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PATIENT INFORMATION FORM

Patient Name:

PATIENT INFORMATION

(Last, First, MI)

Emergency Contact: Relationship:

Date of Birth: / / Age: Social Security #: - -
Sex: Male Female Marital Status: __ Married ____ Divorced___ Single____Partner
Home Address: City: State: Zip:
Patient Employer/School:
Occupation: Employer Phone #:
PHONE NUMBERS
Home: ( ) Work: ( ) Cell: ( )

Emergency Contact Phone: | )

***PLEASE READ! IMPORTANT NOTICE!***

PLEASE INITIAL EACH

e COPAYMENT: COPAYMENT IS DUE AT THE TIME OF VISIT. THERE ARE NO EXCEPTIONS! PLEASE CHECK WITH YOUR INSURANCE

COMPANY FOR THE CORRECT AMOUNT OF YOUR COPAYMENT.
e FORM COMPLETION:
-ALLOW 5-7 BUSINESS DAYS FOR COMPLETION
-THERE IS A $15.00 FEE FOR EACH FORM
-PATIENT SECTION MUST BE FILLED OUT

initial

-FORMS MAY INCLUDE BUT ARE NOT LIMITED TO, THE FOLLOWING EXAMPLES: DISABILITY FORMS, FMLA, ETC.

initial
e  VASCULAR LAB APPOINTMENTS:

-THERE WILL BE A $25.00 CHARGE FOR EACH VASCULAR LAB TESTING APPOINTMENT NOT CANCELLED WITHIN 24 HOURS

NOTICE.

-YOU MUST ARRIVE 10 MINUTES EARLY FOR YOUR VASCULAR LAB TESTING APPOINTMENT.

initial

s EVLT APPOINTMENTS: THERE WILL BE A $500.00 CHARGE FOR EACH EVLT PROCEDURE NOT CANCELLED WITHIN 24 HOURS NOTICE.

initial

s  LATE APPOINTMENTS: YOU ARE CONSIDERED LATE IF YOU ARRIVE 15 MINUTES PAST YOUR SCHEDULED APPOINTMENT. YOUR

APPOINTMENT WILL BE CANCELLED & RESCHEDULED FOR ANOTHER DAY.
¢  INTERPRETER:

initial

ITIS IMPORTANT THAT YOU UNDERSTAND THE DETAILS OF YOUR MEDICAL TREATMENT. IF YOU ARE UNABLE TO

COMMUNICATE IN THE ENGLISH LANGUAGE, PLEASE MAKE SURE TO BRING AN INTERPRETER TO EACH OF YOUR VISITS.

initial

+ TREATMENT OF STAFF: AT THE DISCRETION OF THE PHYSICIANS, YOU WILL BE DISCHARGED FROM OUR CARE IF YOU ACT IN AN

ABUSIVE MANNER TO THE STAFF. initial

¢  NON-DISCRIMINATORY CLAUSE: LVSA DOES NOT & SHALL NOT DISCRIMINATE ON THE BASIS OF RACE, COLOR, RELIGION, GENDER AGE,
NATIONAL ORIGIN, DISABILITY, MARITAL STATUS, SEXUAL ORIENTATION, OR MILITARY STATUS, IN ANY OF ITS ACTIVITIES OR

OPERATIONS. initial

BY INITIALING EACH POINT, YOU, AS OUR PATIENT, AGREE TO BE AN ACTIVE PARTICIPANT IN YOUR CARE. IN AGREEING TO DO SO YOU

ACKNOWLEDGE AN UNDERSTANDING THAT YOU MAY BE DISCHARGED FROM OUR CARE AT THE DISCRETION OF THE PHYSICIANS IF ANY
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| PATIENT INFORMATION FORM

INSURANCE INFORMATION
***COPIES OF YOUR INSURANCE CARD(S) IS REQUIRED; AS WELL AS A PICTURE ID.***

PRIMARY INSURANCE

Name of Insurance Company: Insurance Phone #:
1.D #: Group #:
Policyholder Name: Relationship to patient:

Who is financially responsible for this hill?

SECONDARY INSURANCE

Name of Insurance Company: Insurance Phone #:
1.D #: Group #:

Policyholder Name: Relationship to patient:

Who is financially responsible for this bill?

