
PATIENT REGISTRATION FORM
PATIENT INFORMATION (Please Printl

Name: To day' s Date'. _J ____-l _
Last First

Driver's License #

Date of Birth: / / Social Security fi-

Gender: Male or Female Marital Status: single / Married / Divorced / Separated / Widow

Address:

5t reet Citv State Zip Cod€

Home Phone: (_) Cell Phone: (_) lVork Phone: {_}_, _

Preferred Method of Contact (Please .ircie one):

Home Phone Cell Phone Work Phone Email

ls it OK to leave a detailed message on your voice mail? Yes or No

Personal Irnail Address;

Race lPlease crrcle one):

American lndian/Alaskan Native Asian Black/AfricanAmerican

NativeHawaiian/Pacificlslander Whitelcaucasian Unknown

Ithnicity {Please circle one}: Hispanic of latino Not Hispanic or Latino Decline to specify

Patient Employment lnformation

Employrnent Status: Employed Student self-emploYed Retired

Employer's Name OcctJpation l

Emer8ency Contact lnlormatioll

: mergeacv Contact Relationship: Phane #(-)

Would you like your medical inrotmation released to any family member? Yes No

tf yes, whom? Relationship to you:---Phone #(-)-

Drefe.rec Name._



Pharmacy
Name:

Address;

How Did You Hear About Us?
NewspaperAd / Yellow Page; ,/ lnsuranceCarcier / lnternet / Exterior Signage /

Friend or Family ,/ Physrcian / Orher

Physician
PCP Name OBGYN Name

Phonp f { } Phone# {_)

lnsurance lnformation:
(Please present your current insurance caro at time of check in)

Primary lnsurance:_-. - Policy lDt

Group S lnsurance Phone E

Policy Holder {lf not patient}: _

Policy Hoide/s SSN Policy Holder's Date of Birth:

Secondary lnsurance:_ Policy l0f

Group ri i.r;urance Phone S

Policy Holder (lf not patient):

Policy Holder/s 55N:___ Policy Holder's Date of Birth:

I understand that I am respon:ible for all fees regarciless of ins,:rance coverage, and that charges are

due at time of service unless other ari3lgements have been made in advance of tteatment. lf Goldman

Vein lnstitute does bill my insurance. i authorize them to I eiease any or all of my medical r€cords to mY

insurance companies ior assiBneo ,:ayment of medical benefits. Consent is hereby given to the treating

ghysician to administer treatrn,.rnt and to lerform such medical and/or surgical procedures that are

deemecj necestary for treatmerll

Patient (Prlnt Name):_--.

Patient {Signalure} Date;

Phone Number:--



OFFICE POLICIES

lnsurance Financial Policy:

It is advised that as a patient, you ;hould understand your insurance plan benefits and your

responsibility for any deductibles, co-insurance or copayments amounts prior to any visit. As courtesy,

Goldman Vein lnstltute will submit your claim to vour insurance carrier; however, this is not a guarantee

that your carrier will make the payment. Your insurance identification care is required at each visit, and

is the patient responsibility to verify with your insurance company prior to your visit that your particular

plan is considered in network with our office. Some insurance policies require that prior to your office

visit you must obtain a referral from your primary care physician. lf this is not acquired prior to your

visit, you may be asked to reschedule your appointment or pay for your visit in full. Payment is required

for all services at the time they are rendered unless you are covered under an insurance policy in which

we participate. For these patients. applicable copayments, deductibles and/or coinsurance will be

collected at the time of service. The patient is responsible for any and all charges not paid for by their

insurance company. I have read and understand the financial policy statement. I agree to make prompt

payment in full to Goldman Vein lnstitute when billed for any and all charges not covered or paid by

valid insurance benefits for and in consideration of services rendered. Any unpaid balances will result in

collection actions. Further, I authorize payment directly to Goldman Vein lnstitute for medical insurance

benefits payable to me under the terms ot my policy but not to exceed the balance due for serviced

performed for my treatments. This authorization is valid unti, revoked in writing.

Disclosure for Medicare Paticnts

I authorize any holder of medical or other information about me to release to the Social Security

Administration and Center for Medicare and Medicaid Services or its intermediaries or carrier, any

information needed for this or a related Medicare claim. I permit a copy of this authorization to be used

in place of the original and request payment of medical insurance benefits either to myself or to the
party who accepts assignment. Regulations pertaining to Medicare assignment of benefits apply. This

authorization is valid until revoked in writing.

ln order to provide tlmely appointments without excessive wait time, we ask that patients arrive to their

appointments on time. Please be ;idvised that we reserve the right to cancel an appointment if a patient

is more than 15 minutes late.

