SOUTHERN
VASCULAR

1399 Jenks Ave iF PANAMA CITY 2441 HWY 98
Building 12/] Q Suite 102
Panama City, Fl1 32401 Santa Rosa Beach, F1 32459
AshishK Gupta MD, FACS, RVT
"404 US HWY 90 301 20t Street
Bonifay, Fl 32425 Port Saint Joe, F1 32456
10800 PCB pkwy
Suite #200
Panama City Beach, F1 32407
Patient Information

Social Security Number;

FirstName: _ Ml LastName: Suffix:

Gender: MaleorFemale DateofBirth:____/ /_

MaritalStatus: Single Married Divorced Widowed Legally Separated

Race: ___ Ethnicity: Not Hispanic/Latinoor Latino/Hispanic Primary Language:
Mailing Address:; Apt./Unit#:
City: State; Zip:

EmailAddress; !

*Please list phone number in the order in which you would like to be contacted. Thank you!

1st:( ) Home Cell Work {this number will be used for confirmation calls)
2nd:( ) Home Cell Work
3rd:i(_. ) : Home Cell Work
EmergencyContact: . ( )

Name Relationship Phone
Pharmacy: . ‘ ( )

Name Address Phone




(JSOUTHERN
VASCULAR

OF PANAMA CITY

Ashish KGupta MD, FACS, RVT

PatientName;

Primary Insurance: Secondary Insurance:

*Ifyouarenottheprimarycardholder(including Tricare)wewillneedthefollowinginformationto process your

insurance.

PolicyHolderName D.0.B. SSN

Patient HIPPA Consent Form

lunderstandthatlhavecertainrightstoprivacyregardingmyprotectedhealthinformation. TheserightsaregiventorandertheHealth
InsurancePortabilityandAccountabilityActof1996(HIPPA).Iunderstandthatbysigningthisconsentiauthorize you to use and disclose my
protected healthinformationtocarryout:

-Treatment (including direct or indirect treatment by other healthcare providers involved in my treatment)
-Obtaining payment from third party payers (e.g. my insurance company)
-Healthcare operations of your practice

Ihavealsobeeninformed ofandgiven therighttoreviewandsecureacopyofyour Notice of Privacy Practices, which containsamorecomplete
descriptionoftheusesanddisclosuresofmyprotectedhealthinformationand myrightsunder HIPPA.lunderstand thatyoureservetherightto
changethetermsofthisnoticefromtimetotimeandthatlmaycontactat any time to obtain the most current copy of this notice.

lunderstandthatlhavetherighttorequestrestrictionsonhowmyprotectedhealthinformationisusedanddisclosed warryouttreatment,
paymentandhealthcareoperations, butthatyouarenotrequired toagreetotheserequested restrictions. However, ifyoudoagree,you
arethenboundtocomplywiththisrestriction.

lunderstandthatImayrevokethisconsent,inwriting,atanytime. However,anyuseofdisclosethatoccurredppriorto late I revoke the
consentis notaffected.

lauthorizethereleaseofanyhealthcareinformationnecessarytoprocessthishilltomyinsurancecompany,and rpetpayment of benefits to
Southern Vascular.

Signature of Patient/ Legal Guardian: 7 Date:
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Privacy Informatig

PatientName:

~ASOUTHERN
VASCULAR

OF PANAMA, CITY

L

lau
Southern Vascular WILLNOT beall

understandﬂlatifﬁnaﬁonisﬁ

thorize the following individuals to retrieve/discuss all of my medical information. Without their names on this list,
owed to release ANY information. I can refuse to sign this form, or revkefatanytimebycompletinganewform.l
laredwiththebelowindividualsitmaybesubjectb

exposure by the individual.

I do not authorize anyone other than myself to retrieve/discuss my information.

]

Name: Phone:( ) Relationship:
Name: | Phone:( ) Relationship:
Name;__ Phone:( ) Relationship:

Signature of Patient/ Legal Guardian: Date;




SOUTHERN
VASCULAR

QOF PANAMA CITY

Practi inancia

SouthernVascularhasafinancialpolicythatclearlyoutlinespatientandpracticefinancialresponsibilities. Wearecommittedto makingapositive
differenceinlivesofourpatientsbyprovidingthebestpossibleandmostcosteffectivemedicalcare. Thisfrenddpolicyhasbeenestablishedwiththese
objectivesinmindtoavoidanymisunderstandingor disagreementconcerningpaymentforprofessional services. Please carefully read the outlined
policy belowand sign at the bottom:

1. ifapatienthasinsuranceinwhichwedonotparticipate,ourofficeishappytofiletheclaimuponrequest;however, payment ifullisexpectedattimeof
service. Pleasenote,thatwhilecurofficewillperformverificationofbenefits,thisdoesnot guarantee insurance payment.

2. Ourpracticeparticipateswithnumerousinsurancecompanies.Forpatientswhoarebeneficiariesofone oftheseinsurance companies, our billing
office will submit a claim for services rendered. All necessary insurance information, including special fimgmust be completed prior to being evaluated
by our providers.

3, Bylaw,itisthepatient’sresponsibilitytopayanydeductible, copayment,oranyportionofthechargesasspecifiedbytheir insuranceplan. Thepatients
financialportionisdueuponcheckin. Priorbalanceswillneedtobepaidpriortobeingseen. Faratranbemadewithcash,check,creditcard,ordebitcard.
Additionally,wenowofferCareCreditforpatientswhoqualify.Ifpatientschot qualify for Care Credit, they will meet with our billing departmentto
discuss financing options.

