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Patient Information (Please Print) Today’s Date

Name

Last First M. 1.

Mailing Address

Home Phone () Work Phone_ ) Cell Phone ()
Date of Birth / / SSN_____ Age Sex Marital Status
Language Race Ethnicity

Email Address.

INSURANCE POLICY HOLDER (if different from patient)

Name

Last First M. L
Mailing Address

Home Phone () Work Phone ( ) SSN

Date of Birth — Age____ Sex______ Marital Status

INSURANCE INFORMATION (Please present insurance card at time of check in.)

Primary Insurance Name Secondary Insurance Name

Name of Insured Name of Insured

Date of Birth of Insured Date of Birth of Insured

Insured’s ID # Insured’s ID #

Relationship of patient to the insured _—__________ Relationship of patient to the insured

Pharmacy of Choice Phone )
(Name) (Location/City)

In case of Emergency, who should be notified? Phone )

Primary Care Physician

Referral Source OPhysician oTVv oRadio Olnternet

oBillboard ~ oMagazine oOther

| authorize the release of medical information to my primary care or referring physician, to consultants if needed and as
necessary to process insurance claims, insurance applications and prescriptions. | also authorize payment of medical benefits
to the physician. | understand that | am financially responsible for all charges, whether or not paid by insurance, and for all
services render on my behalf or my dependents.

Patient Signature Date____/ ___/

1055 N.300 W. Ste. 308 / Provo, Utah 84604 / 801.379.6700 IVC / 801.701.6581 UVIA / 801.379.6800 fax /ivein.com



Personal Health History Confidential
Patient Name
Check all conditions that apply to you
GENERAL NEUROLOGICAL
o Fatigue, tiredness o Fainting spells
o Weakness o Seizures
o Chills o Paralysis
o Fever o Dizziness
o Night Sweats o Tremor
o Appetite Change o Chronic headaches
o Lived in a foreign country o Poor balance
o Unexplained Weight Loss o Fractured back or neck
o Unexplained Weight Gain o Numbness of face/arm/leg
o Generalized pain o Peripheral Neuropathy
o Unable to tolerate heat o Stroke or Mini-stroke
o Unable to tolerate cold o Other
0 Sedentary lifestyle
o Active lifestyle
o Other
CARDIAC VASCULAR
Angina (chest pain) o Leg pain walking over 1 block
o Rapid Heartbeat o Leg pain walking < 1 block
o Past heart attacks o Pain in legs while at rest.
o Heart murmur o Blood clots in legs
o Congestive Heart Failure o Deep o Superficial
o Pacemaker o Cold feet or hands
o High Blood Pressure 0 Amputation of toes
O Aortic aneurysm o Amputation of feet or legs
o Other heart problem o Peripheral vascular disease
o Other o Ulcers of lower legs
o Varicose veins
0 Aneurysm of arteries
o Other
BLOOD & LYMPH SYSTEM EYE. EAR. NOSE. THROAT
O Anemia o Pain
o Blood Disease 0 Hearing Loss
o Transfusions o Polyps
o Leukemia o Vertigo
o Bone Marrow tests o Ringing in ears (tinnitus)
o Long term Coumadin use o Sinus infections
o Blood clotting problems o Deafness
o Other o Other
ENDOCRINE ABDOMINAL ORGANS
Thyroid problems 0 Hepatitis
Diabetes — Type 1 o Cirrhosis (liver)
Diabetes — Type 2 Gallbladder Disease

O O o o o oo o -d

O
O
O
O
O
O
O
O
O
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O
]
O

Today’s Date

PSYCHIATRIC
Depression

Anxiety (abnormal)

Panic attacks

Alzheimer’s

Confusion (abnormal)
Hospitalized for nervousness
Substance Abuse

Anorexia

Other

GASTROINTESTINAL
Diarrhea

Constipation

Stool Changes

Bowel Habits Changed
Hemorrhoids
Indigestion

Ulcers

Irritable Bowel

Colon Polyps
Cramps/Pain

Cancer of stomach or bowel
Diverticulitis

Other

MUSCULOSKELETAI

O 0o o o o o o

Arthritis

Joint Swelling
Joint Stiffness
Muscle Aches
Muscle Weakness
Leg Cramps
Other

Height:

Weight:

/M
INTERMOUNTAIN
VEIN CENTER
1055 North 300 West # 308, Provo, UT 84604
801.357.6700
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RESPIRATORY
Chronic Obstructive Disease

Wheezing

Chronic cough
Coughing up blood
Asthma

Shortness of breath
TB

Lung cancer
Emphysema
Chronic bronchitis
Pneumonia

Fluid in lungs
Need to sleep sitting up
Other

GENITOURINARY
Hesitancy/urgency of urine

Need to urinate often at night
Loss of bladder control
Difficult urination

Renal Failure

Impotence

Current Dialysis

Renal Transplant

Prostate Enlargement

Cancer of bladder, kidneys
Other

SKIN
Rashes

Tumors

Sensitivity to Sunlight
Malignant Melanoma
Squamous cell carcinoma
Basal cell carcinoma
Easy bruising

Fungal infection

Non-healing sores

Excessive rough or dry skin
Other

# Pregnancies
# Births

See other side...