After Hours Urgent Medical Need

lf you required emergency medical services and it is not our offices normal business hours, please call

911 immediately. lf this is an urgent medr.al need and you need to speak with our physician, please call

561-790-4550 or 561-625-9853. Your cal! will be returned prrJmptly

I

Appointment Policy
I

I



No Show/Cancellation Policy

lf you are unable to make your appointment, Goldman Vein lnstitute requires a 48 hour notice prior to
your appointment for cancellations. lf you do not cancel your appointment within this time period, you

are subject to a 550.00 cancellation/no show fee. This fee will be the responsibility of the patient and is

not covered by insurance. An ex..jssive amount of missed appointments could result in being discharged

from our practice.

Payment and Financing Options

Our office accepts payment types: Cash, Chack, Debit, Mastercard, Visa, American Express. There is a

S50.00 fee for any returned checks.

Return Policy

As a convenience, Goldman Veiri lnstitute offers multiple products for sale in the office. lt is our policy

that open products cannot be re -rrned. Sales are Final.

Consent for Photography

It is customary to have photos taken to help in the guidance and care of your medical records. These

photos are for in office use only. lf photc: are needed for any other purpose, additional permission will

be obtained. Therefore, I consent for before/after photos tc 5e taken.

Consent to Treatment

As part of the course of the diag;,:,sis arrd treatment of my medlcal condition, I voluntarily consent to
the provision of all diagnostic tests, physical exanlinations, medications and other items and services

that Dr. Alexander Goldman and/or Dr. Saluja Varghese (My Doctor) deem approprlate to diagnosis and

treat conditions that I discuss with my doctor or care providers. lacknowledge that no guarantees have

been made to me about the outcome of any services provided by my doctor or care providers.

I acknowledge that I have received and i,;ve read and understand the stated Office Policies of Goldman

Vein lnstitute.

Patient Name (Print): _,

Patient Signature:

I
:

I

I

i



Patient Historv

NAME: 

-

_-.-- AGE: 
-..-*-_ 
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HIPAA PATIENT CONSENT FORM

The federal government required all medical offlces to make patients aware that they have rights

regarding the use of their personal health information. A copy of our Notice of Privacy Practices i5

available lor your review at the front desk,

By signing this form,,/ou consent to our use and disclc,sure cf protected health information according to

the Notice oi Privacy Practices available to you at our frcr,t'resk. Ycu have the right to revoke this

consent at any time, in writing; horlever, such a revocation shall noi affect any disclosures we have

already made in reliance on ycr..lr p!'ior consent. Goldman Vein lnstiiute provides this form to comply

with the Health lnsurance Portabrlity and Accountability Act of 1996 (HlPAAl,

You have the iight to request a restriction or limitation on the medical information we use or disclose

about you for treatment, payrnent, or health cate operation. 'l ht5 request fiust be done in writing.

When€ve. possible we will honor your request.

The patient understands that

We will not release information to any future doctor, 3tturney, life insurance company, workman's

comp company without your writte n consent. Protected health infoimation may be sued for treatment

through ore of your current dG(tors, patment with your insurance company, or healthcare operations

within our office. Goldman Vein i;lstitute has a Notice of Privacy Practices that,s avallable for review.

Goldman !?in lnstitute reserves the right to change the Notic€ of Privacy Practices. Ths patient has the

right to restrict the use of their inforrnat:on. but Goldman vein lnstitirte does not have lo agree to these

restrictions if, for example it interferes wittl payment, daily operations or providing quality health care.

The patient rnay revoke this consent in writing at any time and all future disclosures will then cease:

Goldman Vein lnstitute may condlticn treatment ur'!;n rhe execution of this consent. you have the

right to be notified of protected health information breach. Goldman Vein lnstitute cannot sell your

health i.formation without your permission. Certain uses of your medical data, such as use of patient

information in marketing, requii? prior disclcsure and your authorization. Uses and disclosures not

described in the Notice of Privaq practice will only be made with your authorization.

I acknowledge that I was provided w,th a copv of the Notice of Ptivacl Practices

Patient name: Date

(Print Name)

Signaturel Relationship to Patient

FOR OFFICE USE ONIY



Your lnformation. Your Rights. Our Responsibilities,

This notice describes how medical informatjon about yoL may be used !nd disclosed and how vou can get access

to this info.mation. Pl€ase reviErr. if tatefully

'f he Joint notice of Privacv Practi€es is being provided to yru on behalf of Goidman Veio ln$tiiute, with the resg€et
to yeio dircrders medicrl rervice pro\,ided at Gcldman Vein lnstitute facilities {collectively referred to herein as

"We" o, "Ouf). We understand that your medical intormatiln is piivate and confidential. Further, we a.e requlred
by law to maintain the privacy of "protected health informatio;r i;cludes any individually identifiable iflformation
thatweobtain from you orothe.sthat relates toyourpast, prese t, orfuture physicalor mental health, the health

care you have received, or payment for your health (are.

