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Last Name: _____________________________________ First name: ____________________________ MI: ____________

DOB: _______________________ SS#: __________________ Sex: _____________ Marital Status: __________________

Race: 	American Indian/Alaskan Native	Asian	Black or African American	Native Hawaiian or Pacific Islander	White		Asian		Other		Decline to state		
Ethnicity: 	Hispanic/Latino		Non-Hispanic/Latino	Other		Decline to state

Address: ______________________________________ City: _________________ State: _________ Zip Code: __________

Home Phone: _________________________ Cell Phone: ________________________ Work Phone: ___________________

Email: ________________________________________________________________________________________________ 

Referred by: ___________________________________________________________________________________________

Pharmacy Name and Phone number: _______________________________________________________________________

Primary Care Physician Name and Phone number: ____________________________________________________________

Do you have an Advance Directive in place? 	Yes or No	*Please provide us with a copy next visit.
Are you currently in a skilled nursing facility or rehab center?     Yes or No	


Insurance Information
[image: ]

Primary Insurance: _______________________________ ID #: ____________________________ Grp #: ________________

Secondary Insurance: _____________________________ID #: _____________________________ Grp #: _______________

Subscriber Name (if different than patient): _______________________________Subscriber DOB: _____________________ 

Subscriber SS#____________________ Subscriber Employer___________________________________________________



Emergency Contact or Next of Kin 
[image: ]

Last Name____________________ First Name: __________________ Relationship to patient: _________________

Address: ______________________________________________________________________________________

Home Phone: _____________________ Cell Phone: _____________________Work Phone: ___________________



	








Contact Information

May we leave a message …………………….

	On your answering machine/voicemail?
	Yes
	or
	No

	Office/Work Voicemail?
	Yes
	or
	No

	With another Person?
	Yes
	or
	No



Please list the person(s) with whom we can discuss your protected health information?
[image: ][image: ][image: ][image: ]








Patient Authorization
[image: ]
I authorize the release of any medical information necessary to process any claim. I authorize payment of medical benefits to the physician for services rendered.

Patient Signature: X___________________________________________ Date: _____________________________________

Parent/Guardian Signature (if minor) _________________________________________ Date: _________________________


Managed Care / HMO Patients
[image: ]
I understand that it is my responsibility to obtain a valid referral from my primary care physician. I understand that if I do not obtain or have a referral on file that I may be held financially responsible for services received. I further understand that I am responsible for services that are considered non-covered expenses by my insurer.

Patient Signature: X__________________________________________	Date: ______________________________________

Parent/Guardian Signature (if minor) __________________________________________ Date: ________________________
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Medical History

Last Name: ________________________First Name: _________________________ DOB: _______________________

Height: ____________ Weight: ____________ Allergies: ___________________________________________________

Are you taking any medications including vitamins and supplements? (if so, please list) __________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever been diagnosed or treated for the following? (if yes, please specify)

	Yes
	or
	No
	Heart Disease or Heart Surgery?  __________________________________________________

	Yes
	or
	No
	High blood pressure? ___________________________________________________________

	Yes
	or
	No
	Shortness of Breath? ___________________________________________________________

	Yes
	or
	No
	Cancer?  _____________________________________________________________________

	Yes
	or
	No
	Diabetes? ____________________________________________________________________

	Yes
	or
	No
	History of Trans Ischemic Attack (TIA) or seizures?  ___________________________________

	Yes
	or
	No
	Kidney/Renal disease?  Are you on Dialysis?    Yes or No   Dialysis Days:  Sun, M, T, W, Th, F, Sat

	Yes
	or
	No
	Gastrointestinal disease? (stomach, colon, liver, etc.) _ ________________________________

	Yes
	or
	No
	Infectious diseases? (Hepatitis, T.B., AIDS, Lyme) ____________________________________

	Yes
	or
	No
	Major Surgery? _______________________________________________________________

	Yes
	or
	No
	Difficulty with healing of wounds? _________________________________________________

	Yes
	or
	No
	History of high cholesterol? ______________________________________________________

	
Do you have a history of:
	
