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17110 Dallas Parkway Ste 105 2701 S Hampton Rd Ste 202
Dallas Tx 75248 Dallas Tx 75224

Patient Registration Form
(Please print or write legibly)

Last Name: First: Ml:
Gender: (OMale [ Female Date of Birth: Social Security:
Mailing Address: Apt #:
City: State: Zip:

Please check your preferred primary phone number:

[ Home: [ State: 1 Mobile :
Email : Preferred Language:

Marital Status: Race/ Ethnicity:

Emergency Contact: Relationship:

Primary Number: Secondary Number:

Primary Physician : Phone Number:

Do you see any other specialists? If so, please list contact information:

INSURANCE INFORMATION

Insurance card(s) or proof of insurance must be presented at time of service.

Primary Insurance: Policy Number:
Group Number: Insured Name:
Relationship to Insured: DOB of Insured:

Secondary Insurance: Policy Number:
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Authorization to Release Medical Records
Patient Information : (Please Print)

Name:

Date of Birth: Social Security Number:

Address:

City/State/Zip:

Phone Number:

| hereby authorize: (Office Use Only)

Name:

Address:

City/State/Zip:

To disclose the following specific medical information by mail or fax to:

Minimally Invasive Vascular Centers
17110 Dallas Parkway Suite 105 Dallas Tx 75248
Office: (972) 483- 5714 Fax: (469) 331-0097

My authorization extends to the following items below:

Progress Notes Operative Notes
History and Physical Consults

Lab Reports MRI/ABI Reports
Echo/EKG/Stress Test Diagnostic Testing

This authorization is given freely with the understanding that:

e All records, whether written, oral, or in electronic format, are confidential and cannot be
disclosed without my authorization, except as otherwise provided by law.

o A photocopy or fax of this authorization is as valid as the original.

e | may revoke this authorization at any time except where information has already been
released. This authorization is valid for a one year period from the date that it is signed, or
sooner if noted below. The revocation must be in writing. A revocation form is available from

the receptionist.

e Information used to disclose pursuant to this authorization may be subject to re-disclosure by

the recipient and is no longer protected.
Patient Name: Patient Signature:

Patient’s Representative: Date:

Witness: Date:
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Medical History
Patient Name: Date:

Past Medical History-Check all that apply:

___Aortic Aneurysm ___Heart Failure ___Kidney disease stage:
___Alzheimer/ Dementia __Clotting/Bleeding Disorder __Heart attack when:
___Anemia ___Coronary Artery Disease ___Peripheral arterial disease
___Angina ___Diabetes ___Sleep Apnea
__Arrhythmia (i.e: A-Fib) __Heart Murmur __ Stroke/TIA

___Asthma ___High Blood Pressure ___Thyroid disease
__Cardiomyopathy ___Depression ___Epilepsy/Seizures
__Anxiety/Panic Attacks __Vericose/Spider Veins ___Phlebitis/Swelling/Celluilis
___Arthritis ___Bronchitis/Pneumonia ___Rheumatic fever

__Blood clots in veins/lungs ___HIV/AIDS ___Acid reflux/stomach ulcers
___COPD/Emphysema __Cirrhosis/Hepatitis Type: ___Tuberculosis
__Menopause __Other:

Surgical History-Check all that apply:

__Appendectomy ___Fracture Repair ___Knee Replacement
___Carpal tunnel release ___Gall Bladder ___Blood transfusion

__ Cataract/ Glaucoma __Hip Replacement __Tonsil/adenoids

__ C-Section ___Hysterectomy/Tubal ligation ___Back/Neck

___CABG ___Pacemaker/AICD ___Heart valve replacement
__Cardiac/Vascular Stent ___Carotid artery repair ___Gastric bypass
__IVCFilter ___Hernia Repair

__ Other:

Past Hospitalizations:
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Confidential Health History

Name: Date:

Reason for your visit:

Describe your symptomes:

When did they start?

When does it occur?