HIP'A NOTICE Of PRIVACY PRACTICES

Your RiBhts
You have the right to;

Get a copy of your health and clairns records. Correct your health and claims records. Request confidential
communication. Ask us to Iimit the information we share. Get a list of those whh whom we've shared your
informatioa- Get a copy of this privacy notice. Choose someone to act for you. tile 3 complaint il you believe your
priva€y rights have been violated

Your choices
You hav€ rome choices in the way that rve use al'td share informrtion as wc;

Alswer coveraSe questions frcm your famrly and friends, Provide dlsastet refief. Market our services and sell
you. inforrnation.

Our Uses and Disclosures
We may {]se and share your information as we:

Help mana8e lhe health care trealment you receive. Run our organiration. Pay for your health services. Help
with public health and safely issu€s. Do research. Comply with the law. Respond to organ and tissue donation
requests and work with a mrdical examiner or funeral ditedor. Address workers' roopensation, law enforcem€nt,
and other government requests. Respond to lawsuit and le$l actions. Business Associates. Appointments.
Notif ication. Comrnunication with 5pouse/ramily.

Your Rights
When it comes to your health information you have certain rights. fhis section explains your rights and some o{

our responsibilities to help you.

Get a capy 6, health and claims .scotds
You can ask to see or get a copy of your health and claims records and other health informat;on we have about

you. Ask us how to do thi!. Wewill provide a copyora summaryofyour health and claim!,ecords, usually rvithin

30 days of yolr request. we may charge a reasonable, cost-based fee.

Ask us to correct your health and claims records
You can ask us to correct your heailh an,l clarms reaords ii vou i:link they are incerrect or incomplete. Ask us

how to do this. We mav say "no" lo your request, but we'llteli iou whv in writjng within 50 days.

Reguest confidential communisations
you can ask us to contact you i. a 5pecific way {for example, home or otfice pho*e) or send mail to a different

address. we will consider all reasonable requests, and must say "res" if you tell us you would be in danger il we do

not.



Your lnformation, Your Rights. Our Responsibilities.

Ask us to limit what we use or share
You carl esk us not to r.rs€ or share a€atain health informalion for treatment, payment, or our ogeration5. We are

not required to agree to your requcsi, and ,,v€ may 5ay "no" if it would affect your care.

6et a list of those with whom we've shared informatian
Yoir can ask lor a list laccounting) ot the trmes we've share.l yoL: health information for six ye3rs prior to th€

date you ask, who we shared it with, and why. We wiil inciude ail the discloslres {such as any you asked us to
make). We'll provide one accounting a ;ear for free but wlll charge a reasonabl€, cost-based fee if you ask for
another one within 12 months.

6et a copy of this privacy notice
You can ask ior a p3per ropv of thi$ notice at any time, even i, you have ?greed to receive the notice

electronically. We will provide you with a paper copy promptl!.

Choose someont to act for you
lf you have given someone m€dicel power of attornev or 'f someone is vout legal BUardian, that person can

exercise your rights and make choices about !,our health iniarmaticn. lve vviil make sure the perjon has this
authority and aan act for ycu before we tii{-i any acljcn.

File a complaint if you feel your rights are violated
You can complain if you feel we ii,ve vioicteu your rights by contacting us ijsing the information on page 1 You

can file a complaint w,th the U.5. D:!a*ment oi .lealth and Human Services Office lor Civil Rights by sending a

letter to 2@ lndependence Avenue. 5.W., Washintton, D,C. 202C1, calling 1-87?-696-6775, or visiti.rg
www,ihs.govlcf/ hioaa/comolaintsl. We will not retaliats against you for fil!ng a complainl

Your Choices
tor tertain health intormation, you can tell us your choi€es about what we share. lf you have a rlear preference
for how wc share your rnformation in the sitirarions Ceslribed below, talk to uJ. Tell us what you want us to do.
and we will follow vour instructions,

ln these cases, you have both the !'ight and {hoii.e to tell us to:

Share information with your fanily, clcse lj'.en'ls, or others involved in payment for your care. Share information

in a disaster reliEf siluation. t yot) zre 'iat obte !, tell us yow preference, lcr exomple il you ore unconscious, we

fiay go oheod ond sharc you infon', )lian i! .ue E?lieve it is in your best intercst. We moy olso shDtg yout
inforrnotion when needed to lessen o sefloLts ond imminent thrcat Lo heafth ot solety.

ln these cases we never share your iniormation unless You give us wrltten permission

Maaketing purposes. Sale of your inlormation.

our Uses and Disclosures
How do we typirnlly use or share your hFalth informatian?

