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New Patient Registration Form
Arizona Vein & Laser Institute

___ Kulbhushan Sharma, MD, FACS, RVT		___ Charles Hecht, MD, FACS
___ Rammohan Marla, MD, FACS			___ Robert Gervais, PA-C

Patient Information
Full Name: ____________________________________________
Date of Birth: ____ / ____ / ______ | Sex: ☐ M ☐ F ☐ Other
Marital Status: ☐ Single ☐ Married ☐ Divorced ☐ Widowed
Social Security #: ____________________________
Primary Language: ___________________________
Preferred Pharmacy (Name & Location): _____________________________
______________________________________________________________
Primary Care Physician: __________________________________________
Referring Physician: _____________________________________________

Contact Information
Home Address: __________________________________________________________
City: ____________________________ | State: ______ | ZIP: ____________________
Phone (Cell): _____________________ | Phone (Home): ________________________
Email Address: __________________________________________________________
Preferred Contact Method: ☐ Phone ☐ Text ☐ Email

Insurance Information
Primary Insurance Company: _______________________________________________
ID Number: ____________________________ | Group Number: __________________
Subscriber Name: ____________________________  DOB: ____ / ____ / ______
Relationship to Patient: ☐ Self ☐ Spouse ☐ Parent ☐ Other: ______________________
Secondary Insurance (if applicable): __________________________________________

Reason for Visit
Primary Symptoms for Visit: ________________________________________________
How long have you had these symptoms:_______________________________________
How do you deal with the symptoms?__________________________________________
Have you worn compression stockings?______ (If yes) For how long?________________
Did they help?_______
What makes your symptoms worse?___________________________________________

Medical History
Do you have a history of any of the following? (Check all that apply)
☐ Varicose Veins ☐ Leg Swelling ☐ Leg Pain ☐ Blood Clots (DVT/PE)
☐ Ulcers or Skin Changes ☐ Spider Veins ☐ Family History of Vein Disease
☐ Other: _____________________________________________________________

Past Surgeries or Procedures: ___________________________________________
Medications (or attach list): ____________________________________________
Allergies: ☐ None ☐ Yes – Please list: ___________________________________
All current/past medical conditions:  _________________________________________
_________________________________________
Any family medical history related to your current issues: ________________________
Have you ever been administered Lidocaine: _____
If yes, how was it administered?______________________ Any adverse reaction?____

Please circle Yes or No to 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


Emergency Contact

Name: ____________________________ Relationship: __________________
Phone: ____________________________

Authorization & Acknowledgement
By signing below, I acknowledge that the above information is accurate to the best of my knowledge. I authorize the release of medical information to my insurance carrier(s) and assign benefits directly to this practice.
Patient Signature: ____________________________________ Date: ____ / ____ / ______
(Or Guardian if patient is a minor)
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