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Patient Information
Name (Last, First): _________________ DOB: _____________ Age: _____
Address: ______________________________________________________
City & Zip Code: __________________Email:_______________________
Phone number: ​​​​​​​​​​​​​__________________ Occupation: ____________________
Gender: __ Marital status (S/M/D/W):__ Partner’s Occupation: __________
How did you hear about us? Doctor __________ Relative/Friend _________
Magazine_______________ Newspaper _____________ Internet _______ 
Primary Insurance (Please allow us to make a copy of your card):

Company: ​​​​​​​​​​​​​​​​______________________________    
     Group #: __________

Subscriber #: _______   Name of subscriber if not you: _________________
Subscriber SSN: _____________________________ Subscr DOB: _______
I certify that I have coverage under the above named insurance carrier, and authorize the San Diego Vein Institute (SDVI) to submit any patient information in order to obtain insurance reimbursement. I assign to SDVI all insurance payments for medical services rendered, and understand that SDVI will reimburse me if I have no remaining balance due. I also am aware that there is a $150 fee if I give SDVI less than a full business days’ notice prior to an appointment cancellation.  
Patient Signature: ________________________________ Date: _________
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                Medical   History

Patient name: _________________________ Height: _____________ Weight: ________

Medical conditions:



       

__________________________________________________________________

_________________________________
__________________________________________________________________

_________________________________
Number of pregnancies and live births____________________________________

	Medications and Herbals (incl date begun)
	Dosage and Frequency

	
	

	
	

	
	


Do you take Minocycline? _____________________________________________

Allergies? If yes, what happens? ________________________________________
	Previous Vein Treatments (Location & Date)
	Outcome

	
	

	
	

	
	


Is there any family history of Varicose Veins? ________________________________
If you have symptoms (aching heaviness, swelling, restless legs) due to your veins, please tell us so we can give you an additional form.  This will help us in providing you with the best medical care.  We thank you for taking the time to answer them.

