Albuquerque Vein & Laser [nstitute New Patient Intake Form

Patient Information

Name: Date of Birth: Genden OFO M
Social Security #. Driver's License #; State:
Home Address: City/State/Zip:

Email address:

Contact Numbers- Home: () Worl: () Cell: {__)

Employer: Employer's address:

Spouse Name:

Spouse Employer:

Referring Physician:

Primary Care Physician:

Person to Contact in Case of Emergency:

Relation to Patient: Telephone #:

Do you have an advance medical directive document? OYes I No

How did you hear of our practice? N Referring Doctor (0 FriendfFamily Member O Internet

0 Yellow Pages 0OPrint Ad (where) O Qther
Health Insurance Information

Primary Insurance: Policy Holder's Name:
Address: Date of birth:
Secondary Insurance: Palicy holder's name:
Address: Date of birth:
Other Insurance: Policy holder's name:
Address: Date of birth:

Authorization: | hereby authorize my insurance carriers to pay benefits directly to Albuguerque Vein & Laser Institute. |
understand that | am responsible to pay for any services not covered by my insurance. | also authorize release of
pertinent medical information to my insurance carriers and the above-named physicians. | understand that photographs
or other digital images may be recorded to documeant my care. | agres to have photographs taken for my records, and
understand they may be required by my insurance company to obtain approval for treatment and for web and social
media marketing.

Signature Date



Albuquerque Vein & Laser Institute Patient Financial Information

Patient Financial Information

Billing Information:

Patients treated in this practice are responsible for the fees associated with their tests, treatments and office
visits. Patients seek medical attention for a variety of venous conditions and problems. Medicare and health
insurance plans censider some conditions and treatments to be ‘medically necessary’ and others to be
‘cosmetic’ or "elective’.

Cosmetic or elective procedures are usualiy not covered by insurance plans. Fees for initial office visits and
cosmetic services must he paid at the time service is provided. Fees for office consultations may vary,
depending on the complexity of the consultation required.

Medically necessary procedures are often covered in part by insurance plans. Albuguergue Vein & Laser
Institute bills insurance for medically necessary procedures performed on patients covered by through Aetna,
Amerigroup, Blue Cross Blue Shield, Champ VA, Cigna, Coventry, Evercare, GEHA, Healthscope, Humana,
Medicaid, Medicare, Molina Health Care, MultiPlan/fPHGS, Presbyterian Health Plan, Rock Mountain Health
Plar, Tricare, True Health New Mexico, UMR, United Health Care, and Western Sky Community Care.
Patients coverad by other insurance plans must pay at time of service and will be provided the information
needed to submit their claim directly to their insurance carrier.

Payment for Services

All patients except those insured through Agtna, Amerigroup, Blue Cross Blue Shield, Champ VA, Cigna,
Coventry, Evercare, GEHA, Healthscope, Humana, Medicaid, Medicare, Molina Health Care, MultiPlan/PHCS,
Presbyterian Health Plan, Rock Mountain Health Plan, Tricare, True Health New Mexico, UMR, United Health
Care, and Western Sky Community Care, are responsible for fuil payment. If you have ancther form of medical
insurance, you will be furnished with an itemized statement for professional services rendered for the operative
or interventional procedure, and you may submit the charges to your insurance company for reimbursement

Payment of professional fees for elective procedures is due at the time of the procedure.

Patients are encouraged ta consult their insurance company to determine or confirm specific coverage.

By using a check for payment, you agree to the following tenms: In the event your check is dishonored or
returned for any reascon, you authorize us to electronically (or by paper draft) re-present the check to your bank

account for collection of the amount plus any applicable fees as permitted by state law.

My signature below confirma: | have received a copy and understand Albuquergue Vein & Laser Institute
patiant financial information.

i understand that it is my responsibility to know what the terms of my insurance coverage are, and in
compliance with those terms, agree io pay all applicable co-pays and outstanding patient balances as
described in the provided document.

Fatient/Guarantor Signature Today's date



Albugquerque Vein & Laser Institute Notice of Privacy Practices

Notice of Privacy Praclices

This notice describas how medical information about vou may bs used and disclosed and hew you can get aceess to this
information. Please review it carefully.

This natice applies to all of the records of your care generated by the practice, whether made by the practice or an
associated facility. This notice of Privacy Practices is being provided to you as a requirement of the Health Insurance
FPortability and Accountability Act {HIPAA),

HOW WE MAY LSE AND DISCLOSE YOUR MEDHCAL INFORMATION
We will routinely use your medical information inside our office for these purposes without any special permission:

Treatment - Our practice may use and disclose your madical information to treat you,
Payment - We may use and disclose your medical information in order to bili and collect payment far services.
Health care operations - Qur practice may use and disclose your medical information to operate our business.