Occupational:

Check if your work exposes you to the following:
8! Stress 8 Heavy Lifting
8! Prolonged Sitting 8

8! Hazardous Material
What is/ was your occupation?

Prolonged Standing

Surgeries

Year Surgery If hospitalized,
name of hospital

Medications:
List all medications AND dosage you are currently taking:
(i.e. Ibuprofen 800 mg)

Medication Dose

Check if your blood relatives have had any of the
following.

Disease Relationship to you

Arthritis, gout

Asthma

Cancer

Stroke

Diabetes

Heart Disease

High Blood Pressure

Kidney Disease

Varicose veins

Other vein disease

Health Habits:

Check substances you use and describe how much you use:

Caffeine

Tobacco
O  Current use # packs per day
O Pastuse # of years
O  Year quit
O  # of packs per day

O  Drugs (not prescription)

O  Alcohol (i.e. beer, wine, etc.)

Allergies to Medications:

List all drug allergies and the reaction you had:

I certify that the above information is correct to the best of my knowledge. I will not hold my health care provider or any members of his
staff responsible for any errors or omissions that I may have made in the completion of this form.

Signature Date:
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Name: Date:
Date of Birth: Age: Sex: M F
Symptoms: Right Left N/A Right Left N/A
Unsightly veins O o O Pigmentation O m O
Ankle Edema O i O Itching i mi i
Bleeding from vein O O O Leg pain while resting O O O
Ulceration (open sore) O i i Night cramps i mi i
Leg pain while standing O i O Dermatitis (rash) O m O
Induration (Redness) | O | Bruise easily | O |
Daily pain O i O Restless legs O m O
Heavy/tired legs O i O Developing new veins O i m]
History: Right Left N/A
SVT (Superficial vein blood clot)  (# episodes) o | |
DVT (Deep vein blood clot) (# episodes) mi mi mi
Spider Vein Treatment mi mi o
Sclerotherapy mi o o
Local excision mi m m
Ligation/Stripping O o o
Thermal Ablation i o o
PE (Blood clot in lung) Circle Yes or No

Worn prescription compression stocking? Y N

0 Longer than 3 mo o Longer than 6 mo o Longer than 12 mo

(If you have worn prescription compression stockings, please make arrangements to have a copy of
the medical record from the prescribing doctor for our records.)

Current occupation
*Required to sit for long periods of time? Y N
*Required to stand for long periods of time? Y N

Have you taken NSAIDs (i.e. Ibuprofen, Naproxen) for your leg pain? Y N
*NSAID: *How often do you take it?

If yes, was the NSAID a prescription? Y N

If yes, please provide the RX# from your prescription:

Do you have an intolerance to anti-inflammatories? Y N

If you cannot take NSAIDs, what medication do you take for leg pain?
*Drug: *How often do you take it?

How long have you had problems with your legs?

Referral Source: Please circle:
Billboard Radio Insurance Internet TV Self Phonebook Word of Mouth Magazine Newspaper
Physician: Event:

(Physician’s name) (Event name or date)




HIPAA

PATIENT CONSENT FORM

Our Notice of Privacy Practices provides information about how we may use and disclose protected health
information about you. The Notice contains a Patient Rights section describing your rights under the law. You have
the rigtt to review our Notice before signing this Consent. The terms of our Notice may change. If we change our
Notice, you may obtain a revised copy by contacting our office.

You have the right to request that we restrict how protected health informatioryahastused or disclosed for
treatment, payment, or health care operations. We are not required to agree to this restriction, but if we do, we shall
honor that agreement.

By signing this form, you consent to our use and disclosure of protected healthatibm about you for treatment,
payment, and health care operations. You have the right to revoke this Consent, in writing, signed by you. However,
such a revocation shall not affect any disclosures we have already made in reliance on your priori@ensent.

Practice provides this form to comply with the Health Insurance Portability and Accountability Act of 1996

(HIPAA).

