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PATIENT INTAKE FORMS
PATIENT INFORMATION
Patient’s Legal Name: (Last) ___________________________ (First) ___________________________________ (MI)________
Date of Birth: _______________________________ SSN: _____________________________
Address: __________________________________________________ City, State, ZIP: __________________________________
Home Phone: ___________________________ Cell Phone: __________________________ Work:_______________________ 
E-mail Address: ____________________________________________ Occupation/Employer: ___________________________
Gender: ☐ Male    ☐ Female    
Preferred Language: 	☐ English 	☐ Spanish	☐ Other: __________________

RESPONSIBLE PARTY INFORMATION 
Responsible Party:	☐ Self		☐ Guarantor	 
Responsible Party Name (if not self): (Last) _________________________ (First) ________________________ (MI) ______
Date of Birth (mm/dd/yyyy) ___________________________________ Gender:  	☐ Male   	☐ Female    
SSN: ______________________________________________ Phone Number: _________________________________
Address: 	☐ Same as patient
☐ Different: ______________________________________________________________________________

INSURANCE INFORMATION: 
Provide your insurance card(s) (primary, secondary, etc.) to the front desk staff at check-in
Primary Insurance Name _____________________Member/Subscriber ID: _______________________________ Group #: ____________
Secondary Insurance Name _______________________Member/Subscriber ID: _______________________________ 

EMERGENCY CONTACT INFORMATION
Name: (Last) ______________________________ (First) ____________________________ (MI)________
Phone Number: _____________________________________ Relationship to Patient: _______________________________ 	
Address: ___________________________________________________ City, State, ZIP: _________________________________

PHARMACY INFORMATION
Name: _______________________________________________________ Phone: ______________________________________
Address: __________________________________________________________________________________________________
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Patient Name: _________________________________________________________ DOB: ___________________ 

HEALTH HISTORY

Reason for visit today: ____________________________________Height: ___________ Weight: _____________

Medication History
Medication Name
Dosage
How do you take this medication?
















Allergies to medications: ☐ No		☐ Yes: ___________________________________________________

Medical History (list all medical conditions)
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

Surgical History (please include date of surgery)
Previous Surgery
Date
Performed by













Family Medical History
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

Social History
Do you currently smoke? 	☐ Yes	☐ No		If yes, how many packs per day? ____________________ 
Have you ever smoked? 	☐ Yes	☐ No		If yes, when did you quit? ___________________________
Do you consume alcohol?	☐ Yes	☐ No		If yes, how many drinks per week? __________________
Do you or have you ever used the following in the last three months?
☐ Marijuana	☐ Cocaine	☐ Heroin	☐ Crack	☐ Methamphetamine
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Patient Name: __________________________________________________ DOB: ______________________


PATIENT CARE TEAM
(Please provide first and last names)

PRIMARY CARE PHYSICIAN: ___________________________________________ ☐ N/A

CARDIOLOGIST: ______________________________________________________ ☐ N/A

NEPHROLOGIST: _____________________________________________________ ☐ N/A

WOUND CARE: _______________________________________________________ ☐ N/A

PODIATRIST: __________________________________________________________ ☐ N/A

DIALYSIS CENTER (if applicable): ________________________________________ ☐ N/A

OTHERS: ___________________________________________________________________


How did you hear about us? (Check all that apply)
☐ Referred by a physician: _____________________________________________________
☐ Referred by a former/current patient: _________________________________________
☐ Referred by other healthcare facility: _________________________________________
☐ Referred by Dialysis Center: _________________________________________________
☐ Insurance network: _________________________________________________________
☐ Internet Search	☐ Facebook	☐ Instagram	☐ Friend/Family	
☐ Other: __________________________________________
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Patient Name: _________________________________________________________ DOB: ___________________ 