4, Financialassistanceisavailableforqualified patients.Ifapatientfeelsthatheorshemayqualifyforassistance,thebilling departmentwillbenotified.
Patientswhodonothaveinsuranceareexpectedtopayforprofessionalservicesatthetimeofsnirunless prior arrangements have been made with
us.

5. Itisthe patient'sresponsibility to ensure that any required referrals or authorizations for treatment are provided to the practice priortothevisit. Visits
mayberescheduled, orthe patientmaybe financiallyresponsibleduetolackofarequired referral.

6. Itisthepatient'sresponsibilitytoprovideuswithallcurrentinsuranceinformationandtobringhis /herinsurancecardwitha form of photo
identification to eachvisit.

7. Ourstaffishappytohelpwithinsurancequestionsinrelationtohowaclaimwasfiledorregardinganyadditicnalinformationipayermightneedto
processtheclaim.Specificcoverageissues,however, can onlybeaddressedbytheinsurance company memberservices department. (Telephone
number is printed on the insurance card)

8.WehaveanAppointmentNo-Showfeeof$25ifpatientsdonotcancel orrescheduleappointments24hourspriortoappeintment.

9. Wedofilioutpaymentprotection,FMLA,and disabilityforms,however pleasenotethatthereisa$25fee priortoreceiptof eompletedform. Wedo
reservetherighttorefuse completionofformsifdeemednotapplicabletoourspecialty.

I have reviewed and understand the financial policy of Southern Vascular.

Signature PrintedName Date




S T S S

“JSOUTHERN
VASCULAR

'OF PANAMA CITY
PATIENT HISTORY INFORMATION

Name:; . DOB: Date:

ReferringMD: Primary Care Physician:
Cardiologist: Neuralogist:
Nephrologist; : Other Physicians:

Brieflydescribeyourreasonforvisittoday:

Allergies:Yes(Pleaselistbelowwithreaction) /No(NoKnown DrugAllergies) 1) 2).
3) _4)_ AreyouallergictolV

Contrast,IodineorShellfish? YES /NO

AreyouallergictoLatex? YES /NO

Sacial History (Please circlefall that apply)

MaritalStatus: Single arrfed  Divorced Widowed Separated Children: Y /N
Currently Living: Alone Wig:h Family With Friends with significantother

Profession: Working(job) Retired

Smoker: Y/N Pasft orPresent QuitDate:

Type: Cigars/Pipe/Cigarettes Howmany? pack/Day HowLong? Years

Alcohol: Y /N Daily | Weekends Socially

Family History (Please check all that apply)
AorticAneurysm (AAA} HeartDisease/Attack Diabetes Cancer @ Stroke

DVT(blood clots) ArterialDiseaseofLegs VaricoseVeins Bleeding Disorder

Your Surgical History (Please check all that apply)
O Peripheral Angioplasty /Stenting (Non-Heart)oCoronary Artery Stenting/Bypass 0 Arterial Bypass of the Leg

g Carotid Artery Surgery /Stent 0Aortic Aneurysm Repair

o IVC Filter Placementt Thrombolysis/Thrombectomy (clot busting)
o SaphenousVeinHarvesting oVeinStripping OEVLT /Thermal AblationofVeins
o Sclerotherapy OPhlebectomy .

DAny other surgeries

: (ontinued on next page...
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Your Medical History(Please check all that apply)

Raynaud's Disease Diabetes High blood pressure

VaricoseVeins HighCholesterol Bleeding Disorder

ChronicRenalFailure Kidneyproblems Peripheral vascular disease

Carotid Stenosis TiA/Stroke Clotinlung/legs (DVT/PE)

Heart Attack /CAD/Angina HIV /AIDS Cancer

Abdominal Aneurysm (stomach) Heart ValveDisease
—AreyoucurrentlyonDialysis? YESOF N0~ Hemodialysis or Peritoneal Dialysis

1fYes;Where —Whatdays? MW ForT-THS

REVIEWOFSYSTEM(Checkallthatapply)

Constitutional

Fatigue Unexplained weight loss

Eyes, Ears, Nose & Throat

Blurryvision Lossofvisioninoneeye Hearingloss Nosebleeds
Psychological symptoms

Depression/Anxiety/Insomnia Neurological
Seizures/Fainting(syncope)/Difficulty in balance Respiration
ShortnessofBreath Wheezing  Cough

Cardiovascular
ChestPain HeartPalpitation Irregular Heartbeat
Gastrointestinal
Abdominal Pain ChangeinAppetite Heartburn
Musculoskeletal
Legpain Leg swelling
Endocrine
Excessive sweating Excessive Thirst
Hematological
Blood Clotting Easy bruising
PrintName, Signature DOB

Date:




SOUTHERN
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MEDICATION LIST

Name: . DOB: Date:

Please check if you are on anly of the following medications and fill in the dosage you are taking:

0 Medication containing Metformin/Glucophage . mg

|
o Plavix DAspirin mg 0 Warfarin/Coumadin .mg nXarelto
0 Arixtra/Lovenox OPradaxa OAnyotherbloodthinner, mg

Pleaselistanyothermedicationtsyouarecurrentlytaldng,thedosageandhowoften(youmayattachprintednyped sheet):