The patient understands that:

¥ Protected health information may be disclosed or used for treatment, pasaseatch, trainingr hedth

care operations

The Practice has a Notice of Privacy Practices and that the patient has the opportunity to review this Notice
The Practice reserves the right to change the Notice of Privacy Practices

The patient has the right to restrict the uses @f thformation but the Practice does not have to agree to

those restrictions

The patient may revoke this Consent in writing at any time and all future disclosures will then cease

The Practice may condition receipt of treatment upon the execution @fahsent

+H +H +H

+H +

| acknowledge that | have received from the Group a copy of a separate document, entitled,
31RWLFH RI 3ULYDF\ BUDFWLFHV™ ZKLFK VHWV IRUWK WKLV *U
regarding privacy of my protected health information.

 m— —>
Printed Name Paient or Representative Signature

—> Signature good fromWR GD\JJV_GDWAH to —> (future date of your choosing) [/ /
(If left blank, will default to 1 year)

I
Relationship to Patient (if other than patient) Signature Date
*For Office Use Only
Intermountain Vein Center
Name of Physician, Group, or Clinic
* * / /

Printed Name Practice Representative Signature Date
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Article 1

Dispute Resolution

By signing this Agreement (“Agreement”), we are agreeing to resolve any Claim for medical malpractice by the dispute
resolution process described in this Agreement. Under this Agreement, you can pursue your claim and seek damages, but
you are waiving your right to have it decided by a judge or jury.

Article 2
A.
B.

C.

Article 3
A.

Article 4
A.

INTERVENTIONAL

Definitions

The term “we,” “parties,” or “us” means you (the Patient) and the Provider.

File term “Claim” means one or more Malpractice Actions defined in the Utah Health Care Malpractice Act (Utah
Code 78-14-3(15)). Each party may use any legal process to resolve non-medical malpractice claims.

The term “Provider” means the physician, physical therapist, psycholgist, group, or clinic and their employees,
partners, associates, agents, successors, and estates.

The term “Patient” or “you” means:

(1) You and any person who makes a Claim for care given to you, such as your heirs, your spouse, children,
parents, or legal representatives, AND

(2) Your unborn child or newborn child for care provided during the 12 months immediately following the date you
sign this Agreement, or any person who makes a Claim for care given to that unborn or newborn child.

i

Dispute Resolution Options

Methods available for Dispute Resolution. We agree to resolve any Claim by:

(1) Working directly with each other to try and find a solution that resolves the Claim, OR

(2) Using non-binding mediation (each of us will bear one-half the costs), OR

(3) Using binding arbitration as described in this Agreement.

You may choose to use any or all of these methods to resolve your Claim.

Legal Counsel. Each of us may choose to be represented by legal counsel during any stage of the dispute resolution
process, but each of us will pay the fees and costs of our own attorney.

Arbitration — Final Resolution. If working with the Provider or using non-binding mediation does not resolve your
Claim, we agree that your Claim will be resolved through binding arbitration. We both agree that the decision
reached in binding arbitration will be final.

How to Arbitrate a Claim

Notice. To make a Claim under this Agreement, mail a written notice to the Provider by certified mail that briefly
describes the nature of your Claim (the “Notice”). If the Notice is sent to the Provider by certified mail, it will
suspend (toll) the applicable statute of limitations during the dispute resolution process described in this Agreement.
Arbitrators. Within 30 days of receiving the Notice, the Provider will contact you. If you and the Provider cannot
resolve the Claim by working together or through mediation, we will start the process of choosing arbitrators.

There will be three arbitrators, unless we agree that a single arbitrator may resolve the Claim.

(1 Appointed Arbitrators. You will appoint an aribtrator of your choosing and all Providers will jointly
appoint an arbitrator of their choosing.
(2) Jointly-Selected Arbitrator. You and the Provider(s) will then jointly appoint an arbitrator (the “Jointly-

Selected Arbitrator”). If you and the Provider(s) cannot agree upon a Jointly-Selected Arbitrator, the
arbitrators appointed by each of the parties will choose the Jointly-Selected Arbitrator from a list of
individuals approved as arbitrators by the state or federal courts of Utah. If the arbitrators cannot agree on
a Jointly-Selected Arbitrator,either or both of us may request that a Utah court select an individual from
the lists described above. Each party will pay their own fees and costs in such an action. The Jointly-
Selected Arbitrator will preside over the arbitration hearing and have all other powers of an arbitrator as
set forth in the Utah Uniform Arbitration Act.

Arbitration Expeneses. You will pay the fees and costs of the arbitrator you appoint and the Provider(s) will pay the

fees and costs of the arbitrator the Provider(s) appoints. Each of us will also pay one-half of the fees and expenses

of the Jointly-Selected Arbitrator and any other expenses of the artibration panel.

