[image: image1.png]ARIH\ZI:I NA

VEIN & LASER INSTITUTE,

A COMPREHENSIVE ENBOVASCULAR GROUP




__ K. Sharma MD     __C. Hecht MD     __A. Gonzalez MD

	___5620 W. Thunderbird Road Suite D-6 Glendale, AZ 85306
	(602) 298-8346

	___13065 W. Mc Dowell Rd. Building A, Suite103 Avondale, AZ 85392
	(623) 249-2710

	___2175 N. Alma School Road Building C Suite 102 Chandler, AZ 85224
	(480) 361-444

	___15331 W. Bell Road Suite 118 Surprise, AZ 85374
	(623) 266-7737

	___1331 N.7th St.  Suite 170 Phoenix, AZ 85006
	(602) 730-3519

	___ 10250 N. 92nd St. Suite 203 Scottsdale, AZ 85285
	(480) 597-7231


Patient Registration

	Name:
	D.O.B.: ___/____/___
	Age:
	Sex:F/M

	Address:
	City/State:
	Zip Code:

	Civil Status: M  S  D  W
	SS#:        -           -         
	Employer:

	Home Phone:(      )     -
	Cell Phone :(      )      -
	Work Phone:(      )       -

	Email:
	Referred to us by?

	Primary Care Physician:
	Phone:(     )       -

	Emergency Contact:
	Phone:(     )       -

	Preferred Language:
	Race:
	Ethnicity:


Insurance Information

	Primary Insurance:
	Secondary Insurance:

	ID:
	Group:
	ID:
	Group:

	Primary Insurance Phone:
	Secondary Insurance Phone:

	Name of Primary Insured:
	Name of Primary Insured:

	Primary Insured SS#:
	Primary Insured SS#:

	D.O.B. for Primary Insured:
	D.O.B. for Primary Insured:

	Person Financially Responsible:


I hereby Authorize Kulbhushan Sharma MD & Associates to assignment of benefits due by Insurance to be paid directly to Kulbhushan Sharma MD and Arizona Vein & Laser Institute.
Signature (Mandatory):______________________________________Date:_________________
Health History

Patient Name: 





D.O.B:
	Please list ALL medical allergies and their effects: __________________________________ ____________________________________________________________________________

List ALL your medications: _____________________________________________________
____________________________________________________________________________
Please list ALL current / past medical conditions:____________________________________
____________________________________________________________________________

Please list family medical history:_________________________________________________ ____________________________________________________________________________Please list any previous surgeries: ________________________________________________

____________________________________________________________________________
Have you ever been administered Lidocaine(anesthesia used at the dentist) ? YES / NO  

If yes, how was it administered? ____________________

Did you have any adverse reactions from Lidocaine?_________________________________
Please check the box for each of the symptoms that you feel in your legs:

· Night Cramps      [image: image2.png]


 Tingling            [image: image3.png]


 Fatigue            [image: image4.png]


  Cold to touch
· Discoloration      [image: image5.png]


  Restless Legs   [image: image6.png]


 Leg Pain         [image: image7.png]


 Heaviness
· Swelling               [image: image8.png]


 Numbness        [image: image9.png]


 Sharp Pain     [image: image10.png]


  Other:___________________


Please circle Yes or No for the following questions:

Do you have a pacemaker or internal defibrillator?        
  
YES / NO

Do you have any metal implants?
 



           YES / NO

Do you have any history of heart disease?


  
YES / NO

Are you currently pregnant /nursing?



  
YES / NO

Do you take Aspirin?





  
YES / NO

Do you take Coumadin?



             
           YES / NO
Do you have a history of blood clots?



           YES / NO
Do you have a family history of blood clots?                                       YES / NO

Activities of Daily Living (ADL)
****ALL QUESTIONS MUST BE ANSWERED, NO BLANKS****

THIS FORM IS SENT TO YOUR MEDICAL INSURANCE

Name: _____________________________      DOB: _______________
What are your symptoms: ____________________________________________________________________
How long have you had these symptoms (exp 2years)? _____________________________________________
How do you deal with the symptoms? (Explain) ____________________________________________________
__________________________________________________________________________________________
Have you worn compression stockings? _______________________________________________________
If YES, how long? (3 months or longer) _________________________________________________________

Did compression stockings help? _____________________________________________________________
What makes your symptoms worse? ____________________________________________________________
1. How long can you stand Before you start to have any symptoms?
_______________________________________________________________________________

2. How long can you sit Before you start to have any symptoms?
_______________________________________________________________________________
What is your Occupation? ________________________________            Retired YES / NO
How do your symptoms affect you at work or how do they affect your daily living? 
__________________________________________________________________________________________
Have you had Vein treatments before, YES/ NO?
If so, state the facility you went to and how long ago? _____________________________________________
Does elevating your legs help?  YES / NO _________________________________________________________
Do you take over the counter or prescribed medications and does it help? ________________________________

On a scale of 1/10 (1 for little/ 10 for severe) how bad is your pain? _____________________________________
How do you cope with pain? Medication or compression stocking? (Explain)____________________________
Do you smoke? YES/ NO          Do you drink? YES/NO          Do you drink caffeine? YES/NO          Are you diabetic? YES/NO

PATIENT SIGNATURE: ______________________________________ DATE: _________________________
ARIZONA VEIN & LASER INSTITUTE 

REVIEW OF SYSTEMS

Patient Name: 







