3 LEGACY

HEALTH & WELLNESS
VEIN.HORMONE.IV.SPECIALISTS

Today’s Date: MEDICAL HISTORY FORM Date of Birth:
Last Name: First Name: MI:
Allergies: O none O yes, please list: Height: Weight:

(food, medications, latex, or other substances)

What are you here for today? O Varicose veins O Hormone therapy O IV therapy O Procedure: (please list)

O Spider veins
Please answer all of the following questions:
Review of Systems: Do you currently have ANY of the following symptoms?2 (Please circle below)

Fever yes no Chest pain yes no Pain with urination yes no
Chills yes no Palpitations yes no Incontinence yes no
Night sweats yes no Leg swelling yes no Rash yes no
Fatigue yes no Leg pain yes no Ulcers yes no
Weight loss yes no Pain with walking yes no Weakness yes no
Weight gain yes no Discoloration of skin yes no Back pain yes no
Headaches yes no Varicose veins yes no Leg pain yes no
Sore throat yes no Spider veins yes no Numbness yes no
Vision changes yes no Leg cramps yes no Tingling yes no
Hearing loss yes no Nausea yes no Dizziness yes no
Shortness of breath yes no Vomiting yes no Memory loss yes no
On home oxygen yes no Constipation yes no Bruising yes no
Cough yes no Diarrhea yes no Easily bruises yes no
Coughing up blood yes no Changes in bowel yes no ltching yes no
Wheezing yes no Changes in bladder yes no Other

Snoring yes no Blood in urine yes no

1. Areyou pregnant orcouldyoube? On/a Ono Oyes, areyou breastfeeding? Oyes Ono
2. Are you currently under a doctor/NP/PA care? O no O yes, for what reason:

Past Medical History: Do you have ANY current or chronic medical illnesses? (Please circle below)

Diabetes yes no COPD/Asthma yes no Blood Clots yes no
High blood pressure yes no Emphysema yes no Thyroid Disease yes no
Heart attack yes no Hepatitis yes no Bleeding Disorder yes no
Heart disease yes no HIV yes no Anesthesia problems yes no
Heart failure yes no Arthritis yes no Pacemaker yes no
Atrial Fib yes no Lupus yes no Immunosuppression yes no
High Cholesterol yes no Gastric Reflux yes no Photosensitive Disorders yes no
Stroke/mini stroke yes no Kidney Disease yes no Heat Urticaria yes no
Seizures yes no Depression yes no Cancer yes no
Gastric Ulcers yes no Fibromyalgia yes no Other:

Past Surgical History: Have you underwent ANY surgical procedures: O no O yes, please list what surgery and when:
1. 2.

3. 4.

Family History: Does your family have any history of the following:

O Heart Disease O Kidney Disease O Blood Clots O Aneurysm O Cancer O Diabetes
O Hypertension O Varicose Veins O Bleeding Disorder O High Cholesterol O Stroke/Mini stroke O Other:
Social History: Do you smoke2 O no O yes, when did you quit? # Packs per day?e # Yearse
Do you drink alcohole O no O yes, how often? Do you use nonprescripfion drugs?2 O no 0O yes

Medications: Do you take/use ANY medications (prescriptions and non-prescriptions), vitamins, herbal or natural
supplements, on a regular or daily basis? O none O yes, please list all medications below or provide a list:

1. 4.

2. 5.

3. 6.
MEDICAL HISTORY FORM
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HEALTH & WELLNESS
VEIN.HORMONE.IV.SPECIALISTS

Today’s Date: Date of Birth:

3 LEGACY

VEIN Consultations Questions YES NO
1. Do you experience any pain your legs? O O
If so, please describe: O aching O throbbing O cramping O heaviness
O sharp O shooting Orestless O other:
2. Do you have any leg swelling? o 0O
3. Do you have any skin discoloration?2 o 0O
4. Do you have any current of history of any problems with ulcers? O O
5. Do you have any of the known following conditions: (Please check below) o 0O
O Varicose Veins O Spider Veins O Phlebitis O Cellulitis O Chronic venous insufficiency
6. Have you had any procedures performed on your veins? (Please check below) O O
O EVLT ORFA 0O Phlebectomy 0O Vein stripping O Sclerotherapy 0O Laser spider veins
7. Do you or have you ever worn compression hose? O O
8. Have you tried to elevating the legs your legs? o 0O
9. Have you tried anti-inflammatory or pain medication? o 0O
10. Are you taking any blood thinnerse O O
Please list:
HORMONE Consultations Questions YES NO
1. Do you have any problems sleeping? o 0O
(difficulty falling asleep, sleeping through the night, waking early)
2. Do you have any problems with depression? O O
(feeling down, sad, on verge of tears, lack of drive, mood swings)
3. Do you have any trouble with feeling irritable? o 0O
(feeling nervous, inner tension, aggressive)
4. Do you have any problems with anxiety?2 o 0O
(restlessness, feeling panicky)
5. Do you have any hot flashes or night sweafts?2 O O
(episodes of sweating, flushing face & neck)
6. Do you have any palpitations? o 0O
(heart skipping, racing, fightness)
7. Do you have any problems with hair loss? O O
8. Do you have any problems with your energy level? O O
(general decrease in performance)
9. Do you have any problems with focusing? O O
(impaired memory, decreased in concentration, forgetfulness)
10. Do you have any problems with sexual function? O O
(desire, activity, satisfaction)
11. Do you have any problems with body-joint pains? O O
(joints, muscular discomfort, rheumatoid)
12. Do you have any problems with exercise tolerance? O O
(extreme firedness during/post workout)
13. [For Women] Do you experience vaginal dryness? o 0O
(sensation of dryness or burning, difficulty with sexual intercourse)
14. [For Women] Are menstrual periods regulare O O
Patient Signature: Date:
MEDICAL HISTORY FORM
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5-LEGACY

HEALTH & WELLNESS
HIPAA Consent Form

| understand that, under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), | have certain rights to
privacy regarding my protected health information. | understand that this 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 or indirectly.

Obtain payment from third-party payers.
Conduct normal healthcare operations such as quality assessments and physician certifications.

| have been informed by you of your Notice of Privacy Practice containing a more complete description of the users and
disclosures of my health information. | have been given the right to review such Notice of Privacy Practices prior to
signing this consent. | understand that this organization has the right to change its Notice of Privacy Practices from time
to time and that | may contact this organization at any time to obtain a copy of the current Notice of Privacy Practices.

| understand that | may request in writing that you restrict how my private information is used or disclosed to carry out
treatment, payment, or health care operations. | also understand you are not required to agree to my requested
restrictions, but if you do agree, then you are bound to abide by such restrictions.

| understand that | may revoke this consent in writing at any time, except to the extent that you have taken action
relying on this consent.
| give permission to the staff at Legacy Health & Wellness to discuss my account information with the following people:

A copy of the Notice of Privacy Practices will be provided to you at your request

Patient name: Date:

Signature: Relationship to Patient:

Please indicate below the methods that this office may use to contact you:

You may contact me at my home telephone number Yes No
You may leave a message on my home answering machine Yes No
You may contact me on my cell phone Yes No
You may leave a message on my cell phone voicemail Yes No
You may contact me at my work telephone number Yes No
You may leave a message on my work voicemail Yes No

You may leave a message with another person at the

home telephone number Yes No
You may leave a message with a co-worker Yes No
You may contact my emergency telephone number

and leave a message Yes No



5-LEGACY

HEALTH & WELLNESS

Patient Information

Name (First) (Mi) (Last)
Address Apt
Email Address DOB___/ /  Social Security - -

Sex [OMale CJFemale Marital Status s OM O D Ow

Occupation Employer

Work Phone City State

Spouse Information:

Name DOB /___/ __ Social Security - -
Occupation Employer
Work Phone City State

How did you find out about us?

[ Referral from Physician OFriend/Family Member

[ Radio Station TV Station OlInternet Site OOther

Physician that Referred You

Name Specialty Phone

Address City State Zip

Primary Care Physician (if other than referring physician)

Name Specialty Phone

Address City State Zip

Preferred Pharmacy:

In Case of Emergency, Contact Phone

| hereby consent to evaluation, testing, and treatment/procedures that are provided to me or the patient for whom | am
responsible. This would include all doctors, nurses, and interns that are affiliated with Legacy Health & Wellness.

Signature: Date:




LEGACY HEALTH & WELLNESS
VEIN.HORMONE.LASER.IV.SPECIALISTS

Insurance Information

Patient's Name: Date:

First Middle Last

[Primary Insurance]

Name of Insurance Company:

Address:

City: State: Zip:

Insured’s Name;

Group Number: Policy ID Number:

[Secondary Insurance]

Name of Insurance Company:

Address:

City: State: Zip:

Insured’s Name:

Group Number: Policy ID Number:

Did your injury happen on the job? Yes No

If yes, on what date did the injury occur?

Did you report the accident to your employer? Yes No

Our office will file insurance for all reimbursable services, to both your primary and secondary insurance carriers.
Please remember that you are responsible for all deductible, copay, and non-covered service amounts. See our
complete financial policy for details.

Method of Payment for Today's Visit: _ Cash ___ Check __ Visa/MC

Signature of Patient or Responsible Party:

Date:

I authorize the release of any medical information necessary to process my claim.

Signed: Date:
(Patient or responsible party)

| authorize payment of medical benefits to Legacy Health & Wellness

Signed: Date:
(Patient or responsible party)