	Is there a family history:

	Asthma?
	Yes
	or
	No
	Yes
	or
	No

	Hives?
	Yes
	or
	No
	Yes
	or
	No

	Eczema?
	Yes
	or
	No
	Yes
	or
	No

	Psoriasis?
	Yes
	or
	No
	Yes
	or
	No

	Skin cancer?
	Yes
	or
	No
	Yes
	or
	No



Social History: (Please Circle)
Caffeine use: 	occasionally	often	not at all
Drink Alcohol: 	occasionally	often	not at all
Chew Tobacco:	occasionally	often	not at all
Exercise:	occasionally	often 	not at all
Smoke: 	<1pack a day	>1pack a day	occasionally	do not smoke	quit smoking- When: _____________


Do you have a need for antibiotics prior to surgery or visiting the dentist?  ____________________________________

Patient Signature: X_____________________________________________ Date: ___________________________

[bookmark: page3]Relationship to Patient (if applicable): ______________________________________________________________







HIPAA

I understand that, under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I certain rights to privacy regarding my Protected Health Information. I understand that the information can and will be used to:

· Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved in that treatment directly and indirectly.

· Obtain payment from third party payers.

· Conduct normal healthcare operations such as quality assessments and physician certifications.

I have been informed by you of your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information. I have been given the right to read and review your Notice of Privacy Practices prior to signing this consent. I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that I may contact the organizations Privacy officer to obtain a current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment, or healthcare operations. I also understand that you are required to agree to my requested restrictions, and if agreed, then you are bound to abide by such restrictions.

I understand that I may revoke this consent in writing at any time, except to the extent that you have taken action relying on this consent.

Patient Name (printed): ___________________________________________________________________________

Signature: X_______________________________________________________ Date: _________________________

Relationship to Patient: __________________________________________________________________



Consent for Evaluation and/or Treatment


By signing below, I am giving my consent to the practice of Malwinder Singha, M.D. for evaluation and/or treatment. Once I have been examined, I understand that I will be informed of any medically recommended diagnostic procedures and/or treatments and given the option to accept or decline.

Patient Name (printed): ___________________________________________________________________

Signature: X_________________________________________________ Date: _______________________

Relationship to Patient: ___________________________________________________________________




AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION

From Whom:
□    TIVC/TISC- Dr. Malwinder Singha	870 International Parkway, Ste 200, Flower Mound, TX 75022
					Phone: (469) 414-7510		Fax: (469) 840-1723	

□    Specify: ________________________________________________________________________________________________________________________________________________________________________

To Whom:
□    Specify: ________________________________________________________________________________________________________________________________________________________________________

□    TIVC/TISC- Dr. Malwinder Singha	870 International Parkway, Ste 200, Flower Mound, TX 75022
					Phone: (469) 414-7510		Fax: (469) 840-1723	

Medical Records from date of service from ______________________ to ______________________ 
Information be released: 
□ Entire Records				□ Radiology Reports and Images
□ History and Physical				□ Nursing Notes
□ Operative Reports				□ Physician Progress Notes
□ Consultation Reports				□ Medication List
□ Laboratory Reports				□ Other: _____________________

Purpose of Disclosure:
□ Continued Care

I authorize the release of the protected health information as stated. I understand that the information released my include, but is not limited to , medical history, diagnosis, treatment records, laboratory results, and any other relevant healthcare information. I acknowledge that I have the right to revoke this authorization in writing at any time. 

Release Period: This authorization is valid for a period of one year from the date of signature, unless otherwise specified.

Patient Name:________________________________________________________________________
DOB: ________________________________  Phone Number: ________________________________
Signature of Patient or Legal Representative: _____________________________________________
Relationship to Patient: __________________  Date: _______________________________________






Current Medication List

Date: ______________________

Patient Name: __________________________________ DOB: __________________________

Please list all prescribed medications, over the counter medications and any vitamins/herbal/natural supplements.