DOB:

	GENERAL:
· ITCHING/RASH
· WEIGHT GAIN
· VARICOSE VEINS

· BULGING VEINS

· ULCER

· DISCOLORATION

· SWOLLEN LEGS


	CARDIOVASCULAR
(HEART):
· CHEST PAIN

· PALPITATIONS

· SHORTNESS OF BREATH WHILE WALKING

· SHORTNESS OF BREATH WHILE SLEEPING

· MURMURS
· CRAMPS


	NEUROLOGICAL:
· HEADCHES

· DIZZINESS

· FALLS

· TREMORS

· MEMORY LOSS

· GAIT



	EYES:
· VISION CHANGE/ LOSS
· LIGHT SENSITIVITY
· IRRITATION/ PAIN 


	EARS/NOSE/ THROAT:

· BLEEDING GUMS

· DENTURES

· NOSEBLEED

· RINGING IN EARS

· HEARING LOSS (AIDS)


	GENITOURINARY
(URINARY):
· URINE FREQUENCY

· URGENCY

· BLEEDING

· PAIN



	MENTAL HEALTH:
· DEPRESSION

· ANXIETY
· OCD

· PTSD


	MUSCULOSKELETAL:
· JOINT PAIN

· SWELLING

· STIFFNESS

· ARTHRITIS

· GOUT

· WEAKNESS

	HEMATOLOGY:
· ANEMIA

· SICKLE CELL 
· BLOOD CLOTS

· HEMOPHILIA

· NIGHT SWEATS

· HIV/AIDS


	RESPIRATORY (LUNGS):

· COUGH

· ASTHMA
· VALLEY FEVER

	
	


*****PLEASE BE AWARE THIS FORM WILL BE SENT TO YOUR INSURANCE*****
ARIZONA VEIN AND LASER INSTITUTE
__ K. Sharma MD     __C. Hecht MD     __A. Gonzalez MD        

	___5620 W. Thunderbird Road Suite D-6 Glendale, AZ 85306
	(602) 298-8346

	___13065 W. Mc Dowell Rd. Building A, Suite103 Avondale, AZ 85392
	(623) 249-2710

	___2175 N. Alma School Road Building C Suite 102 Chandler, AZ 85224
	(480) 361-444

	___15331 W. Bell Road Suite 118 Surprise, AZ 85374
	(623) 266-7737

	___1331 N.7th St.  Suite 170 Phoenix, AZ 85006
	(602) 730-3519

	___ 10250 N. 92nd St. Suite 203 Scottsdale, AZ 85285
	(480) 597-7231


	Authorization to Release Medical Records

I authorize Kulbhushan Sharma MD and the Arizona Vein and Laser Institute staff to obtain / release my medical records through fax, mail and telephone or any necessary way.
Patient Name: ______________________________________________________      Date:________________________

Patient Signature: ___________________________________________________      Date:________________________




I ______________________________, confirm that the above information is true. I know it is a crime to fill out this form with facts I know are false or to leave out information I know to be important. I understand that it is my responsibility to inform the office of any changes in my information.
________________________________ 

_______________________

Patient Signature





Date

ARIZONA VEIN AND LASER INSTITUTE
__ K. Sharma MD     __C. Hecht MD     __A. Gonzalez MD        

	___5620 W. Thunderbird Road Suite D-6 Glendale, AZ 85306
	(602) 298-8346

	___13065 W. Mc Dowell Rd. Building A, Suite103 Avondale, AZ 85392
	(623) 249-2710

	___2175 N. Alma School Road Building C Suite 102 Chandler, AZ 85224
	(480) 361-444

	___15331 W. Bell Road Suite 118 Surprise, AZ 85374
	(623) 266-7737

	___1331 N.7th St.  Suite 170 Phoenix, AZ 85006
	(602) 730-3519

	___ 10250 N. 92nd St. Suite 203 Scottsdale, AZ 85285
	(480) 597-7231


Financial Guarantee

Your insurance company may deny payments for all services rendered.

Reasons of denials could include:  

-Procedures not covered by plan.                                                                                             -Procedures are cosmetic in nature.                                                                                                     -Conservative treatments not tried.                                                                                                       -Pre-Existing condition                                                                                                                     -Procedure is not medically necessary.

It is your responsibility to know your insurance plan benefits and coverage. We provide your insurance verification and benefits to you as a courtesy, but the actual amount you are required to pay may vary.

 Your deductible, co-pays, out-of-pocket, and plan coverage is your responsibility.

________ (Your Initials) By initializing this line and signing below, you accept that you are fully responsible for any payments in the event that your insurance denies payments or pays less than expected.
Ultrasound Payment Policy
Your doctor has recommended an ultrasound of your legs for further evaluation by signing below and initializing here _________ (your initials) I hereby give my full consent to undergo an ultrasound and understand and that this service will be billed to my insurance in two parts. One for the consultation by the doctor and another for the ultrasound and technician fees. I understand that the payment is due in full at the time of the services rendered. I understand that I am responsible for any applicable co-pays, deductible, co-ins and any other fees that are not covered by my insurance.
Privacy Practice

I hereby acknowledge that I have read the above patient privacy notice. I have read the above information and understand it completely. I agree to the information above.

_______________________
______________________

__________________
Patient Name 

            Patient Signature



Date

_______________________         _______________________
__________________
Witness Name


Witness Signature
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