


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

Constitutional Symptoms

Good general health lately ................. Yes No
Recent weight change ...................... Yes No
Decreased appetite .............ccevnenee. Yes No
Fever/night sweats ........................... Yes No
Fatigue/weakness ........................... Yes No
Headaches ...........coooiviiiiiiiiiiiiiinnn.. Yes No
Eyes
Eye disease or injury ......................... Yes No
Wear glasses/contact lenses ............. Yes No
Blurred or double vision ................... Yes No
Glaucomal/cataracts ....................... Yes No
Ears/Nose/Throat
Hearing loss or ringing ..................... Yes No
Earaches or drainage ..................... Yes No
Chronic sinus problems ..................  Yes No
Nose bleeds ...........cccoiiiiiiiii, Yes No
Mouth sores ........ccooiiiiiiiiiii, Yes No
Sore throat or voice changes ........... Yes No
Swollen glands inneck .................  Yes No
Cardiovascular
Hearttrouble ................ooiiinnnnnn. 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 .............cooeiiiinnns Yes No
Change of bowel movements ........... Yes No
Nausea or vomiting ...............ccccuee Yes No
Frequentdiarrhea ......................... Yes No
Constipation .............ooeiiiil. Yes No
Rectal bleeding/blood in stool .......... Yes No
Abdominal pain ..............ceeeeeenn. 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
Bloodinurine ............oooiiiiii Yes No
Incontinence .............ceeiiiinnnn... Yes["No [
Kidney stones ........c.coooeiiiiinnnnn. YeslNo [
Sexual difficulty .............ocoiiiiien. Yes[No [
Are you on dialysis? []Yes []No
Which dialysis center?
Phone number:
Dialysis days:  [IMWi/F [ TThSat
Nephrologist:
Are you being seen by home health? ~ [JYes [INo

Agency:
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Musculoskeletal
Jointpain ..., Yes No
Weakness of muscles/joints ............... Yes No
Muscle pain or cramps ...................... Yes No
Backpain ........coooiiii, Yes No
Difficulty in walking .. viereeenee.. Yes NoO
Integumentary (sk/n breast)
Rash or itching .. - ... Yes No
Change in skin coIor ceeeeeeee. YEs No
Change in hair or nails everiiieeeeeee. YEs NoO
Varicose VeiNs .......ccoovvieiiiiit i, Yes No
Breastpain .............ooooiiiii Yes No
Breastlump ...........oooiiii Yes No
Neurological
Frequent headaches ...................... Yes No
Light headed or dizzy ...................... Yes No
Convulsions or seizures ................... Yes No
Numbness or tingling ....................... Yes No
ShaKes ....ooviiiii Yes No
Paralysis ........ccoooiiiiiii Yes No
Stroke ..o, Yes No
Head injury ..., Yes No
Psychiatric
Memory loss or confusion ................. Yes No
Nervousness .........ccoovvviiiiiiieneeennn, Yes No
Depression .........cccooviiiiiiiiiiiineee, Yes No
Endocrine
Glandular/hormone problem .............. Yes No
Thyroid disease ..................cc.......... Yes No
Diabetes .......ccooeiiiiiiiiii Yes No
Excessive thirst or urination ............. Yes No
Heat or cold intolerance ................... Yes No
Hematologic/Lymphatic
Slow to heal aftercuts ..................... Yes No
Bleeding or bruising tendency ........... Yes No
Anemia ..o Yes No
Bloodclots ..o Yes No
Blood transfusion .......................... Yes No
Enlarged glands .................cccccceeee.. Yes No
Allergic/Immunologic
History of skin or adverse reaction to:
Penicillin or other antibiotic ................ Yes No
lodine or IV contrast .......................... Yes No
Other drugs/medications ................... Yes No
Specify:
Signature
Date




VASCULAR SURGERY

ASSOCIATES P.A.
( Vein Institute '
of the Midwest

Patient Information
Name Date of birth Age Sex:[ [Male [ ]Female
Address

Dr. Beezley, Dr. Arnspiger, Dr. Connelly, Dr. Hance
7420 Switzer, Shawnee, KS 66203
Phone 913-262-9201 Fax 913-262-3170
vascularsurgeryassoc.net

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

Best contact number: [Jhome  []cell  []work [ ]nursing home
Alternate contact number: [Jhome  []cell  []work [ ]nursing home
email:
Your SSN: Marital status: [single [ ]married  [ldivorced  [Iwidowed
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
s this an HMO? s a referral required? [JYes  [INo
Name of insured relationship

Secondary insurance ID Number Group Number
Name of insured relationship

Authorization and Release

| 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. | 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. | understand that
this consent is good for one year from the date signed and maybe revoked at any time in writing. | 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. | understand that my insurance may pay less than the actual bill for service. |
agree that | am responsible for any charges for services rendered to myself or my dependent.

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

Signature Date

(IF APPLICABLE)

Signature of authorized representative:

Relationship Date
Address Phone number




VASCULAR SURGERY ASSOCIATES, P.A.
AND
VEIN INSTITUTE OF THE MIDWEST

HIPAA
PRIVACY POLICY

HIPAA is an acronym for the Heath Insurance Portability & Accountability Act of 1996 (a federal law). Of significant
concern to healthcare organizations is the Administrative Simplification section of the Act, which requires healthcare
organizations to comply with specific rules regarding:

* Unique Identifiers for health plans, providers, individuals, employers

 Healthcare Transactions & Code Sets for transmitting data electronically

 Privacy Regulations over disclosure and use of health information

* Security Regulations over protections of electronic health information
All of these rules have been developed by the Department of Health & Human Services.

I AUTHORIZED VASCULAR SURGERY ASSOCIATES TO CONTACT ME BY THE FOLLOWING METHODS:

Home Telephone/Answering Machine
Work Telephone

Cell Telephone

E-Mail

Other:

It is the policy of Vascular Surgery Associates NOT to release confidential information regarding your medical care to any
unauthorized person(s). Please designate below the individuals you would like to specify as “authorized”.

IF YOU WOULD LIKE TO HAVE INFORMATION RELEASED TO SOMEONE OTHER THAN YOU. PLEASE
COMPLETE THE FOLLOWING:

AUTHORIZED PERSON(S):

Spouse:

Parent(s):

Ohers:
Name: Relationship:

Name: Relationship:

MY SIGNATURE SERVES AS ACKNOWLEDGEMENT OF THE PRIVACY POLICY AND A COPY OF SUCH POLICY
HAS BEEN OFFERED AND/OR GIVEN TO ME. I ASSUME THE RESPONSIBILITY OF NOTIFYING VASCULAR
SURGERY ASSOCIATES WHENEVER MY CONTACT AND/OR AUTHORIZATION INFORMATION CHANGES.

X

Signature Date
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