[bookmark: _Hlk103244720]____________________________________________________________________________________	
Medication Name				mg			Directions/ How it’s taken

____________________________________________________________________________________	
Medication Name				mg			Directions/ How it’s taken

____________________________________________________________________________________
Medication Name				mg			Directions/ How it’s taken

____________________________________________________________________________________
Medication Name				mg			Directions/ How it’s taken

____________________________________________________________________________________	
Medication Name				mg			Directions/ How it’s taken

____________________________________________________________________________________
Medication Name				mg			Directions/ How it’s taken

____________________________________________________________________________________
Medication Name				mg			Directions/ How it’s taken

____________________________________________________________________________________
Medication Name				mg			Directions/ How it’s taken

____________________________________________________________________________________
Medication Name				mg			Directions/ How it’s taken

____________________________________________________________________________________
Medication Name				mg			Directions/ How it’s taken

____________________________________________________________________________________
Medication Name				mg			Directions/ How it’s taken




ADVANCED CARE DIRECTIVE

We are required by the Centers form Medicare Services (CMS) to acquire the information below. Please answer the following questions so we may comply with these mandates.

Patient Name: ________________________________	DOB: _________________________________ 
1. Advance Directive Status:
· Do you have an Advance Directive (Living Will, Durable Power of Attorney, etc.)?
· □ Yes, and I will provide a copy for my medical record.
· □ Yes, and it is on file with __________________________________________
· □ No, but I am interested in completing one.
· □ No, and I am not interested currently.
2. Treatment Preferences (Living Will):
· Cardiopulmonary Resuscitation (CPR):
· □ I want CPR if my heart stops.
· □ I do Not want CPR (DNR: Do Not Resuscitate) 
· Mechanical Ventilation (breathing machine):
· □ I want to be placed on a ventilator if needed.
· □ I do Not want to be placed on a ventilator.
· Artificial Nutrition and Hydrations (feeding tube): 
· □ I want artificial nutrition and hydration.
· □ I do Not want artificial nutrition and hydration.
· Other Specific Wishes or Instructions:
· _______________________________________________________________________
3. Educational Material Confirmation:
· Did you receive educational materials about advanced care planning?
· □Yes
· □No
4. Patient Acknowledgement:
· I have discussed my healthcare wishes with my provider and understand the importance of advanced care planning.

Patient Signature: _____________________________ Date: _________________________________



New Patient Consult/ Tele-Health New Patient

Pre-visit: _____ min        Face to Face: _____ min        Post visit care: _____ min       Documentation time: _____ min
Date: __________________     Referring Doctor: ____________________________________ Initials: _________
Patient Name: __________________________________________   DOB: _______________   Age: ___________      
Vital Signs: Temp __________  Height __________  Weight ___________   Pulse ________   SPO2 __________
Blood Pressure __________    Side: L / R          
Advanced Care Directive Yes/No	
Allergies: ____________________________________________________________________________________
Reaction: ____________________________________________________________________________________                      
Current Medications: __________________________________________________________________________________________________________________________________________________________________________________________
CC:_______________________________________________________________________________________________________________________________________________________________________________________
Pain? 	 Yes / No  Location of pain: ____________________________Duration of pain: ___________________   
What makes it better and worse? ________________________________________________________________
Scale of pain 1-10: _____________
Do you have pain at rest? Yes / No    	Pain when lying down? Yes / No   
Pain when sitting long periods? Yes/No
Walking Impairment  Yes / No 	How far can you walk before experiencing pain? _______________________
Medical Issues: ________________________________________________________________________________________________________________________________________________________________________ 
Family History: ____________________________________________________________________________________
Past Surgeries: ___________________________________________________________________________________
Smoking History: Yes/No		How long/How many cigarettes daily? __________________  
Do you consume alcohol? Y/N		 How often? ________________________________________
Do you experience any of the following?     
Pain Fatigue Aching Numbness Tingling Itching Burning Pallor Paralysis Paresthesia Poikilothermic Pulselessness Gangrene Ischemic Pain Impaired Ambulation Dependent Rubor
Site(s) of Discomfort: ____________________________________________________________________________________
Do you currently have an open or unhealed Wound/Ulcer?	Yes / No     Size: __________________ 
If so, where is it located? ____________________________________________________________________________________
How Long? ____________________________ Description: __________________________________
Chronic Critical Limb Ischemia:    L: Mild/Moderate/Severe    R: Mild/Moderate/Severe
Pulses/Bruits: 0-3      	++ Easily located	+ Located with effort	   0    Non-Palpable
RPop___________________	RDP____________________	RPT____________________
LPop__________________	LDP___________________	LPT____________________	
Assessment/Diagnosis: ________________________________________________________________________________________________________________________________________________________________________
[bookmark: _gjdgxs]Ankle- Brachial Index (ABI)					Rutherford Classification: _________
(R) Brachial_______________  (L) Brachial_______________
(R) DP_______________          (L) DP___________________	Results: (R)_________  (L)_________
(R) PT_______________          (L) PT___________________