FINANCIAL RESPONSIBILITY AND MISSED APPOINTMENTS POLICY
1. Proof of Insurance. I understand that I must complete the patient registration form before having an exam and furnish a copy of my identification and valid insurance card.
2. Co-payments and Deductibles. I understand that all co-payments and deductibles must be paid at the time of service. This arrangement is part of my contract with my insurance company. I understand that partial payments will not be accepted unless otherwise negotiated.
3. Coverage Changes. I agree to promptly notify the office of any changes in my health insurance plan and/or coverage including changes to my address and/or phone number. I agree to promptly notify the office if the Primary Care Provider listed on my HMO health insurance policy changes. Prior authorization rules are different for different insurances and cannot be obtained after a service has been rendered. I understand that failure to inform the office of changes in my insurance before the service is rendered will make me fully responsible for the entire bill. It is my responsibility to make sure my health insurance is current and active. If my insurance becomes inactive on the date of service, I am responsible to pay for the services rendered.  
4. Returned checks. I understand that returned checks are subject to a $25 service charge. This service charge is not covered by my health insurance and is my direct responsibility.
5. Non-Payment. I understand that my account is considered past due if no payment is made within 60 days of the initial patient statement date. I understand that all accounts over 60 days past due will be forwarded to a collection agency. 
6. Missed Appointments. I understand that it is my responsibility to schedule and plan my appointments conscientiously. Scheduled vein ablation procedures should be cancelled or rescheduled at least 48 business hours in advance, and scheduled surgeries or procedures performed in the hospital should be cancelled or rescheduled at least 72 business hours in advance. I understand that if I am unable to cancel or rescheduled my appointments in accordance with this, I will be charged $100 as a missed appointment fee. This is not covered by my insurance, and I am directly responsible to pay it. 
7. Self-pay Patients. I understand that I will be responsible for all charges related to the services provided to me by Vascular Surgeons of Houston. I understand that charges presented are due in full prior to service being provided
a. For services provided in office. Payment in full is due at the time of service. 
b. For services provided in hospital. Payment in full is due 2 days prior to service date. I understand that if I fail to pay for my procedure in a timely fashion, my surgery or procedure may be cancelled for non-payment.
8. A photocopy of this consent shall be considered as valid as the original.
I certify that I have read and fully understand the above statements and consent fully and voluntarily to its contents. 
Patient/Representative Signature: ____________________________ Date: ________________

If you are not the Patient, please identify your Relationship to the Patient
☐ Spouse 
☐ Parent
☐ Legal Guardian
☐ Guarantor
☐ Healthcare Power of Attorney
☐ Other (specify): _____________
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Patient Name: _________________________________________________________ DOB: ___________________ 


PATIENT CONSENT FOR FINANCIAL COMMUNICATIONS

1. Financial Agreement. 
· I acknowledge, that as a courtesy, Vascular Surgeons of Houston may bill my insurance company for services provided to me. 
· I agree to pay for services that are not covered or covered charges not paid in full including, but not limited to, any co-payment, co-insurance and/or deductible or charges not covered by insurance.
2. Third Party Collection. I acknowledge that Vascular Surgeons of Houston may utilize the services of a third-party business associate or affiliated entity as an extended business office (“EBO Servicer”) for medical account billing and servicing.  
3. Assignment of Benefits. I hereby assign to Vascular Surgeons of Houston any insurance or other third-party benefits available for health care services provided to me. I understand Vascular Surgeons of Houston has the right to refuse or accept assignment of such benefits. If these benefits are not assigned to Vascular Surgeons of Houston, I agree to forward all health insurance or third-party payments that I receive for services rendered to me immediately upon receipt. 
4. Medicare Patient Certification and Assigned of Benefit. I certify that any information I provide, if any, in applying for payment under Title XVIII (“Medicare”) or Title XIX (“Medicaid”) of the Social Security Act is correct. I request payment of authorized benefits to be made on my behalf to Vascular Surgeons of Houston by the Medicare or Medicaid program. 
5. Consent to Telephone Calls for Financial Communications. I agree that, for Vascular Surgeons of Houston or Extended Business Office (EBO) Servicers and collection agents to service my account or to collect any amounts that I may owe, I expressly agree and consent that Vascular Surgeons of Houston or EBO Servicer and collection agents may contact me by telephone at any telephone number, without limitation or wireless. I have provided or Vascular Surgeons of Houston or EBO Servicer and collection agents have obtained or, at any phone number forwarded or transferred from that number, regarding the services rendered, or my related financial obligations. Methods of contact may include using pre-recorded/artificial voice messages and/or use of an automatic dialing device as applicable. 
6. A photocopy of this consent shall be considered as valid as the original.

