                                Vascular Associates of Long Island

______________________________________________________________________________

New Patient Data

Date:_____________________

Last Name: ___________________________ First: _____________________ MI: _________

Birth Date: ___________________________  Social Security Number: __________________

Address: _____________________________________________________________________

City: ____________________________  State: _____________________ Zip: _____________

Work #: _________________ Home #: _____________________ Cell #:_________________ 

Emergency Contact: ________________________ Relationship: _______________________

Address: _____________________________________________________________________

City: ____________________________ State: _____________________ Zip: _____________

Phone: _________________________  Referring Physician: _________________________ Specialty: __________________ Address & Phone #: ______________________________

___________________________________________________________________________

Would you like a report sent to this physician?   YES   (  NO   (
Please Provide Address and Telephone For the Following Physicians:

Medical Physician: _____________________________________________________________

Cardiologist: __________________________________________________________________

Nephrologist: _________________________________________________________________

Other Physician: _______________________________________________________________

Insurance:   Primary: ______________________Insured’s name:______________________

ID #: ____________________________________ Group #: ____________________________

Secondary: ______________________________Insured’s name:_______________________

ID #: ____________________________________  Group #: ___________________________

Allergies: ____________________________________________________________________

_______________________________________________________________________

Medical History: 

Name:________________________________

Date:_________________________

Why are you seeing the doctor today? _____________________________________________

______________________________________________________________________________

Please tell us the name of ALL your medications you are taking and how much of each:

______________________________________________________________________________

______________________________________________________________________________

Are you taking any blood thinners? If yes, what? ____________________________________

______________________________________________________________________________

Any other medical problems or information you would like to share with the doctor?

______________________________________________________________________________

Any major medical problems in your family?  If so, what? ____________________________

______________________________________________________________________________

Heart Disease:     YES   (      NO    (
If yes:

Old Heart Attack (more than 6 months)     (



Recent Heart Attack (less than 6 months)   (



Stable Chest Pain/Angina    (



Mild Heart Failure    (



Severe Chest Pain or Heart Failure  (
High Blood Pressure:     
None  (   
Treated with Diet or Medication  (
Lung Problems:

None  (  
Asthma  (

Emphysema   (
Diabetes:


None  (   
Oral Medication:  (

Insulin    (
Kidney Disease:

None  (
Mild  (

Dialysis/Transplant  (
If Dialysis What Days and Time?:________________________________________________ 

Where Do You Have Dialysis?: __________________________________________________  

High Cholesterol:

None  (
Diet Controlled  (

Drug Therapy  (
Smoking:
Never  (


Former (more than 1 year)  (


Less than one pack per day  (


Greater than one pack per day  (
Alcohol:
Frequent   (

Occasional  (

None  (
                                                       GUARANTEE AGREEMENT
I. Individual’s Responsibility for Non-Covered Services

  In consideration of services rendered by Dr. K. Kvilekval / M. Petersen / S. Maru to the undersigned patient, the   undersigned promise(s) to pay to Dr. K. Kvilekval / M. Petersen / S. Maru,  any co-payment, co-insurance or other   charges required to be paid by my health insurance coverage.  In addition, I promise to pay for all   services that are not covered by my health insurance plan, provided I am informed of same prior to   the rendering of said services.

II. Assignment of Benefit Proceeds

  I hereby assign to Dr. K. Kvilekval / M. Petersen / S. Maru, all monies and/or benefits to which I am entitled from my insurer / HMO / third party payor, Medicare / government agencies, or those who are financially liable for my medical care.  I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable for related services.

III. Authorization to Release Records

  I hereby authorize Dr. K. Kvilekval / M. Petersen / S. Maru,  to release to my insurer / HMO / third party payor, governmental agencies, or to whomever is financially responsible for my medical care, all information needed to substantiate payment for such medical care and, if required, for pre-certification /  prior approval purposes.

It is, however, expressly understood that there will be no obligation of the undersigned to pay for any services, which are not medically necessary or improperly billed.

It is the policy of Vascular Associates to charge a  $25 fee for missed appointments or cancelled without 24-hour prior notification. 

_______________________________________

  Signature of Patient or

  Authorized Representative

  Date:  ___________________

________________________________________

  Signature of Authorized

  Representative of Dr. K. Kvilekval / M. Petersen / S. Maru

  Date:  ___________________

VASCULAR ASSOCIATES OF LONG ISLAND, P.C.

REFERRAL AGREEMENT:

DATE______________

PATIENT NAME_____________________________________

INSURANCE COMPANY _____________________________

I HAVE BEEN ADVISED BY VASCULAR ASSOCIATES OF LONG ISLAND, P.C. THAT I AM RESPONSIBLE FOR GETTING ANY REFERRALS THAT MY INSURANCE COMPANY REQUIRES OR ANY PRIOR APPROVAL NUMBERS.

I WILL BE RESPONSIBLE FOR PAYMENT IF THIS REFERRAL IS NOT OBTAINED AND GIVEN TO VASCULAR ASSOCIATES OF LONG ISLAND, P.C. TO SUBMIT WITH THEIR CLAIM(S).

SIGNATURE________________________

Patient Consent Form

By signing this form, you are granting consent to Vascular Associates of LI, PC to use and disclose your protected health information for the purposes of treatment, payment and health care operations.  Our Notice of Privacy Practices provides more detailed information about how we may use and disclose this protected health information. You have a legal right to review our Notice of Privacy Practices before you sign this consent, and we encourage you to read it in full.

Our Notice of Privacy Practices is subject to change. If we change our notice, you may obtain a copy of the revised notice by contacting us at Vascular Associates of LI, PC 2500 Nesconset Hwy. Bldg 21c Stony Brook, NY 11790, Attn: Privacy Officer. 
You have a right to request us to restrict how we use and disclose your protected health information for the purposes of treatment, payment or health care operations. We are not required by law to grant your request. However, if we do decide to grant your request, we are bound by our agreement.

You have the right to revoke this consent in writing, except to the extent we already have used or disclosed your protected health information in reliance on your consent.

Signature:___________________________

Date: _______________________________

I hereby acknowledge that I have been presented with a copy of Vascular

Associates of L.I., PC Notice of Privacy Practices.

Signature ___________________________________________

Date         _______________________​​​​​​​​​​​​​​​​​​​​____________________

Name of Patient  _____________________________________

                     Vascular Associates of LI, PC

HIPAA is an acronym for the Health Insurance Portability and 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 Transaction & Code Sets for transmitting data electronically

· Privacy Regulations over disclosures and use of health information

· Security Regulations over protections of electronic health information

It is the office policy of Vascular Associates not to release confidential and/or unauthorized information by home telephone, answering machine, work telephone, voice mail, cell phone and/or pager.  Whenever returning calls and the answering machine picks up, we do not leave a message if the name or telephone number is not on the recorded message to identify the residence.  Information will also not be left with an unauthorized person who may answer the telephone.

If you would like to have information released to someone other than yourself, please complete the following.  

I authorize Vascular Associates to leave medical information pertaining to my care, including confirmation of appointments, by the following methods and will assume responsibility to notify them whenever this information changes.

Home Telephone



Yes____
No____

Answering Machine



Yes____
No____

Work Telephone



Yes____
No____

Voice Mail




Yes____
No____

Cell Phone




Yes____
No____

Pager





Yes____
No____

Other _______________ (please specify)
Yes____
No____

Please list names of people Vascular Associates is authorized to give information to:

Spouse/Significant 

Other _________________

Parent ________________

Child_________________

Other________________

Patient Signature ________________________________ Date ________________

