THE VASCULAR AND VEIN LASER CENTER, INC.

1220 North Florence, Claremore, Oklahoma 74017

(918)341-5311
Please complete and sign

Name:
First MI Last
Address: City: State: ZIP:
E-Mail Address: Cell Phone:
Home Phone: (__)- - Work Phone:(__ )- - SS#
Male: Female:_ Martial Status: Date of Birth:
Occupation: Employer:
Address: City: State: Zip:
Referring Physician:
How did you hear about our services:
Reason for visit:
Name of friend or relative:
Phone: Relationship:
HEALTH HISTORY

YES | NO YES | NO
Compression Venous Stasis
Hose Ulcers
Vein High Blood
Treatments Pressure
Chest Pain Smoke cigarettes
Cancer Deep Vein Thrombosis
Diabetes Phlebitis
Surgical Procedures: Date:

Please continue to second page




Reaction or Allergy to medications:

Medications currently taking including any diet pills

I hereby authorize Dr. KYLE HRDLICKA to release to your company or its representative, any
information including the diagnosis and the records of any treatment or examination rendered to me
during the period of such Medical or Surgical care.

I also authorize and request your company to pay directly to the above named doctor, the amount
due me in my pending claim for Basic Medical, Major Medical and/or Surgical treatment or
services, by reason of such treatment or services rendered, upon presentation of the original or
photocopy of this signed authorization.

I understand that today’s Vascular consultation for the evaluation of my
lower extremities for varicose veins is free of charge.

However, if Dr. Hrdlicka feels the need for a Duplex examination of my
lower extremities to diagnose the source of my Varicosities, there will be a
charge and will be billed to my insurance company and subject to

my deductible, and or co-insurance.

| AGREE TO ACCEPT RESPONSIBILITY FOR PAYMENT OF ANY SERVICES WHICH
MAY NOT BE COVERED UNDER THE TERMS OF MEDICARE AND/OR MY HEALTH
INSURANCE BENEFIT PLAN. Signature of Insured/and or Responsible Party:

X Date:




CLAREMORE SURGEONS, INC & THE VASCULAR & VEIN LASER CENTER, INC

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

l, , have read a copy of this office’s Notice of
Privacy Practices.

{Please Print Name}

{Signature}

Date: Patient refused to sign:

PLEASE LIST ANYONE YOU WANT US TO DISCUSS YOUR

DIAGNOSIS/TREATMENT WITH:
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