FINANCIAL AGREEMENT

. I HEREBY AUTHORIZE TREATMENT OF THE PERSON SIGNING BELOW BY LAS VEGAS
SURGICAL ASSOCIATES.
. I authorize Las Vegas Surgical Associates to release to my insurance company(s) any information including the

diagnosis and record of any treatment or examination rendered to me during my care. | request that payment of
authorized Medicare or private insurance benefits be made on my behalf to Las Vegas Surgical Associates for
any services furnished me.

. Should there be insurance benefits available, I accept full responsibility for all my bills incurred.
I/We agree to pay all collection expenses Las Vegas Surgical Associates may incur in collection our delinquent
balance, plus $25.00 returned check fee, attorney’s fees, court costs, filing fees, including charges or
commissions that may be assess by any collection agency retained to pursue this matter. Collection Fees will be
40% for Regular Collections & 50% for Legal Collections or Forwards, which may be as much as twice the
original principal balance owing. Patient further agrees to pay interest rate of 2% per month, 24% per year from
the first date the account becomes delinquent.

. Credit information must be used for permissible purposes only. Unauthorized access is a crime and may result
in criminal prosecution. Customers are required to retain supporting documentation for each transaction.
. H.LP.P.A. COMPLIANCE: Our Office, Staff and Associates are conversant with and abide by the Rules,

Regulations and Statutes relevant to the protocols of law regarding the Federal Law Governing the Protection of
Individual consumer privacy.

] PRIVACY POLICY: We do not share “*Non Public Information™ with any “Third Parties or Entitties™ All
information provided shall be kept confidential.

I/'WE CERTIFY WE HAVE READ AND UNDERSTAND ALL THE INFORMATION PROVIDED.

I/'WE CERTIFY THE INFORMATION PROVIDED IS TRUE AND CORRECT TO THE BEST OF MY/OUR
KNOWLEDGE.

SIGNATURE OF RESPONSIBLE PARTY SOCIAL SECURITY # DATE
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| PATIENT INFORMATION FORM

CONSENT & ACKNOWLEDGEMENT FOR TREATMENT

L l, , understand that as part of my health care, Las Vegas Surgical Associates
(patient name)

originates & maintains paper and/or electronic records describing my health history, symptoms, examination
& test results, diagnosis, treatment, & any plans for future care or treatment. | understand this information
serves as:

- A basis for planning my care & treatment.

- A means of communication among the many health professionals who contribute to my care.

- Asource of information for applying my diagnosis & surgical information to my bill.

- A means by which a 3 party payer can verify that services billed were actually provided.

- Atool for routine healthcare operations such as assessing quality & reviewing the competence of healthcare

professionals.

. | authorize Las Vegas Surgical Associates to obtain Protected Health Information to use & disclose for the
means of planning my medical care & treatment. Patient Initials

. | wish to have the following restrictions to the use or disclosure of my health information:

° | hereby authorize treatment of the person named above by the Las Vegas Surgical Associates | give the Las
Vegas Surgical Associates authorization to disclose to the following individual’s information regarding my
treatment.

NAME: RELATIONSHIP:
NAME: RELATIONSHIP:

. | give my consent for a representative of the office of the Las Vegas Surgical Associates to speak to an

interpreter on my behalf. Patient Initials

| fully understand & accept the terms of this consent.

Signature: Date:

| decline the terms of this consent.

Signature: Date:

IF PATIENT IS A MINOR

Legal Guardian Name: Relationship:

Home Address:

Phone #:
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MEDICATION POLICY

PATIENT NAME:

(PRINT NAME: LAST, FIRST, Ml)

If you are prescribed medication during your care and treatment, there are several guide-lines which you must follow:

|.  The medication given to you should be taken as prescribed by your doctor. The medications may not be used for any other purposes than that for
which they were given to you. These medications may not be given nor sold to any other individual.

2. You will be given a specific amount of medication to last a specific length of time. You must keep track of your medications to make sure you do
not run out before the specified time. It is your responsibility to have follow-up appointments scheduled far enough in advance so you do not run
out of medication.

3. Requests for medication refills will only be considered during regular office hours (9:00 a.m. to 4:00 p.m.). No refills will be given after regular
office hours, on weekends, or on holidays. In addition , please be advised: No request for any refills are processed on Friday afternoons.

4. Requests for medication refills should be called to your pharmacy who will in turn call our office. Please allow 48 hours for this procedure. If you
have not had a follow-up appoint-ment for some time, your refill will need to be reviewed by your physician and may not be refilled until you have
been seen again.