We typically use ot share your health inisrmation ir the foll3'rr:r,g ways

Help manage the health Eare t.€atment lrou receive

We can use your health informatrcn and shar: it with professionalt who are treating you. Exetnpie: A dostor

sends us information abo,.rt your Ci.lgnosis and treatment pian so we can arrange additional services.

Run our organiratlon



Your lnformation. Your Rights. Our Responsibilities.

We can !.ise and disclos€ your infoimation to run ou. organi:atien and contact you wheo necessary, Example

U/e use healrh intormation about you to develot betler g"*ites tor you.

Pay lo. your health services
u/e can :Jse and disclose your health information as we pay for your health service5, !xample: we share

inrormation about you with your .nedical plan to coordinats payment for your medical work.

How else can we use or share your health information?
We are allowed or required to share vour nformation rn otlrer ways-usually in ways that contributetothe public

gocd, such as public heallh and research we have to meet .nany conditions in the law before we can share your

information fo, these purposee. For more rnformation see: Or ocrlprivacy/hipaalunderstanding

lc0rsume.slindex.html

Help with public health and setety assues

we can share health information about you for certain situations suci as:

Preventing disease. Helping with produ.t recalls. Reponing adverse reactions too rnedications. Reporting
suspected abLrse, neglect, or domestic violence. PreventinB or reducjng a serious thr€at to anyone's health or
safety.

Do research
We can use or share your informrtion ior health researah

Comply lYlth the law
We $/ili share information about'/:u if state or federai 1a.,.;s requir€ it, including wath the Depariment of Health

and Human Services if it wants io see that we're complying \^lith federal privacy law.

Respond to organ and tissuo doration requ€sts and work with a medical examiner or funeral director,
\\/e can ihare health inlormatior about you with or8an grocuaement or8anizatrons. We can share health

informatlort ,/ith a coroner, medica! eraminer, or funeraldirector when an indrvidual dies.

Address workers' compensation, law enforcement, anC othzr government requests
We can use or share health information about you:

For workers' compensation ciaims, Fcr law enforcement purposes or with a law en{orcement official. With health

oversight agencies for activities auliro.ized bv iaw'. For special government functions su.h as military, national

serurity, and presidenlial protert,vi.' servrces

Respond to lawsuits and legal act,ions

We can share health rnformation aboul you in .esponse to a cour: or administrative order, oI in respon5€ to a

subpoena.

Eusinets Aslotiates
There are some services provided as 60ldman Vein lnsiiiute, thro.jSh contasts wllh business associates. Exarnpl€:

The rnanagernent services ot 6oldrnan Vein Institute, certain lsSorrtory, tests and colleation services. When these

serviaes are contracted, we may disclosp your heallh info.maticn to our business assoaiate so that they can

perform the iob we have asked them to do and bill you or you. third party payer fgr services rendered. So that

your irealth information is protectsd; however, we require the business associate to appropriately safeguard your

informatioo.

Appointments
W€ nay use or disclose your health information to conlac't you to remind you o{ an appointment



Your lnformation. Your Rights, Our Responsibilities.

Notification
we may use or dasclose information to notify or assist in notifying a ,amily member, personal representative, or

another person aesponsib!e for yoijr care, your location, and Seneral condition.

Communication with SpouselFamily
Health prolessionars, us;og iheir best iudgement, may disclose to ,oui spouse, family member, or any other

person you identify, h€alth information r€levani to that persorr':; involvemert ln'ycu{ care or paym€nt relaled to
your care, lf you are not at home, we lr,ay leave thir information on vour arisurering machine or in a message left
wath the person answering the t€lcohone. We willgive you an opportunity to object to these disclosures, and we

will not ma(e these disclosures if vou cbject.

Our Responsibilities
we are required by law to maintain lhe privacy and security of your proteded health infor.nation. We will let you

know promptly if a breach oEcurs that rnay have compromised the privacy or security of your inforrnation. We

must follow the duties and privacy praclices described in this notice and give you a copy of it. We will not use or
share your inlormation other than as des.iibed here unless you teli us we cao in writing. lf you tell us we can, you

may change your mind at afly time. Let us ln,Jw in writrnt ;f you chaage your mind. Foi more iotormation see:

www. hhs.govlqct'privacylhipaa/understanding/consu mers/ r'rotice3p. html

Changes to the Terms of this Nstic:
We can change the terms ot thir notice. aad the changes will apply to all informalion we haye about you. The

new notice will be available upon re!uest

This is to acknowledge that I have received a copy of the Noti(e of Privacy Practl{er ot Goidman Vein lnstitute.

Name:

{Please Print)

Signature: Date:

Disposition: File'.l,ir Acknowkldg€ment Form in the Patrent's medical record


