Heart and Vascular Care
Bhupinder Singh MD, PA

1600 Coit Road
Suite 207
Plano, TX 75075
Patient iInformation
Name: e e =
(Last) (First) M)

00B SS# Addrass:
Home #: Celi#h, Work#:

Marital Status: S M D W; Ethniclty: White African American Aslan Latino Race:;___

Language: Emalls,

Primary Care Physiclan: : Phone:

Emergency Contact:
Name: . Phone#:

Name: Phone #:

Insurance information:

insurance Name Members ID Group #:
Primary:
Secondary:
Third:

®PLEASE GIVE INSURANCE CARD(S) AND PHOTO ID TO FRONT DESK*

1 hereby assign my insurance benefits be paid directly to my phyzician, | agree to be financially respansible for aft
rendered services an my behalf or on behalf of my dependents. | also authorize the physicians to release any

information acquired in my examination on my dependents to third party payers or other health practitioners
Involvad in my care.

*] also understand that payments are expected at the time of visit unless otherwise arranged.
Signature: Date:




* Reart and Voseolsr Cove
d Chupinder Singh MD PA
1608 Coit Road
Suite 207
Bhpap: 972-832-L088/Paw: 972-5)2-0389

Financiel Policy and Patient Resporsibiiity

o Health Insurence is & contract between the patient and their Health Insurance Company or employer.
Patients are ultimately responsible for underatanding the details of their medica! insurance coverage
inchuding but not limited to:

o Iaewing i wo are In-Netwerk with your insurance carrier and your partdoular plan. 1€ e are
Out~of Nettvork with your plan, you will be responsible for any unsovered expenses.

o Pre-Authorization snd Pre-Certificetion requirements for fssing. As s oourtesy to our
patients, we try to obtain pre-afhorization and pre-certification. However, it is ultimasly the
patient's responaibility to know their authorization requirements.

o i o veforrs! Is noeded by your Primary Care Physieian (YCP). Most HMO plans

mqmzeamnﬂw&omd\embm’smﬂmupedﬂhtbeﬁmmespedaﬁRWm

) rammmmmmmwmmawwm

o Dedustible - fhe amouut for which a patient is obligated to pay out of porket hefors certain
gervices are paid by their plan. Many plans will not pay for testing until after the deductible is
met. This meens the patient may have 100% financiel responsibility for teeting until after the
deductible is met. Ma:wplaushaveanmdividmlmdafmiiydaducﬁhle.

o Co-m—thsoutofpackatmﬂemmanﬁﬁﬂityofapaﬁemmanomcevim

0 Cmm—amw-mmmmﬂwmhap&ﬁmﬁsmpmﬁbb

o Mum-ammmy,qumteﬁymmmypwmmﬂewymmmmﬂawmﬁm&n
aptive cOVEIBgS Bains, Premivms ars in addition to dedustibles. co-pays and eo-insurance.

o RMsximum Out of Poelet - The meximum financlel responaibility of the pe for the plan
year. Deductibles, Co-Insurance and Co-Pays are all applied to the o jclcet maximuni.

Onaemeouvoﬁpoaketmnximumismetﬁxrﬁwplmyam.memﬂncemisresponsibleﬁor
100% of ths remaining medicel expenses as long as they are provided by in-netwotk providess.

o To ke aware of your Explannilen of Benefits (ROB's) annd to facilitate in olaims payments when their
insurance cagrler denies alf or part of @ claia.

o Toinform our office immediately of any insnrance coverage changes. Failure to do this may result in
not belag able to see patients at their scheduled time.

Please comtact your insurance carsier if you have any questions about your coverage and your financial
obligations baged on your plas. The number for member services is usually on your insurence identification
card.

Pinancial Dolioy Aclknowlsdgement: [ have read and understood the above financial polioy; | understand thet, regerdless

ofuwmsmmomhnmwabsmeoﬁnmmcommlmnmm’:ympmmbhfmﬂwhalmemmmmmt
for eny services rendered.

Tatient Nams (plcase Jrint) ~  Biguature —a



Heart and Vascular Care
Bhupinder Singh, MD

Authorization for Disclosure of Health Information:

| AUTHORIZE THE FOLLOWING TO DISCLOSE THE INDIVIDUAL'S PROTECTED HEALTH INFORMATION:

patient Name: Date of Birth: / /

Address:-

City: ' State: Zip:,

£-mall Address; : PhOnE:

I request that my protected heaith information (PHI) from {heaithcare facility name} be disclosed to:
Reciplent Name: Dr.8hupinder Singh MD '

Address: 1600 Colt Rogd, Syite 207 City:Planp ____ State:Taxas ZIp:75078

Phone: (9721612-0388 ____Fax: (972)-612-0389
REASON FOR DISCLOSURE (Choose only one option below)

O Treatment/Continuing Medical Care

O Personal Use (J 8iiling or Claims .