5. No new refills or medications will be given if you have not been seen for three (3) months. It is your responsibility to make a follow-up
appointment with your doctor.

6. If you call for medication or refills outside of regular office hours, you will be instructed to go to the emergency room. There you will be evaluated
by an emergency room physician who will decide whether or not to refill your medication. Emergency department policy regarding medication
refills is typically very strict, and there is no guarantee that you will get your refill. If the emergency department is busy, you may have to wait a
long period of time to be seen,

7. While under the doctor’s care, all pain medications will be given at the doctor’s discretion. If you have received pain medications from another
doctor, please notify us. Breaking these rules may be grounds for termination of your treatment.

8. Signing below indicates you understand and accept the rules outlined above regarding your pain medications.

Signature: Date:

WHAT MEDICATIONS ARE YOU CURRENTLY TAKI.IE?
MEDICATION DOSAGE MEDICATION DOSAGE

—  ———— —————— —— —— —————— ———— —  — —————
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PATIENT QUESTIONNAIRE FORM

(PLEASE FILL OUT FORM COMPLETELY)

PATIENT NAME:

**IMPORTANT"*

PAST MEDICAL HISTORY/ SOCIAL HISTORY
PAST MEDICAL HISTORY

DOB:

SOCIAL HISTORY

IMPORTANT

WHO REFERRED YOU? /REFERRING DOCTOR:

BLOOD DISORDERS

SOCIAL HISTORY UNCHANGED

CAD

ALCOHOL USE

Dr. TYPE:
**PHARMACY INFORMATION***

ANGINA PECTORIS

CAFFEINE USE

DIABETES MELLITUS

DRUG USE (RECREATIONAL)

NAME:

RENAL DISORDERS

PHONE #:

CHF

ADDRESS:

COPD

PAST MEDICAL/ SURGICAL HISTORY

PERIPHERAL VASCULAR DISEASE

NOTE:

HYPERLIPIDEMIA

FAMILY HISTORY

ETHNICITY:

HYPERTENSION

NOTE:

DEEP VEIN THROMBOSIS

SOCIAL HISTORY

LANGUAGE:

LIST ALL ALLERGIES:

PRESCRIPTION COMPRESSION
STOCKINGS

THROMBOPHLEBITIS

NOTE:

SMOKING STATUS

IODINE? YES or NO

ELEVATION OF EXTREMITY

CURRENT EVERYDAY SMOKER

ANALGESICS (PAIN
MEDICATIONS)

FORMER SMOKER

PULMONARY DISEASE

NEVER SMOKER

CANCER

UNKNOWN IF EVER SMOKED

MATERNAL HISTORY

BLEEDING
FAMILY HISTORY
PATERNAL HISTORY

OTHER FAMILY HISTORY

NO SIGNIFICANT MATERNAL HISTORY

NO SIGNIFICANT PATERNAL HISTORY

NO SIGNIFICANT FAMILY HISTORY

(_ )NO FAMILY HISTORY UNCHANGED

( JNO FAMILY HISTORY UNCHANGED

( )NO FAMILY HISTORY UNCHANGED

THROMBOEMBOLIC DISEASE

THROMBOEMBOLIC DISEASE

THROMBOEMBOLIC DISEASE

COAGULATION DEFECTS

COAGULATION DEFECTS

COAGULATION DEFECTS

HYPERLIPIDEMIA

HYPERLIPIDEMIA

HYPERLIPIDEMIA

CORONARY ARTERY DISEASE

CORONARY ARTERY DISEASE

CORONARY ARTERY DISEASE

COPD

COPD

COPD

PVD

PVD

PVD

VARICOSE VEINS

VARICOSE VEINS

VARICOSE VEINS

VENOQUS LIGATION WITH STRIPPING

VENOUS LIGATION WITH STRIPPING

VENOUS LIGATION WITH STRIPPING

DIABETES MELLITUS

DIABETES MELLITUS

DIABETES MELLITUS

HYPERTENSION (SYSTEMIC)

DATE OF TEST

BREAST CANCER SCREENING WOMEN;

HYPERTENSION (SYSTEMIC)
CANCER SCREENING

MAMMOGRAM SCREENING

WOMEN 42-69 YEARS OLD

[ DATEOFTEST |

| HYPERTENSION (SYSTEMIC)

