


Constitutional Symptoms
  Good general health lately ……...........	 Yes   No
  Recent weight change …………..........	 Yes   No
  Decreased appetite ……………..........	 Yes   No
  Fever/night sweats ……………............	 Yes   No
  Fatigue/weakness …………….............	 Yes   No
  Headaches …………………….............	 Yes   No
Eyes
  Eye disease or injury …………............	 Yes   No
  Wear glasses/contact lenses …..........	 Yes   No
  Blurred or double vision ………..........	 Yes   No
  Glaucoma/cataracts …………….........	 Yes   No
Ears/Nose/Throat
  Hearing loss or ringing ………............	 Yes   No
  Earaches or drainage ………….........	 Yes   No
  Chronic sinus problems ……….........	 Yes   No
  Nose bleeds …………………….........	 Yes   No
  Mouth sores ……………………	.........	 Yes   No
  Sore throat or voice changes …........	 Yes   No
  Swollen glands in neck ………..........	 Yes   No
Cardiovascular
  Heart trouble …………………............	 Yes   No
  Chest pain or angina pectoris …........	 Yes   No
  Previous heart attack …………..........	 Yes   No
  Swelling of feet or hands ……..	.........	 Yes   No
Respiratory
  Chronic or frequent coughs …….......	 Yes   No
  Spitting up of blood …………….........	 Yes   No
  Shortness of breath ……………........	 Yes   No
  Asthma or wheezing …………...........	 Yes   No
Gastrointestinal
  Loss of appetite ………………...........	 Yes   No
  Change of bowel movements …........	 Yes   No
  Nausea or vomiting …………….........	 Yes   No
  Frequent diarrhea ……………..	.........	 Yes   No
  Constipation …………………….........	 Yes   No
  Rectal bleeding/blood in stool ….......	 Yes   No
  Abdominal pain ………………...........	 Yes   No
  Ulcer (stomach or duodenal) …........	 Yes   No
Genitourinary
  Frequent urination ……………..........	 Yes   No
  Burning or painful urination …..	........	 Yes   No
  Awaken at night to urinate ……........	 Yes   No
  Blood in urine …………………..........	 Yes   No
  Incontinence ……………………........	 Yes   No
  Kidney stones ………………….........	 Yes   No
  Sexual difficulty ………………..........	 Yes   No

Musculoskeletal
  Joint pain ………………………............	 Yes   No
  Weakness of muscles/joints …............	 Yes   No
  Muscle pain or cramps ……….............	 Yes   No
  Back pain ………………………............	 Yes   No
  Difficulty in walking …………...............	 Yes   No
Integumentary (skin, breast)
  Rash or itching ………………..............	 Yes   No
  Change in skin color ………….............	 Yes   No
  Change in hair or nails ……….............	 Yes   No
  Varicose veins …………………	...........	 Yes   No
  Breast pain ……………………............	 Yes   No
  Breast lump ……………………...........	 Yes   No
Neurological
  Frequent headaches ……………........	 Yes   No
  Light headed or dizzy …………..........	 Yes   No
  Convulsions or seizures ………..........	 Yes   No
  Numbness or tingling …………...........	 Yes   No
  Shakes …………………………...........	 Yes   No
  Paralysis ………………………............	 Yes   No
  Stroke ………………………….............	 Yes   No
  Head injury ……………………............	 Yes   No
Psychiatric
  Memory loss or confusion ……...........	 Yes   No
  Nervousness ………………….............	 Yes   No
  Depression ……………………............	 Yes   No
Endocrine 
  Glandular/hormone problem …...........	 Yes   No
  Thyroid disease ………………............	 Yes   No
  Diabetes ………………………..	..........	 Yes   No
  Excessive thirst or urination …….......	 Yes   No
  Heat or cold intolerance ………..........	 Yes   No
Hematologic/Lymphatic
  Slow to heal after cuts ………….........	 Yes   No
  Bleeding or bruising tendency …........	 Yes   No
  Anemia …………………………...........	 Yes   No
  Blood clots …………………….............	 Yes   No
  Blood transfusion ……………….........	 Yes   No
  Enlarged glands ………………...........	 Yes   No
Allergic/Immunologic
History of skin or adverse reaction to:
  Penicillin or other antibiotic ….............	 Yes   No
  Iodine or IV contrast ………................	 Yes   No
  Other drugs/medications …….............	 Yes   No
	 Specify:	_____________________ 

Review of Systems:  (Please indicate any personal history below.)