In addition, we may use or disclose your medical information for the following reasons:

Appaintment reminders- Qur practice may use and disclese your medical information {0 contact you and remind you of
an appaintmsnt.

Treatment aptlons and heakth-related henefits - To inform you of potential treatment options or services that may be of
interest to you.

Disclosures required by law - Our practice may use and discluse your medical information when we are required to do
50 by federal, state, or local law.

Health oversight activities - Qversight activities can includs investigations, inspections, audits, surveys, licensure and
disciplinary actions, clvil, administrative, and criminal procedures or actions; or other activities necsssary for the
government to monitor government pragrams, compliance with civil rights laws and the health care system in general.
Lawsuits and similar proceedings - If you are involved in & lawsuit or similar proceeding, we may use and disclose your
medical information in respense to a court or administrative order or to defend the office,

Serious threat to health/aafety - We rmay use or disclose your medical information when it is necessary to prevent or
lessen a serious or imminent threat to the health or safety of asperson or the public,

Involvement in individual’s care - We may disclose your medical information about you to a family member, close
personal friend or other person identified by you if directly relevant to that person's involvement with your care or payment
retated fo your health cars.

YOUR RIGHTS REGARDING YOUR MEDICAL INFORMATION

Your rights include but are not limited to the following:

- Confidential communications. You have the right to request that we communicate with you in certain ways. Albuguergue
Vein & Laser Institute will accommodale reascnable requests.

- Inspaction and copies of records, With limited exceptions, you may inspect and obtain a copy of your protected health
information that is contained in a designated record set far as long as we maintain the protected health information. This
request must be made in writing and you may be charged a fee for the costs of copying, mailing, and other costs incurred
by us in complying with your request,

- The right te request amendments to your information. You may request an amendment of protected health information
ahoul you as long as we maintain this information. Requests must be made in writing and must be directed to the office
manager.

- Disclosures. You have the right to a detailed list of ali disclosures our practice has made of your medical records.

- Paper copy or complaints. You have the right to a paper copy of this notice and the right to file a complaint with the office
manager if you fegl that your privacy rights have been violated at any time.

I have received a copy of Albuquergue Vein & Laser Institute’s Notice of Privacy Practices.

Signature Date



Aibuquerque Vein
S LASEHR INGTIEUTE Authorization of Release of

Information to Family and/or Friends

Mame of Patient: Drate of Birth:

| authorize Albuguerque Vein & Laser Institute to release protected health information to the entities

named below:
Give information to spouse/partner: ____Yes No NiA

Mame of spousefpartner:

Give information 1o a family member or friend, please list:

Primary Contact Number:

Contact me at work: __Yes _ No ___ NiA
Leave a message at work: _ . ¥es  No _ NSA
eave message at home; ___Yes _ MNo __ NfA
Cantact me by email/text: _ Yes _ No __ NfA

Description of Information to be released to family or friend:

Financial/Billing: __¥es  No
Medical Information: __Yes __ No
Rights of the patlent:

| understand that | have the right to revoke this authorization at any time and | have the right to inspect or copy
the protected health information to be disclosed as described in this dacument by sanding a written notification
to Albuguerque Vein & Laser Institute. | understand that a revocation is not effective in cases where the
information has already been disclosed but will be effective immediately upon receipt of notification by
Albuguergue Vein & Laser Institute, '

| understand that information used or disclosed as a result of this authorfzation and that my treatment will not be
conditional on sighing this autharlzation.

| understand that the information used or disclesed as a result of this authorization may be subject to re-disclosure by
the recipient and may no longer be protected by federal or state law.

This authorization shall be in force and effect until revoked by the patient or representatives signing the authorization.

Date:

Signature of Patient ¢r Personal Representative



Albuquerque Vein & Laser Institute New Patient Intake Form

Page Lof 3
Name: Date of Birth:
Veain History
Flease i next to the symptoms that apply to you: O Aching leg [l Burning C: Tiredness
21 Dull Pain I Heavingss  Oltching C Leg Ulcers
O Restless Legs O Sharp Pain - ] Swelling LiThrobhing
Uother:
Do you have (now or in the past): O Varicose veins CSpider veins  [15kin ulcer

When did you first notice enlzrged ar discelored veins, or begin experiencing leg discomfort?