How long does it last?

Family Medical History (Check if yes)

Father: ___ Living? ____ Heart Disease? ____ Stroke?
Mother: ___ Living? ____Heart Disease? ____ Stroke?
Grandfather: ___ Living? ____ Heart Disease? ____ Stroke?
Grandmother: ___ Living? ____Heart Disease? ____Stroke?
Brother/Sister: ___Living? ____Heart Disease? ___ Stroke?

Social History

Tobacco Use: ___ Never __ Quit Date:
Do you Smoke: __ Pipe __ Cigar ___ Cigarette ___ Chewing Tobacco
If you are a smoker, how many packs/day?

Other?
Other?
Other?
Other?
Other?

____E-Cigarette

How long have you smoked?

Do youdrink alcohol? ~ Yes _ Formerly __ Never
Type: ___Beer ___ Wine ____Liquor
How often? (Drinks/day)

Allergies

Are you allergic to any medications? Yes ___ No

If yes, please list:

Have you had a reaction to X-Ray contract dye? _ Yes _ No
Are you allergic to iodine or shellfish? _ Yes _ No

Are you allergic to Latex? ___ Yes No
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Medication List

Patient Name: DOB:

Please include all prescription and over the counter medication, including herbal products and vitamins.

Medication Dose Quantity/Frequency

Pharmacy Name:

Pharmacy Address:
City/State/Zip Code:
Phone Number:

Patient Name:

Patient Signature:
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PATIENT HIPPA ACKNOWLEDGMENT AND CONSENT FORM
Patient Name: Date of Birth:

Notice of Privacy Practices

I acknowledge that | have received the practice’s Notice of Privacy Practice, which describes the way in which
the practice may use and disclose my healthcare information for its treatment, payment healthcare
operations, and other described and permitted uses and disclosures. | understand that his information may
be disclosed electronically by the provider and/or the provider’s business associates. To the extent permitted
by law, | consent to the use and disclosure of my information for the purpose described in the practice’s
Notice of Privacy Practices.

Release of Information

| hereby permit practice and the physicians or other health professionals involved in the inpatient or
outpatient care to release healthcare information for purposes of treatment, payment, or healthcare
operations.

e Healthcare information regarding a prior admission (s) at other MIVC affiliated facilities may be
made available to subsequent IMVC affiliated facilitated to coordinate patient are for the case
management purposes. Healthcare information may release to any person or entity liable for
payment on the Patient’s behalf to verify coverage or payment questions, or for any other purpose
related to benefits payment. Healthcare information may also be released to my employer’s
designee when the services delivered are related to a claim under worker’s compensation.

o If I am covered by Medicare or Medicaid, | authorize the release of healthcare information to the
Social Security Administration or its intermediaries or carries for payment of a Medicare claim or to
the appropriate state agency for payment of a Medicaid claim. This information my include, without
limitation, history and physical, emergency records, laboratory reports, operative report, physician
progress notes, nurse’s notes, consultations, psychological and/or psychiatric reports, drug and
alcohol treatment and discharge summary.

e Federal and state laws may permit this facility to participate in organizations with ither healthcare
providers, insurers, and/or other health care industry participants and their subcontractors in order
for these individuals and entities to share my health information with one another to accomplish
goals that may include but not be limited to: improving the accuracy and increasing the availability of
my health records; decreasing the time needed to access my information; aggregating and
comparing my information for quality improvement purposes and such other purposes as may be
permitted by law. | understand that this facility may be a member of one or more organizations. This
consent specifically includes information concerning psychological conditions, psychiatric conditions,
intellectual disability conditions, genetic information, chemical dependency conditions, and/or
infectious diseases including but not limited to, blood borne diseases, such as HIV and AIDS.
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Assignment and Authorization of Benefits for Patients with Insurance

| hereby assign all medical and/or surgical benefits to which | am entitled, including Medicare, private
insurance, and other plans to Minimally Invasive Vascular Center. | understand that | am financially
responsible for all charges, co-payment, co-insurance, and deductible. To the extent necessary to determine
liability for payment and to obtain reimbursement, | authorize disclosure of portions of the patient’s medical

records. | authorize insurance claims filed and benefits assigned.
Financial Acknowledgement for Private Pay Patients or Patients without Insurance

Patients who do not have insurance coverage are expected to pay charges in full at the time services are

rendered. | agree that | am financially responsible for all charges incurred during the time of service.