[bookmark: Check1][bookmark: Check2][bookmark: Check3]Treatment/ Plan:  |_| NEXT AVAILABLE |_| URGENT (UP TO A WEEK/7 DAYS) |_| EMERGENT (WITHIN 24 HRS)

· Arterial
Type of Treatment:          STENOSIS                 OCCLUSION               DIAGNOSTIC ANGIO
Access side:		Left	Right		Groin		         Pedal	       Radial	
Treatment side:		Left	Right
· Vein Ablation
Treatment side: 	Left	Right		GSV	SSV 	        RFA    MOCA   Varithena
· Ultrasound
Arterial:			Left       Right	 Both     	Vein Mapping: 	 Left      Right      Both     	Venous Reflux:		Left	Right	 Both    		Venous (DVT): 	 Left	Right	  Both
Dialysis Fistula:              Left       Right                 		Endo AVF Maturation:	Left	  Right	

· Compression stockings
Duration: ______________mmHg: ___________Style / Length: __________________________

Measurements: Ankle: ______    Calf: ______    Thigh: ______    Length: ______    Size: ______

· Clinical follow up visit	in _______     day(s)     week(s)     month(s)

· Fistulagram	Left	Right	ROUTINE     MATURATION     MATURATION W/ EMBOLIZATION

· Venogram	Left	Right	STENOSIS    OCCLUSION    DVT    MAY-THURNER SYNDROME

· Graft		Keresis		GraFix		Organogenesis	Left	Right

· GAE		Right     Medial / Lateral 	Left	Medial	 / Lateral

· Nevro		Exercise & Pregabalin 6mths		Tactile Comp. Measurements 
Trial SCA Placement				(R) Ankle _______(R) Calf _________ 
Permanent SC Placement			(L) Ankle _______ (L) Calf _________    
Other:_________________________________________________________________________





















Assignment of Benefits Form

Patient Name (print): _________________________________ Date of Birth: ______________
Practice Physician Name: Dr. Malwinder Singha
Has your insurance information changed: □ YES	□NO

Financial Responsibility:
All professional services rendered are charged to the patient and are due at the time of service, unless other arrangements have been made in advance with the Practice. Necessary forms will be completed by the Patient and the Practice, where appropriate, to file for insurance carrier payments.

Assignment of Benefits:
I hereby assign all medical and surgical benefits to include major medical benefits to which I am entitled. I hereby authorize and direct my insurance carrier(s), including Medicare, private insurance and any other health/medical plan, to issue payment check(s) directly to the above-named physician for medical services responsible for any deductibles, co-pays, co-insurance or any other amounts not covered by my insurance carrier. Should any insurance payment be made directly to the insured for monies due on this account, I agree to immediately pay over these funds to the above physician. 

Authorization to Release Information:
I authorize any hold of medical information about me to inquire from and/or release my health care team and/or insurance company(s), any information required for the purposes of health care management and/or for processing all medical claims all medical claims on my behalf. I authorize the above physician to submit claims to my insurance company(s) on my behalf. This order will remain in effect until revoked by me in writing.

Patient Bill of Rights:
I was given the opportunity to ask questions related to this document and understand its contents.

Patient/Responsible Party: ______________________________ Date:____________________
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