I certify that I have read and fully understand the above statements and consent fully and voluntarily to its contents. 
Patient/Representative Signature: ____________________________ Date: ________________

If you are not the Patient, please identify your Relationship to the Patient
☐ Spouse 
☐ Parent
☐ Legal Guardian
☐ Guarantor
☐ Healthcare Power of Attorney
☐ Other (specify): _____________
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Patient Name: _________________________________________________________ DOB: ___________________ 





GENERAL CONSENT FOR CARE AND TREATMENT CONSENT

TO THE PATIENT: You have the right, as a patient, to be informed about your condition and the recommended surgical, medical or diagnostic procedure to be used so that you may make the decision whether or not to undergo any suggested treatment or procedure after knowing the risks and hazards involved. At this point in your care, no specific treatment plan has been recommended. This consent form is simply an effort to obtain your permission to perform the evaluation necessary to identify the appropriate treatment and/or procedure for any identified condition(s).

This consent provides us with your permission to perform reasonable and necessary medical examinations, testing and treatment. By signing below, you are indicating that (1) you intend that this consent is continuing in nature even after a specific diagnosis has been made and treatment recommended and (2) you consent to treatment at this office or any other satellite office under common ownership. The consent will remain fully effective until it is revoked in writing. You have the right at any time to discontinue services. 

You have the right to discuss the treatment plan with your physician about the purpose, potential risks and benefits of any test ordered for you. If you have any concerns regarding any test or treatment recommended by your health care provider, we encourage you to ask questions. I voluntarily request a physician, and/or mid-level provider (nurse practitioner, physician assistant, or clinical nurse specialist), and other health care providers or the designees as deemed necessary, to perform reasonable and necessary medical examination, testing and treatment for the condition which has brought me to seek additional consent forms prior to test(s) and/or procedure(s). 

I certify that I have read and fully understand the above statements and consent fully and voluntarily to its contents. 

[bookmark: _Hlk183444156]Patient/Representative Signature: ____________________________ Date: ________________
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PATIENT HIPAA ACKNOWLEDGMENT AND CONSENT FORM

Patient Name: _____________________________________________________ DOB: ________________________


Notice of Privacy Practice
I acknowledge that I have received the Notice of Privacy Practice, which describes the ways in which the practice/clinic may use and disclose my healthcare information for its treatment, payment, healthcare operations and other described and permitted uses and disclosures. I understand that I may contact the Privacy Officer designated on the notice if I have a question or complaint. I understand that this information may be disclosed electronically by the Provider and/or Provider’s business associates. To the extent permitted by the law, I consent to the use and disclosure of my information for the purposes described in the Notice of Privacy Practice.

Consent to Email, Cellular Telephone or Text Usage for Appointment Reminders and Other Healthcare Communications
Some messages relevant to your visit may be sent regardless of explicit consent, including instructions or communications directly related to your care. These instructions may include, but not be limited to post-procedure instructions, follow-up instructions, educational information and prescription information. For other types of communications, I consent to receiving, by telephone call, text number or text address I have provided in my patient record. I also consent to receiving such communications to any email, text address or telephone number forwarded or transferred from that address or telephone number. Other healthcare communications may include, but are not limited to, healthcare communications to family or designated representatives regarding my treatment or condition, reminder messages to me regarding appointments for medical care, communications regarding insurance or billing or requests for feedback about my visit via satisfaction surveys and/or public-facing reviews. I authorize and acknowledge that these instructions and other communications may be transmitted using an automated system for the selection or dialing of telephone numbers of the playing of prerecorded messages and may be made by the practice/clinic or someone calling on their behalf even if my phone number is listed on any federal or state “do not call” registry. To the extent these instructions and other communications could be deemed telephonic sales calls, solicitations or advertisements, I consent to receiving them. I understand that I am not required to consent directly or indirectly to communications to receive healthcare services. 
Note: This location uses an Electronic Health Record that will update all your demographics and consents to the information that you just provided. Please note this information will also be updated for your convenience to all our affiliated locations that share an electronic health record in which you have a relationship. My consent to access the location’s Electronic Health Record’s Patient Portal shall be considered separate and apart from the consent in this form (section: Consent to Email, Cellular Telephone or Text Usage for Appointment Reminders and Other Healthcare Communications).

Disclosures to Friends and/or Family Members
☐ Yes, I give permission for my Protected Health Information to be disclosed for purposes of communicating 
      results, findings and care decisions to the individuals listed below	

Name
Relationship
Contact Number
1



2



3



Patient/Representative may revoke or modify this specific authorization, and that revocation or modification must be in writing.
 
☐ No, I DO NOT give permission for my Protected Health Information to be disclosed to other individuals

Patient/Representative Signature: ____________________________ Date: ________________
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