PATIENT HISTORY

DATE______________________ PATIENT’S NAME ______________________________________________________________     

DATE OF BIRTH_____________________________ HOME PHONE________________________________________________

FAMILY DR._______________________________________ REFERRING DR.________________________________________

REASON FOR VISIT________________________________________________________________________________________

EMAIL_______________________________________________________HEIGHT_____________  WEIGHT_______________

HOW DID YOU HEAR ABOUT OUR OFFICE__________________________________________________________________

SURGERIES:  YES or NO (if yes, please complete table below)
	SURGERY DATE
	TYPE OF SURGERY

	

	

	

	

	

	

	

	

	

	



ILLNESSES:  YES or NO (if yes, please complete table below)
	DATE
	ILLNESS
	HOSPITAL STAY?

	

	
	

	

	
	



ALLERGIES AND MEDICATIONS

PLEASE LIST ANY ALLERGIES(medication, food or environmental)  If none – please mark NONE:
· 
·                                                                                                                            
· 

DO YOU TAKE PRESCRIPTION MEDICATION?  YES or NO
	MEDICATION
	DOSAGE
	FREQUENCY

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	



DO YOU TAKE OVER THE COUNTER OR HERBAL MEDICATIONS ON A REGULAR BASIS?  YES or NO
	MEDICATION
	DOSAGE
	FREQUENCY OF USE

	

	
	

	

	
	




DO YOU USE STREET DRUGS?  YES or NO *if yes, please inform the doctor.



PATIENT NAME: ______________________________________________               DOB: ______________________

SOCIAL HISTORY (please circle all that apply/answer questions or give date as needed)


Do you exercise?   Yes  or  No          If so, what type of exercise do you do?_______________________

Do you use alcohol?  Yes  or  No          If yes, how many drinks per day?___________________

How many years did you drink?____________     Quit Date?____________________________

Do you smoke or use tobacco products?  Yes  or No        If yes, how many packs per day?__________

How many years did you smoke or use tobacco?___________    Quit Date?_________________

Do you drink caffeinated beverages?  Yes  or  No      If yes, how many caffeinated drinks per day?______


PAST MEDICAL HISTORY (please check all that apply)


	Anemia
	Low Blood Pressure
	Aneurysm(Where?)

	Arthritis
	Kidney Problems
	Cancer (Type?)

	Asthma
	Blocked Blood Vessels
	Shortness of Breath

	Bleeding or Clotting Problems
	Phlebitis/Cellulitis
	Weakness of arm or leg

	Diabetes
	HIV/AIDS
	Swelling of ankles or legs

	GI Disorder/Stomach Problems 
	Seizures
	Chest Pain

	Eye Problems
	Stroke/TIA
	Ringing in Ears

	Heart Attack
	Thyroid Disease
	Leg Pain

	High Cholesterol
	Back Pain
	Exercise Regularly

	High Blood 
Pressure
	Hepatitis
	Dizziness



FAMILY HISTORY

	Put an X in the box for all that apply
	MOTHER
	FATHER
	SISTERS
	BROTHERS

	Abdominal Aneurysm
	
	
	
	

	Bleeding Problems
	
	
	
	

	Blood Clots
	
	
	
	

	Cancer/what type?
	
	
	
	

	Diabetes
	
	
	
	

	Heart Disease
	
	
	
	

	High Blood Pressure
	
	
	
	

	Smoking History
	
	
	
	

	Stroke/TIA
	
	
	
	

	Vascular Disease
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Tallahassee, FL 32308
Telephone:  (850)877-8539  Fax:  (850)877-6674

FINANCIAL POLICY


Your health insurance claims will be filed by our office.  If you do not have a secondary/supplemental insurance policy, you will be responsible for the balance due on your account after your primary insurance has paid.  We do not file miscellaneous policies such as cancer, hospital, indemnity policies etc…, but we will gladly provide you, upon your request, the information necessary for you to file these claims.  We have adopted the following Financial Policy in an effort to keep our costs down and still provide high quality medical care to our patients.

Co-payments are due at the time of your visit.  Cash, check, Visa, MasterCard are all accepted forms of payment.  

If your insurance requires authorization/referral for your office visit, it is your responsibility to obtain this prior to your visit.  Our office personnel will obtain pre-certification for any surgical and/or interventional procedures that you may require.  

For elective procedures payment of any copayment, deductible or amount deemed not covered by insurance is expected at the time of service.


Payment in full for vein procedures deemed cosmetic is required at the time of service.


ALL outstanding patient balances, whether current or past due must be paid in full prior to scheduling any appointment or procedure.


Insurance balances will be billed for 90 days.  If your carrier does not pay within 90 days, you may be billed and responsible for payment.


Any personal balance will be billed for 30 days.  Monthly payments are expected for us to carry your balance.  Accounts with no monthly payment activity may be forwarded to the credit bureau for collection.  Should your account be turned over to the credit bureau, you will be held responsible for all fees incurred by our office to pursue collection action.


