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PATIENT INFORMATION 

I. Personal Information 
 
 Name     _______________________________________________   Day Phone  (____)________________________                            

 Address  ____________________________________________   Cell/Evening phone  (____)___________________ 

 City        __________________________Zip___________   Private e-mail  _______________________________                            

 Patient Social Security (SS)# ________________________        Insured SS# ____________________________ 

 Patient Date Of Birth (DOB)   _________________Age ____     Insured DOB ____________________________ 

 How did you hear about us? __________________________________________ 

II. Emergency Contact 
 
 Name______________________________ Cell Phone(____)___________  Daytime Phone(____)___________ 

III.  Medical Information 

 Do you see other physicians?   No    Yes: Name(s)   ______________________________ City _________________
 Allergies to any medications?   No    Yes:    __________________________________________________________ 
 Any medical conditions?   No    Yes:    __________________________________________________________ 

 Medication, herbs, vitamins, or diet pills taken?      No   Yes:    ___________________________________________ 

 Do you have an Advance Directive?         No    Yes     if yes, please provide a copy for your chart. 
 
PLEASE NOTE: Do NOT take aspirin or aspirin-containing products, vitamin E, herbal supplements, weight loss 
medications (prescription and/or non-prescription), or anti-inflammatories (Advil, Motrin, ibuprofen, Aleve, etc.) for two 
weeks before your surgery. 
 
** Medicare requires all non-narcotic prescriptions to be paperless, that is, prescribed via the Internet. If you are a 
Medicare patient OR you would like paperless prescriptions, please provide the name and location of your pharmacy:  

 __________________________________________________________________________________________________ 
 
IV.  Patient Confidentiality:  May we show photos/xrays taken of your condition to others in our office, in presentations, 
and our websites?  (Your name and other identifying info will not be disclosed.) Yes    No 
  
V. Financial Policy Acknowledgement, Payment Authorization, and Disclosures 
 
We expect each patient to be personally responsible for all charges. Payment is expected at time of service.  I authorize $100 charge if I 
alter/cancel appointment with less than one business day notice given to this office, or if I ‘no show’.  A $35 fee will be assessed for 
each returned check.  As a courtesy, we may be able to bill your insurance company on your behalf.  I authorize the staff at California 
Hand and Wrist Associates, A Medical Corporation (“CHW”), to furnish all information necessary to process insurance claims, address 
work status issues, and complete disability forms. Please volunteer any copay due before seeing the doctor as billed copay is subject to 
$15 processing fee. Services on a prepaid basis will not be billed to insurance. Drs. James and Suzanne Pertsch are the sole owners of 
the ABJ Surgery Center, Inc. A Medical Corporation (”ABJ”) and benefit financially from its use. Dr. Pertsch may need to suggest 
alternate physician if surgery cannot be accomplished at ABJ. ABJ is out-of-network for most insurance plans. Anesthesiologists or 
physicians to whom patients may be referred are independent agents not employees of Dr. Shieu, Pertsch, ABJ, or CHW. I have 
reviewed and understood the (HIPAA) Notice of Privacy Practices.   
      

Patient Signature: _______________________________________           Date: ___________________ 
 

Staff Signature:     _______________________________________                       revised 10/28/09        
                 

 
 104 St. Matthews Avenue    San Mateo  California 94401            Tel 650.344.8700         Fax 650.344.8187 
 2485 Hospital Drive, Suite 361    Mountain View  California 94040            Tel 650.210.8181         Fax 650.210.8585 
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