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PATIENT INFORMATION 

 
DATE: ______________________________ HOME PHONE: ____________________________________________________ 
 
NAME: (First) _______________________________ (MI) ___ (Last) ______________________________________________ 
 
ADDRESS: ____________________________________________________________________________________________ 
 
CITY: ____________________________________________ STATE: ______________________ ZIP CODE: _____________ 
 
BIRTHDATE: ____/____/____                 Sex:  Male  Female                    Marital Status:  S   M   D   W  
 

PATIENT INFORMATION: SPOUSE INFORMATION: 

Occupation: Spouse Name: 

Work Phone: Occupation: 

Employer: Work Phone: 

City & State: Employer: 

Social Security: City & State: 

E-Mail Address: Social Security: 

Cell Phone: Date of Birth: 
 
How did you find out about us? 
 

 Radio ___________  Television ___________  Newspaper _______________  Magazine ___________  Yellow Pages   
        (Station)                   (Station)                                                               (Name)                                                         (Name) 
 

 Friend/Family Member    Referral From A Physician   Other ______________________________________ 
           (See Below) 
 
Physician That Referred You: ____________________________________________________________________________ 
 
Address: __________________________________________________ City: __________________ State: ___ Zip: _________ 
 
Specialty: _______________________________________ Telephone: ____________________________________________ 
 
Primary Care Physician: (If other than referring physician) ______________________________________________________ 
 
Address: __________________________________________________ City: __________________ State: ___ Zip: _________ 
 
Specialty: _______________Telephone: ______________________________ May we contact this Physician?  Yes    No  
 
OB/GYN Physician: (If other than referring physician) __________________________________________________________ 
 
Address: __________________________________________________ City: __________________ State: ___ Zip: _________ 
 
Telephone: ______________________________________________________ May we contact this Physician?  Yes    No  
 
Insurance Information: 
 
Primary: _____________________________________ Group or ID #: ____________ Insured’s Name: __________________ 
 
Secondary: ___________________________________ Group or ID #: ____________ Insured’s Name:  _________________ 
 
In Case of Emergency, Contact: _______________________________________ Phone: ____________________________ 
 
I authorize Vein Clinics of America to execute any documents necessary, and release to my health insurance carrier, or other 
organization as required, any pertinent medical information about myself as may be required to process claims for 
reimbursement of fees charged to me for medical treatment at Vein Clinics of America. 
 
Signature: _________________________________________________ Date: _______________________________________ 