Per Rule 64B8-10.003, Florida Administrative Code, we reserve the right to collect reasonable costs of reproducing copies of written or typed documents or reports.  These costs shall be no more than $1 per page for the first 25 pages and 25 cents for each additional page.  
Reasonable costs of reproducing x-rays, and such other special kinds of records shall be the actual costs.


If you have questions concerning our financial policy, fees, financial assistance or would like to make payment arrangements, please speak with one of our billing staff or our office manager.
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Effective as of April/14/2003
VASCULAR SURGERY ASSOCIATES
2631 Centennial Blvd, Suite 100, Tallahassee, FL 32308
(850)877-8539

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  
PLEASE REVIEW IT CAREFULLY. 

This Notice of Privacy Practices is NOT an authorization. This Notice of Privacy Practices describes how we, our Business Associates and their subcontractors,  may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also describes your rights to access and control your protected health information. “Protected Health Information” is information about you, including demographic information, that may identify you and that relates to your past, present or future physical or mental health condition and related health care services. 

USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION
Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician’s practice, and any other use required by law. 
Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services. This includes the coordination or management of your health care with a third party.  For example, your protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat you.
Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission. 
Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business activities of your physician’s practice. These activities include, but are not limited to, quality assessment, employee review, training of medical students, licensing and conducting or arranging for other business activities. For example, we may disclose your protected health information to medical school students that see patients at our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may also call you by name in the waiting room when your physician is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment, and inform you about treatment alternatives or other health-related benefits and services that may be of interest to you. 
We may use or disclose your protected health information in the following situations without your authorization. These situations include: as required by law, public health issues as required by law, communicable diseases, health oversight, abuse or neglect, food and drug administration requirements, legal proceedings, law enforcement, coroners, funeral directors, organ donation, research, criminal activity, military activity and national security, workers’ compensation, inmates, and other required uses and disclosures.  Under the law, we must make disclosures to you upon your request. Under the law, we must also disclose your protected health information when required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the requirements under Section 164.500.                                                                                                                                                                                                                       

USES AND DISCLOSURES THAT REQUIRE YOUR AUTHORIZATION
Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or opportunity to object unless required by law. Without your authorization, we are expressly prohibited to use or disclose your protected health information for marketing purposes. We may not sell your protected health information without your authorization. We may not use or disclose most psychotherapy notes contained in your protected health information. We will not use or disclose any of your protected health information that contains genetic information that will be used for underwriting purposes.
You may revoke the authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.
YOUR RIGHTS 
The following are statements of your rights with respect to your protected health information. 
You have the right to inspect and copy your protected health information (fees may apply) – Pursuant to your written request, you have the right to inspect or copy your protected health information whether in paper or electronic format. Under federal law, however, you may not inspect or copy the following records:  Psychotherapy notes, information compiled in reasonable anticipation of, or used in, a civil, criminal, or administrative action or proceeding, protected health information restricted by law, information that is related to medical research in which you have agreed to participate, information whose disclosure may result in harm or injury to you or to another person, or information that was obtained under a promise of confidentiality.
You have the right to request a restriction of your protected health information – This means you may ask us not to use or disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations. You may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction to apply.  Your physician is not required to agree to your requested restriction except if you request that the physician not disclose protected health information to your health plan with respect to healthcare for which you have paid in full out of pocket.
You have the right to request to receive confidential communications – You have the right to request confidential communication from us by alternative means or at an alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice alternatively i.e. electronically. 
You have the right to request an amendment to your protected health information – If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. 
You have the right to receive an accounting of certain disclosures – You have the right to receive an accounting of disclosures, paper or electronic, except for disclosures: pursuant to an authorization, for purposes of treatment, payment, healthcare operations; required by law, that occurred prior to April 14, 2003, or six years prior to the date of the request.
You have the right to receive notice of a breach – We will notify you if your unsecured protected health information has been breached.
 You have the right to obtain a paper copy of this notice from us even if you have agreed to receive the notice electronically.  We reserve the right to change the terms of this notice and we will notify you of such changes on the following appointment.  We will also make available copies of our new notice if you wish to obtain one. 
COMPLAINTS 
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by notifying our Compliance Officer of your complaint. We will not retaliate against you for filing a complaint. 






We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to protected health information.   We are also required to abide by the terms of the notice currently in effect.  If you have any questions in reference to this form, please ask to speak with our HIPAA Compliance Officer in person or by phone at our main phone number.  You will be asked to sign acknowledgement of receipt of our HIPAA Privacy and Security policies upon your initial appointment with our office. Please note that by signing the Acknowledgment form you are only acknowledging that you have received or been given the opportunity to receive a copy of our Notice of Privacy Practices.			                                  							                                                                           Provided By HCSI
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