O tnsurance Legal Purposes (J Disability Determination O school
Q emptoyment Udther
INFORMATION THAT CAN BE DISCLOSED:

Complete the following.by. indicating those items that you want.disclosed.The-signature of-a minor
patient is required for the release of some of these items. if afl health information is to be released, then
check only the first box.

O At health infarmation (3 History/Physica) Exam [ Past/Present Medications Chab Resuits
Ophysician’s Orders O Patient Aflergles (3 Operation Reports O Consuitation Reports

D Prograss Notes O3 Discherge Summary O Diagnostic Test Reports CEKG/Cardiology Reports
Opathology Reports LJ 8llling Information [J Radiology Reports & Images (] Other,

Signature, Date:




CANCELLATION AND NO SHOW POLICY

Office appointments which are cancelled with (ess than 24 hours notification may
be subject to a $25.00 cancellation fee. Procedure cancellations require 5-7
business day advance notice, without notification they may be subject to a $50
cancellation fee.

Patients who do not show up far their appointment withaout a call to cancel an
office appointment or procedure appointment will be considered as NO SHOW.
Patients who No-Show two (2) or more times in a 12 month period, may be
dismissed from the practice thus they will be denied any future appointments.
Patients may also be subject to a $25.00 fee for office appointment No Show and
S50 procedure No Show fee.

The Cancellation and No Show fees are the sole responsibility of the patient and
must be pald in full before the patient’s next appointment.

We understand that special unavoidable circumstances may cause you to cancel
within 24 hours. Fees in this instance may be waived but only with management
approval.

Our practice firmly believes that good physician/patient relationship is based
upon understanding and good communication. Questions about cancellation and
no show fees should be directed to the Billing Department {972-612-0388).

Please sign that you have read, understand and agree to this cancellation and no
show policy.

Date of birth

Patient Name (Please Print)

Signature of Patient or Patient Representative Date



By signing this authorization form, | understand that:

| understand that this health information may include sensitive information. By

signing this form | am specifically authorize the release of information rélating to:

0 substance Abuse Treatment information
O HIV related information, including AIDS related testing
O Mental Health Information

Signature

Date:

CONFIDENTIALITY OF ALCOHOL AND DRUG ABUSE PATIENT RECORDS. This information has been disclosed
to you from records protected by Federal Confidentiality Rules (42 C.F.R. Part 2). The Federal Rules
prohibit you from making any further disclosure of this information unless further disclosure s expressly

permittéd by the written consent of the person whom it pertains or as otherwise permitted by 42 C.F.R.

* Requests for copies of medical records are subject to reproduction fees in accordance with
federal/state regulations.

* | have the right to revoke this authorization at any time. Revocation must be made in writing
and presented or mailed to the Health Information Management Department at the following
address: (ADDRESS). Ravacation will not apply to information that has already been disclosed in
response to this authorization.  Unless otherwise revoked, this authorization will expire on the
following date/event/condition: .

If I fall to specify an expiration date/event/condition, this authorization will expire (insert time
frame) from the date signed.

¢ Treatment, payméiit, @hroliment or eligibllity for benefits may not be conditioned on whether
| sign this authorization

Patient or Authorized Representative

Signature Date

Print Name /Relationship to Patient (if applicable)



New Patient Health Questionnaire Date:_/ /

Patient: Gender: (M [JF
Date of birth: / / ; Age ’
Referring Doctor:
Please INDICATE all the reasons for your visit.

[JChest pain at rest [CJwith exertion

[CIshortess of Breath at rest [Jwith exertion

[IPalpitations / irregular heart rate

1.

2,

.

4. [(Racing heart

5. [Swelling legs

6. [Ootiziness  Faitisg

7. [OJBypertension .

8. [JBeart failure

9. [CJPre surgical evaluaion

10.  [[]JEstablish new cardiologist

H1. PRIOR HEART DISEASE AND TESTING? CJveS: [CINO (Next Section)
Hesttmurmur/ valveprolapse . [TJNO [JYES: YEAR;

Rheumatic / Scarlet fever [CJNO [[IYES: YEAR;

Angina / Chest pain [NO [ TYES: YEAR;

Heart attack [CINO[JYES: YBAR; . Location:

Hean Cath / Angloplasty /Seent________["JNO [TJYES: YEAR; Location: _

Bypass surgery [ONO[[JYES: YEAR; ________ Location: '
Pacemaker [CINo []YES: YEAR; Location:
Defibrillstor [CINO []YES: YEAR; Location:

Heart fuilure, [CINO []YBS: YEAR;

Stress test (treadmill) [JNO ] YES: YEAR; Location:

BEcho / Ultrasound [JNO[]YES: YEAR; _ Location:

Calcium Scoring, [CINO[] YES: YEAR; Location:

Nuclear Thailium PET Scan {CINO [C]YES: YEAR; Location:

Carotid ultrasound [INO[ ] YES: YEAR; Location:

Hotter (24 hr monitor) [INO[[] YES: YEAR; Location:
. H2. RISK FACTORS FOR HEART DISEASE:

