VASCULAR SURGERY Health History Date:

ASSOCIATES P.A.

elcome to our practice. To help us|
Vein Institute | |in evaluating you, please fill out the|

of the Midwest information below to the best of your
ability.

Name:
Birthdate: Age:
Sex: [IMale  [IFemale

What is the reason for today’s visit?
How long have you been aware of this?

Major illnesses and hospitalizations:

[THypertension [ Other:
[IDiabetes
[JCoronary Artery Disease
Previous surgeries:
[Open heart (CABG) [ICarotid endarterectomy (neck) [IOther:
[1Gallbladder Which side?
[Hysterectomy [1Bypass on legs
Medications: (Prescription & Non-prescription) If you have a written list, we can make a copy. Otherwise, please list.
Medication Dose (mg) | x perday | Medication Dose (mg) | x per day
Allergies: (Please list drug, food, & environmental allergies with reaction.) Cholesterol:
Has your cholesterol been checked? [JYes  [INo
Last checked: Date LDL: HDL:
Patient Social History:
Use of alcohol: [Never [Rarely [Moderate [1Daily
Use of tobacco: INever [Previously, but quit. (How long ago? ) [ICurrent (packs/day: )
Use of drugs: [[Never [Yes (Type / frequency: )
Occupation: Weight: (for medication dosing)
Do you have a living will or advanced directive? [TYes [No Height:

Family History: (Do you have family members with the following problems?

Please list relationship.) [For office use
[ JPeripheral vascular disease
[ ]Coronary artery disease
[ ]Stroke
[ Varicose veins
[ ]Venous thrombosis

] ) Vital Signs
Exercise routine: BP -
If you have pain or breathlessness with walking, please list walking P

distance prior to onset of symptoms.
Symptoms: [ ]leg pain []breathless [ ]chest pain

[]statin  []pB




Dr. Beezley, Dr. Arnspiger, Dr. Connelly, Dr. Hance, Dr. Cho

VASCULAR SURGERY

ASSOCIATES P.A. 7420 Switzer, Shawnee, KS 66203
, Phone 913-262-9201 or 785-856-5075 Fax 913-262-3170
Vein Institute vascularsurgeryassoc.net
of the Midwest
Tpamd
Patient Information
Name Date of birth Age Sex:[IMale [IFemale

Address

Are you presently in a nursing facility? flves [INo  If yes, whatis the name?

Best contact number: [lhome  [jcell  [Jwork  []nursing home
Alternate contact number: [lhome  [jcell  [work  []nursing home
email:

Your SSN: Marital status: [J]single  [Imarried  [ldivorced  [[Iwidowed
Race: [1Asian []Native Hawaiian [i]Black |i]White []Hispanic []Other Ethnicity: [-JHispanic/Latin []non-Hispanic
Emergency contact Relationship Phone number

It is the policy of Vascular Surgery Associates, PA. 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” to receive your
medical information.

AUTHORIZED PERSON(S):
Name: Relationship:
Name: Relationship:
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  [Jinsurance  []Other.

Primary insurance ID Number Group Number
s this an HMO? s a referral required? [iYes [INo
Name of insured Date of birth: Relationship:

Secondary insurance ID Number Group Number
Name of insured Date of birth: Relationship:

Are you on dialysis? []Yes []No
Which dialysis center?
Phone number:
Dialysis days: [ IMW/F []TThSat
Nephrologist:

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







	Name: 
	Date: 
	What is the reason for todays visit: 
	Birthdate: 
	sex: Off
	How long have you been aware of this: 
	Major Illnesses: Off
	Other 1: 
	Other 2: 
	Other 3: 
	Previous Surgeries: Off
	Which side: 
	Other 1_2: 
	Other 2_2: 
	Medications Prescription  Nonprescription If you have a written list we can make a copy  Otherwise please list: 
	MedicationRow1: 
	Dose mgRow1: 
	x per dayRow1: 
	MedicationRow1_2: 
	Dose mgRow1_2: 
	x per dayRow1_2: 
	MedicationRow2: 
	Dose mgRow2: 
	x per dayRow2: 
	MedicationRow2_2: 
	Dose mgRow2_2: 
	x per dayRow2_2: 
	MedicationRow3: 
	Dose mgRow3: 
	x per dayRow3: 
	MedicationRow3_2: 
	Dose mgRow3_2: 
	x per dayRow3_2: 
	MedicationRow4: 
	Dose mgRow4: 
	x per dayRow4: 
	MedicationRow4_2: 
	Dose mgRow4_2: 
	x per dayRow4_2: 
	MedicationRow5: 
	Dose mgRow5: 
	x per dayRow5: 
	MedicationRow5_2: 
	Dose mgRow5_2: 
	x per dayRow5_2: 
	Allergies Please list drug food  environmental allergies with reaction 1: 
	Allergies Please list drug food  environmental allergies with reaction 2: 
	Last checked  Date: 
	LDL: 
	Cholesterol: Off
	HDL: 
	Alcohol: Off
	Tobacco: Off
	Previously but quit How long ago: 
	Current packsday: 
	Drugs: Off
	Yes Type  frequency: 
	Occupation: 
	Weight: 
	Living Will: Off
	Height: 
	Peripheral history: Off
	Peripheral vascular disease: 
	Coronary history: Off
	Coronary artery disease: 
	Stroke history: Off
	Stroke: 
	Varicose history: Off
	Varicose veins: 
	Venous History: Off
	Venous thrombosis: 
	Exercise routine: 
	Breathless: Off
	Chest pain: Off
	distance prior to onset of symptoms: 
	Leg pain: Off
	Patient Name: 
	DOB: 
	Age: 
	Sex: Off
	Address: 
	Nursing Facility: Off
	Nursing Home Facility: 
	Best Contact: Off
	Contact Phone: 
	Alternate Contact: Off
	Alternate Phone: 
	email: 
	SSN: 
	Marital Status: Off
	Race: Off
	Ethnicity: Off
	Emergency Contact: 
	Emergency Contact Phone: 
	Authorized relationship 1: 
	Authorized Person 1: 
	Authorized relationship 2: 
	Authorized Person 2: 
	Primary Physician: 
	Referred By: 
	Physician Phone: 
	Referrer phone: 
	Physician Fax: 
	Pharmacy Phone: 
	Pharmacy: 
	Hospital 1: 
	Hospital 2: 
	Method of Referral: Off
	Other: 
	ID Number: 
	Group Number: 
	Primary Insurance: 
	Referral Required: Off
	HMO: 
	Date of birth: 
	Relationship: 
	Name of Insured: 
	Secondary insurance: 
	ID Number_2: 
	Group Number_2: 
	Name of insured: 
	Date of birth_2: 
	Relationship_2: 
	Dialysis: Off
	Which dialysis center: 
	Phone number: 
	Dialysis Days: Off
	Nephrologist: 
	Home Health: Off
	Agency: 
	Referrer Fax: 