Is the problem getting worse? TYes ONo

Where are the veins you are seeking a medical opinion for located? C Face O Leg{s), (Circle) Right Leg / Left Leg
Is the 1eg discomfort aggravated by: OStanding OWalking MExercise LIOther

Is the leg discomfort relieved by:  JWalking Cleg Elevation OMedication [Othar

Have you ever worn prescription grade compression stockings? [1No 0 Yes, When and for how long?

Do you have 3 family history of vein problems? 0 No C Yes, What family member?

Is there a family history of blood clots in the legs or lungs? [ Mo O Yes, What family member?

Do you take any medications for pain in your legs? [0 Mo O Yes, Which?

Have you ever had any of the following:

Skin ulcer on your leg? CHo [MYes, When
Previgus vein surgery? GNo OYes, When
Bleeding from varicose veins? ONo  OYes, When
Clotting disorder? OMe  [TYes, When
Deep vein bload clot {DVT)? ONo  OYes, When
Pulmonary embolus (blood clot to lungs)? OMo  OYes, When
Phlebitis (clot in surface vein of leg)? [INg  [IYes, When
Sclerotherapy? CNo  OYes, When
Trauma/injury to your legs? OMo  OYes, When
HIV/Hepatitis? CMo  TMYes, When
I drug use? Na OYes, When
Habits

Do you drink alcohalic beverages? CiNo [Yes (#/week }

Do you now or have you ever used tobacco? ONo OYes (Pocksfweek )
Cluit Date, if applicable

Do you exercise regularly? ONo O¥es {#of doys / week }



Albuquerque Vein & Laser Institute New Patient Intake Form

Past Surgical History (Please list surgeries & dates):

Page 2 ol 3
Medlications (please list all prescriptions, over-the-counter medications, and herbs/supplements)
Allergies (please list any allergies to medications, latex, etc...)
Past Medical History
LCondition YES NG YES MO
Thyroid a Itti i
yroid abnormalities [ O Anemia 0 O
Asthma C
Angina (chest pain] ] O
corp <
Q . o Arthritis O O
Atrial fibriliati
trial fibriliation Cl 0 Heart attack O C
. Murmur 7 Gi
High blaod pressure C C
Diabege il O
enEies Acid reflux (GERD} O o
(i | G
ancer Spinal stenasis ] [
High cholesterol | |
EN cholasiera Stroke/selzures/TIA ] C
Gl O |
aucoma Dsteaporosis/Osteopenia O r
Migraine headarches Cl O
Depression (] O
Other:



Albuquerque Vein & Laser Institute New Patient Intake Form

Females only:

Ara you pregnanty  Tio [Tves

Height: ft

fhches

Wumber of Pregnancies Mumber of Deliveries

Weight:

Review of Systems: Have you recently had any of the following symptoms?

Genearal:
Waight changes
Fatigue

Eye
Decreased vision
Blurred vision

Meurnlogical:
Weaknass
Seizure
Headache

Cardiac:

Chest pain
Falpitations
Swelling

Shortness of breath

Urinary:

Pairful urination
Blood in urine
Prostate problems

Mental:
Anxlety
Depressionh
Confusian

Hematologic:
Easy bruising
Abnormal blaod clotting

O No O Yes
O No O ves

I Ne Oves
C No O Yes

O Ne O ves
O Ne O Yes
T Ne O Yes

CF Mo O vYes
O Mo O ves
O Mo O Yes
[ Mo O Yes

O Ne O Yes
0O Ne O Yes
O No O Yes

O Ne O yes
I No [ Yes
Ci Mo [ Yes

O Ne O Yes
O Ne T Yes

Skin:
Rash
Ory skin

Ears/Nose/Throat:
Sore throat
Wosehleeds
Ringing in ears

al:

Indigestion
Yomiting klood
Bloody stoals
Abdominal pain

Respiratory:
Cough
Wheezing
Coughing blood

Musculoskeletal:
Bonefjoint deformity
Jaint swelling

Back pain

Endacrine:
Excesslve thirst
Thyrald problems

iscartiages

O no O ves
O Mo OO Yes

T Ng O Yes
D Ne O ves
Ol No O Yes

O Mo L ves
0 Mo O Yes
DO Mo O Yes
O Mo O yes

CF Mo [ Yes
I Mo O Yes
O Ne O Yes

O No O Yes
2 Ne O Yes
C No O Yes

O Ne O yes
O No O Yes

Gynecologic [females only);

Irregular periods
Breast problems

O nNe O vYes
O Ne O Yes