High chotesterol [WO[VES:YEAR;_____ TC__[DL_HDL_TO___
High blood pressure I—INO [CJVES:YBAR; _______

Disbetes [CINO [JVES: YRAR; Hamones[JY /[N
Current SMOKE.ceoe oo [iNo [ves

Previous Smaker [No [JvEs QUIT YEAR;

Phen / Fen weight loss medicine ....INO [C]VES: YEAR;

H3. BLOOD VESSEL DISEASES

Carotid disease o endarterectomy, INO [C]YES: YEAR;

Stroke or TIA (ministeake) [INO [JYES: YRAR;

Acrtic ancurysm N0 [JVES: YEAR; ______ Surgical Repair YEAR;
Numbness or tingling of legs... ... [ JNO[IYES:YBAR;

Leg cramps while walking CONO[CIYBS: YBAR;

Venous thrombosis (tegclots) ... [INO[JVES: YBAR;



MEDICATIONS:
Please list all prescription and ron-prescription medicines including vitamins and aspivin.

NAME
Lasix

- W E BN

°oo . E
=)
&

—
—
.

; *

H4. DO YOU HAVE ANY ALLERGIES TO MEDICINES?

DOSE/STRENGTH FREQUENCY
40 mg. 2inam/ 1 inpm
/
/
/
/
/
{
/
/
/
/
/
. /
INO ( next section )] YES

Please list all medications to which you have an allergy or adverse response and list the'reaction (e.g.

penicillin-arm rash)
Medication

1.

2. .

3.

4

Are you allergic to iodine, shrimp or shellfish?

Reaction

Have you received X-ray contrast (myleogram, IVP, CT Scan)?
If Yes, did you have any reaction to the contrast?

HS. PAST SURGICAL HISTORY (OPERATIONS)
Do not relist the cardiac operations already listed.

QPPPPHE
®

YEAR; 95

YEAR; ==
YEAR;
YEAR; === =
YEAR; =~
YEAR;, =
YEAR;. =

CINO [JYES
[CINO [JYES
CINO [JYES

[JNO []YES

Location: Medical City
Location

Location
Location—
Location,

Location



T8(31':1AI.I'|!8TCII!Y: Patlent Name: : poB:
Maritel status:
7 single Maned ] Sivorced ] Wiiowed

Bo you smoke cigarettes? [7'VES [ NO  Hfyes, howmany? §___yrs. Packs per day
Did you ever smake? [0 Yes [J NO  Ifyes, whendid you quit?
Do you drink alcohol? [0 Yes [J NO  fyes, how much? Type & Drinks per week
ﬁommmw 3 Yes I NO  Hyes, which?

Bo you uge recrestional drugs? 3 YES [0 NO  tfyes, which?
FAMILY HISTORY:

Relation Age Health Problem Age of Cause
death

How many In e}

Daughtens:
How manyinesl

Any cther family members with ilingss noted above




VEIN SCREENING FORM

Please complete ieft side of form only.
DOB: S M [OF Insurance Provider:
How did you hear gbout us? :
L Vascular History et ' —_—- V. Vdnw«ohmbymilum)
Do you bave or bave you vver been diagniintd v
Vizioose veln problams. UY% R e
Phicbitis (vein redness/iendemess) * [1Y
Blood clots EY
Deep vein thrombesis (DVT) Y
Saphenous veln reflux Y
Do yeo expericace any of the fullowing is your leg(s)s
Aching/pain nzm Leg:
Hoaviness b I‘l-‘%: -
Itching/burning Y Leg: LIF
Restless logs 3 f‘ Physieal Exam: i
ws@gmamammaum ' RIGHT LEG (check all that epply)
mﬂum OYON  Whar ] No signs of venous disease - [ Spider veins
Blevation of legs Ov(N wha? ] Visible vazicose veins t [ Bdena
Wear support kose OYDON wha O Pigmentation [ Healodulcers | [ Active ulcers
IL Famfly History .
Have auy of your family members had: LEPT LEG (check all that apply) :
Varioose veins DYg Who? ] No signs of venous discase ) Spider veins
Vein stripping oy Who? CJ Visibls varicoso veins - [ Bdema
Blood cosguiation disorder DYE{: Who? ..___ ElPigmemtation [ Healed ulcers ) Acive iteers
Blood clots oy Who?
Stroks, heart sttacks ar OYDN who? Ciinfcal Assessment:
puimonsry emboli Chrenlo venous insuffictency R
1L Vein Trestment History Eom- n%
Have you ever been treated fir varicoss veins withs
Y Leg Treatment Plan:
Vein stripping surgery Y Medical compression stockings
RP abistion (VINUS Closure®) Y le Other: kn
et i L R ——
m&wm l:l; ON
Do you exercise regnlarly? EYE: Date: Time:
Do you smoke? EY 0N , '
Pregnancles YN Howmmy? — Physician;
Fhysicisn Phone Number:
NOTES:

C. On-8ite Implementation Kit: Vein Screening Form | cS