Our HIPPA Acknowledgement form provides information about how we may use and disclose protected
health information about you. You have the right to review our Form before signing this consent. As outlined
in our Form, the terms our Form may change. If our Form is changed or modified, you may obtain a revised

copy by requesting form the receptionist.

You have the right to request that we restrict how protected health information about you is used or
disclosed for treatment, payment, or health care options. We are not required to agree to this restriction,

but if we do, we are bound by our agreement.

Patient Signature:

Print Full Name:

Date:

Legally Authorized Individual signature:

Date:
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Patient Consent Form
General Consent for Care and Treatment

TO THE PATIENT: You have the right as a patient to be recommended surgical, medical, or diagnostic
procedure to be used so that you may make the decision whether to undergo any suggested treatment
or procedure after knowing the risk and hazards involved. At this point in your care, no specific
treatment plan has been recommended. This consent form is simply an effort to obtain your permission
to perform the evaluation necessary to identify the appropriate treatment and/or procedure or any
identified condition(s). The consent will remain fully effective until it is revoked in writing.

This consent provides us with permission to perform reasonable and necessary medical examinations,
testing, and treatment. By signing below, you are indicating that (1) you intend that this consent is
continuing in nature even after a specific diagnosis has been made and treatment recommended. And
(2) you consent to treatment at this office or any other satellite office under common ownership. You
have the right to discuss the treatment plan with a physician about the purpose, potential risks and
benefits of any test ordered for you. If you have any concerns regarding any test or treatment
recommended by your health care provider, we encourage you to ask questions. You have the right at
any time to discontinue services. | voluntarily request Dr. Greg Messner and/or other healthcare
provider or the designees as deemed necessary to perform reasonable and necessary medical
examination, testing, and treatment for the condition which has brought me to seek care at Minimally
Invasive Vascular Center. | understand that if additional testing, invasive or interventional procedures
are recommended, | will be asked to read and sign additional consent forms prior to the test(s) or
procedure(s).

| acknowledge that | have read and fully understand the above statements and consent to fully
voluntarily to its contents.

Print Name:

Signature of patient:
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Your Patient Responsibilities

You are an important and active member of your care plan. You have certain responsibilities to yourself and

to your care team.
In the spirit of shared trust and respect, we ask you to:

e  Give true and complete information about your:

o

O O O O O

Health status

Medical history

Hospitalizations

Medicines

Other matters about your health

Contract information, family members, caregivers, and other needed information

e Letus know:

O O O O O O

e Please:

O O O O O O

O O

Any risks about your care

Changes in your care, illness, or injury

Safety concerns

Violation of your patient rights

If you understand your care plan and what we expect from you
If you do not understand your care plan or its information

If you have or need to ask questions

Follow your care plan and instructions created by your doctor, nurses, or other health care
team members

Keep appointments and, if you cannot make your appointment, let us know at a minimum
24 hr before your appointment

Be responsible for your actions if your refuse care or do not follow doctor’s orders

Pay your health care bills in a timely manner

Follow practice procedures, rules, and regulations

Be thoughtful of the rights of other patients and our staff

Be respectful of yourself and our staff

Help staff to assess your pain, to assist you to discuss and get prompt relief, communicate
your concerns about pain medicines and develop a pain management plan

Treat the doctor and our health care staff with respect and consideration

Accept that bad language or behavior is not tolerated and may be grounds for dismissal
Accept we may end our relationship if you do not follow your doctor’s orders or care plan