Final and Binding Decision. A majority of the three arbitrators will make a final decision on the Claim. The

decision shall be consistent with the Utah Uniform Arbitration Act.

All Claims May be Joined. Any person or entity that could be appropriately named in a court proceeding (”Joined

Party”) is entitled to participate in this arbitration as long as that person or entity agrees to be bound by the

arbitration decision (“Joinder”). Joinder may also include Claims against persons or entities that provided care but

is considered a “Provider” for all the other purposes of this Agreement.
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Article 5 Liability and Damages May be Arbitrated Separately

At the request of either party, the issues of liability and damages will be arbitrated separately. If the arbitration panel finds
liability, the parties may agree to either continue to arbitrate damages with the initial panel or either party may cause that a
second panel be selected for considering damages. However, if a second panel is selected, the Jointly Selected arbitrator will
remain the same and will continue to preside over the arbitration unless the parties agree otherwise.

Article 6 Venue / Governing Law

The arbitration hearings will be held in a place agreed to by the parties. If the parties cannot agree, the hearings will be held
in Salt Lake City, Utah. Arbitration proceedings are private and shall be kept confidential. The provisions of the Utah
Uniform Arbitration Act and the Federal Arbitration Act govern this Agreement. We hereby waive the pre-litigation panel
review requirements. The arbitrators will apportion fault to all persons or entities that contributed to the injury claimed by
the Patient, whether or not those persons or entities are parties to the arbitration.

Article 7 Term / Rescission / Termination

A. Term. This Agreement is binding on both of us for one year from the date you sign it unless you rescind it. If it is
not rescinded, it will automatically renew every year unless either party notifies the other in writing of a decision to
terminate it.

B. Rescission. You may rescind this Agreement within 10 days of signing it by sending written notice by registered or

certified mail to the Provider. The effective date of the rescission notice will be the date the rescission is
postmarked. If not rescinded, this Agreement will govern all medical services received by the Patient from Provider
after the date of signing, except in the case of a Joined Party that provided care prior to the signing of this
agreement (see Article 4(E)).

C. Termination. If the Agreement has not been rescinded, either party may still terminate it at any time, but
termination will not take effect until the next anniversary of the signing of the Agreement. To terminate this
Agreement, send written notice by registered or certified mail to the Provider. This Agreement applies to any Claim
that arises while it is in effect, even if you file a Claim or request Arbitration after the Agreement has been
terminated.

Article 8 Severability
If any part of this Agreement is held to be invalid or unenforceable, the remaining provisions will remain in full force and will
not be affected by the invalidity of any other provision.

Article 9 Acknowledgement of Written Explanation of Arbitration

| have received a written explanation of the terms of this Agreement. | have had the right to ask questions and have my
questions answered. | understand that any Claim | might have must be resolved through the dispute resolution process in this
Agreement instead of having them heard by a judge or jury. | understand the role of the arbitrators and the manner in which
they are selected. | understand the responsibility for arbitration-related costs. | understand that this Agreement renews each
year unless cancelled before the renewal date. | understand that | can decline to enter into the Agreement and still receive
health care. | understand that | can rescind this Agreement within 10 days of signing it.

Article 10 Receipt of Copy
[ have received or have had the opportunity to obtain a copy of this document.

Name of Patient

Signature of Patient or Patient’s Representative Date

Signature of Physician or Authorized Agent
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Patient’s Consent for Provider to Disclose PHI to Authorized Persons

Authorization to Disclose PHI (Protected Health Information). | hereby authorize you,
my healthcare provider (“Provider”), to disclose any and all of my medical and protected
health information (“PHI”) to the persons indicated below.

Persons to Whom Disclosure May be Made. Provider may disclose my PHI to the
following persons:

Name Relationship, If Any

Purpose of Disclosure. The purpose of the disclosure is to allow these persons to
participate in my care, participate in the payment of my medical bills, and/or to know
the status of my health.

Expiration of Authorization. This authorization shall continue until | revoke this
authorization in writing, which | may do at any time by sending a letter addressed to the
Privacy Officer to any office where | am treated by Provider.

Conditioning of Treatment. Provider may not condition treatment, payment,
enrollment or eligibility for benefits on whether I sign this consent.

Redisclosure by Recipient. | understand that once Provider discloses my PHI to the
persons listed herein, my Provider has no control as to whether those persons may
redisclose my PHI, which may no longer be protected by federal or state law.

Acknowledgment and Receipt of Copy. | have read, understood, and agreed to this
authorization and received a copy of same.

Patient Name or Representative Date

If a Representative Signs, state the Representative’s Authority:

PATIENT’S CONSENT FOR PROVIDER TO DISCLOSE PHI TO AUTHORIZED PERSONS