Are you being seen by home health?	 [ ]Yes	 [ ]No
	 Agency:  _____________________________

Are you on dialysis?	 [ ]Yes	 [ ]No
	 Which dialysis center? ______________________
	 Phone number: ___________________________
	 Dialysis days:	 [ ]M/W/F	 [ ]TThSat
	 Nephrologist: _____________________________	

Signature  ____________________________________

Date  ______________________

_____  __________
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Patient Information
Male   [ ]FemaleName _______________________________________ Date of birth ________________ Age ____  Sex:[ ]

___________________________________________________________________________________________
__________________________________________________________________________________________________
Address 

Are you presently in a nursing facility?  [ ]Yes     [ ]No        If yes, what is the name? _________________________________

home       [ ]cell       [ ]work       [ ]nursing homeBest contact number: _________________________________    [ ]
home       [ ]cell       [ ]work       [ ]nursing homeAlternate contact number: ______________________________   [ ]

__________________________________  email: 

Your SSN: ______________________________    Marital status:   [ ]single      [ ]married      [ ]divorced      [ ]widowed
Emergency contact ______________________  Relationship _________________  Phone number __________________

Referred by _______________________________________      Primary Physician _______________________________
  Phone number ____________________________________       Phone number ________________________________
  Fax number     ____________________________________       Fax number     _________________________________

Pharmacy of choice ________________________________ Phone number _____________________________________
Hospital of choice:  1. __________________________________    2. __________________________________________
How did you hear about us?  [ ]Primary Physician      [ ]Friend      [ ]Advertisement      [ ]Insurance      [ ]Other: _______________

Primary insurance ____________________________  ID Number _________________  Group Number   ____________
Yes      [ ]No  Is this an HMO?  ______________________________________  Is a referral required?  [ ]

  Name of insured ______________________________________  relationship __________________________________
Secondary insurance __________________________  ID Number _________________  Group Number   ____________
  Name of insured ______________________________________  relationship __________________________________
Authorization and Release
I authorize the doctor and his staff to release any information including the diagnosis and records of treatment or examina-
tion to third party payers and/or other health care practitioners.  I give consent for other health practitioners and medical fa-
cilities to release medical records to Vascular Surgery Associates P.A. as it relates to my continuing care.  I understand that 
this consent is good for one year from the date signed and maybe revoked at any time in writing.  I authorize and request 
my insurance company to pay directly to Dr. Michael Beezley/Dr. Richard Arnspiger/Dr. Daniel Connelly/Dr. Kirk Hance 
any benefits covered by my insurance plan.  I understand that my insurance may pay less than the actual bill for service.  I 
agree that I am responsible for any charges for services rendered to myself or my dependent.

[ ]Yes     [ ]No     I consent to have detailed messages and test results left on an answering machine, voice mail, or email.
[ ]Yes     [ ]No     I would like to have information released to my employer.

Signature __________________________________________                             Date __________________
 
(IF APPLICABLE)
Signature of authorized representative:
_____________________________________  Relationship ____________________ Date_______________
Address ____________________________________________________  Phone number  ______________________

Dr. Beezley, Dr. Arnspiger, Dr. Connelly, Dr. Hance
7420 Switzer, Shawnee, KS  66203

Phone 913-262-9201          Fax 913-262-3170
vascularsurgeryassoc.net
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