Greater P'rttsrgh

JEFFERSON

= CARDIOLOGY
ASSOCIATION
Vascular Associates

PATIENT INFORMATION

PATIENT NAME:

DATE OF BIRTH: / /. SEX: 0 MALE O FEMALE O OTHER MARITAL STATUS:

PATIENT ADDRESS: CITY: STATE: Z1P:

(PLEASE CHECK THE BOX TO INDICATE YOUR PREFERRED MEANS OF COMMUNICATION)

O HOME PHONE: [ WORK PHONE:

O CELL PHONE: O EMAIL ; _
EMPLOYER: PHARMACY:

LANGUAGE: O INTERPRETER NEEDED:

EMERGENCY CONTACT 1: RELATIONSHIP TO PATIENT:

HOME PHONE: OTHER PHONE:

PRIMARY CARE PHYSICIAN: REFERRING PHYSICIAN:

|

\

|

|

OTHER REFERRAL SOURCE:
|

|

|

\

| INSURANCE INFORMATION

PRIMARY INSURANCE INFORMATION PLAN NAME:

POLICY HOLDER: EFFECTIVE DATE:

INSURANCE 1D # GROUP # PLAN #:

SECONDARY INSURANCE INFORMATION PLAN NAME:

POLICY HOLDER: EFFECTIVE DATE:

INSURANCE ID # GROUP # PLAN #:

ASSIGNMENT AND RELEASE OF BENEFITS
I hereby assign all medical and/or surgical benefits, to include Major Medical Benefits to which | am entitled, including Medicare, private insurance,
and any other health plan to: JEFFERSON CARDIOLOGY ASSOCIATION / GREATER PITTSBURGH VASCULAR ASSOCIATES.

This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as an original.
| understand that | am financially responsible for all charges whether or not paid by said insurance. | hereby authorize said assighee
to release medical information to secure payment.

SIGNED: DATE:




Greater Pittsburgh

E JEFFERSON

CARDIOLOGY
ASSOCIATION

Vascular Associates

HEALTH QUESTIONNAIRE

NAME BIRTHDATE = DATE

BRIEFLY DESCRIBE THE PROBLEM = FAMILY HISTORY

THAT BROUGHT YOU TO THE DOCTOR: FATHERS | MOTHER'S .
FATHER | MOTHER | p o | cpeNTs | SIBLINGS| CHILDREN

BAD VEINS

BLEEDING DISORDER

ONSET OF PROBLEMS
CANCER

LIST ANY DRUG ALLERGIES OR REACTIONS: DIABETES

HEART ATTACK
(IF SO, WHAT AGE?)

LIST ALL MEDICATIONS TAKEN REGULARLY: BB B EE

HEART VALVE DISEASE

HIGH BLOOD PRESSURE

KIDNEY DISEASE

STROKE

WOMEN ONLY PREGNANT? O YES aNO PLANNING PREGNANCY? OYES ONO
PAST MEDICAL HISTORY

(J ALLERGIES/HAY FEVER O FATIGUE (J OPEN WOUNDS

3 AMPUTATION J GIDISORDER T OSTEOPOROSIS

0 ANEMIA O Gout 7 PERIPHERAL VASCULAR DISEASE
(J ANXIETY/DEPRESSION (J HEART ATTACK (IF 5O, AGE) 3 PROSTATE DISEASE

(3 ARTHRITIS ) HEART FAILURE T PULMONARY EMBOLISM

(J ASTHMA O ureaTiTIS AT B3 ¢ O (J SLEEP APNEA

J BAD VEINS (J HIGH BLOOD PRESSURE 0 STROKE

(J BRONCHITIS (J HIGH CHOLESTEROL J THYROID DISEASE

3 CANCER TYPE (J INCONTINENCE J OTHER

J CORONARY ARTERY DISEASE J MIGRAINES

(3 DIABETES TYPEI O TYPEU (J (3 NON-HEALING ULCER
R T Tk
J NICOTINE: TYPE HOWIONG? WHEN STOPPED?
(3 CAFFEINE: ____ CUPS DAILY? OTHER CAFFEINES?

(J EXERCISE ROUTINE:
(3 ALCOHOL TYPE/AMOUNT
(3 SLEEP: DIFFICULTY FALLING ASLEEP (3 sNORING (J
(3 ILLICIT DRUG USE:

POS Reorder # 1915725



