Other (EE&):
(BREXEAE) Q Daily 2-5 drinks (EXWEME|EF)
U Vape Smoker ] ] PR =
(H TR AN %) Q Daily >5 drinks (£ HXEAM L L)
QFormer Smoker (%4 £ hAH) QO Daily Alcoholic (£ B %)

Have you experienced any falls or problems with balance in the last year?

(EFERER A BRE SR ?) QYES UNO
Height (& &) ft Weight (IK&E)___
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