" CERVICAL CANCER SCREENING WOMEN:
23-64 YEARS OLD

HISTORY OF CERVICAL PAP SMEAR

MAMMOGRAM SCREENING BILATERAL

BILATERAL MAMMOGRAM

COLONOSCOPY SCREENING

MAMMOGRAM SCREENING FOR HIGH-RISK PATIENT

COLONOSCOPY (FIBEROPTIC)

MAMMOGRAM UNILATERAL LEFT

MAMMOGRAM UNILATERAL RIGH

T

MAMMOGRAM UNILATERAL
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Peter A. Caravella, MD FACS
Eddy H. Luh, MD FACS
Anne O'Neill, MD FACS FRCS
Yogesh K. Patel, MD FACS
Damon T. Schroer, MD

Angel Wenger, PA-C

8930 W. Sunset Rd. #300 Las Vegas, NV 89148

Tel (702) 258-7788

PATIENT QUESTIONNAIRE FORM

Fax (702) 258-7787

PATIENT NAME: DOB:
SURGICAL HISTORY
MUSCULOSKELETAL RESPIRATORY FEMALE
BACK SURGERY LUNG SURGERY BREAST SURGERY
HIP REPLACEMENT TONSILLECTOMY/ ADENOIDECTOMY HYSTERECTOMY
KNEE REPLACEMENT TUBAL LIGATION
ROTATOR CUFF REPAIR THYROID CESAREAN SECTION
RADIATION OF THE THYROID
Gl THYROID SURGERY MALE
APPENDECTOMY PROSTATE SURGERY
GALLBLADDER SURGERY CARDIAC
HERNIA REPAIR HEART VALVE REPLACEMENT VASCULAR
UPPER EGD CABG CRANIOTOMY
COLONOSCOPY CARDIAC CATHETERIZATION TEMPORAL ARTERY BIOPSY
SIGMOIDOSCOPY CARDIAC PACEMAKER CAROTID ENDARTERECTOMY
COLECTOMY CARDIOVERTER-DEFIBRILLATOR CATARACT SURGERY
COLOSTOMY AORTA ANEURYSM
ILEOSTOMY G.U. AORTA BYPASS
HEMORRHOIDECTOMY NEPHRECTOMY LEG BYPASS
LITHOTRIPSY DIALYSIS FISTULA or GRAFT
PAST SURGICAL HISTORY VEIN STRIPPING
NOTE: VEIN PHLEBECTOMY
VEIN ABLATION
SCLEROTHERAPY
COUNSELING/ EDUCATION
YES BMI SCREENING AND FOLLOW-UP YES NO TOBACCO USE: SCREENING AND CESSATION INTERVENTION

If BMI in Vitals are NORMAL nothing further is needed. If BMI
abnormal, then choose from the following findings.

If patient does not use tobacco, mark (NO) to Tobacco Use and NOTHING
further is needed. If patient uses tobacco then choose from the following

findings.
LOSE WEIGHT TOBACCO USE
CONSULT TO REGISTERED DIETICIAN INTERVENTION AND COUNSELING ON CESSATION OF TOBACCO
WEIGHT LOSS DIET INTERVENTION AND COUNSELING CESSATION OF TOBACCO USE 3-10
MINUTES
CONSULT TO A NUTRITIONIST INTERVENTION AND COUNSELING CESSATION OF TOBACCO USE
GREATER THAN 10 MINUTES
LOSE WEIGHT
PATIENT EDUCATION-DIETARY MARK (NO) IF NO ASSESSMENT, THEN SELECT REASON
# PATIENT GOALS-DECREASE WEIGHTBY ( JNO | ( ) PATIENT REFUSED
ANTICIPATORY GUIDANCE: CONCERNS ABOUT EXERCISE () CONTRAINDICATED
() SYSTEMREASON
MARK (NO) IF NO TEST WAS PERFORMED AND THEN PATIENT EDUCATION
SELECT REASON
(JNO | () PATIENT REFUSED EDUCATION AND INSTRUCTIONS
( ) CONTRAINDICATED INSTRUCTIONS FOR PATIENT
( ) SYSTEMREASON EDUCATION AND COUNSELING
OFFHFE USE ONLY:
HEIGHT: BLOOD PRESSURE:
WEIGHT: PULSE:




