Vascular Associates of San Diego

Vincent J. Guzzetta, M.D. Scott E. Musicant, M.D. Thomas T. Terramani, M.D.
PATIENT INFORMATION
(Please Print)

Date

Patient’s Name Phone
Last First M

Other

Address _Phone
Number & Street City State Zip

Birthdate Age Social Security Number
Spouse or Guardian Marital Status
Patient’s Employer. Phone
Occupation
Spouse’s Employer Phone
Patient’s Insurance ID#
Address Phone
Subscriber’s Name
Secondary Insurance ID#
Family Physician Referred by,
Emergency Contact . Phone
Address / Relationship
I hereby authorize and request Insurance Company to assign directly to

your physician all payments due for services rendered by said doctor,

I understand that I am financially responsibie for alt charges not covered by insurance.

Signature Date



\/ = Vascular Associates of San Diego

VASCULAR ASSOCIATES

Date: Name:

>

Height: Weight: ge: Occupation:

Medical History:

Yes No Have you ever had: If yes, date: Allergies:
(Medication, tape, iodine, dye?)
Weight loss or gain

Fevers or chills

Back pain or injury

Arthritis

Bleeding tendency Social History:

Hepatitis or HIV Do you use alcohol?
Diabetes If yes, how much/how often:
Thyroid disorder

High cholesterol
Bronchitis or pneumonia
Asthma or emphysema
Heart attack

Do you or have you ever smoked?
Packs per days How many years
If you have quit, when?

Chest pain (angina)

Irregular heart beat Family History:

High blood pressure Has anyone in your family had: Who?
Stroke Stroke:

Epilepsy or convulsions Heart Attack:

Drug/Alcohol addiction Diabetes:

Leg pain when walking Aortic Aneurysm:
Phlebitis (vein clot in legs) Varicose Veins:
Constipation or diarrhea

Bloody or dark stools
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Urine bleeding or stones
Other serious medical illness
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§:fécify:

Past Operations and approximate dates:

Medications (Please list all medications that you are currently taking:
Name Dosage How often




PRIVACY PRACTICES ACKNOWLEDGEMENT

Vincent J. Guzzetta, M.D., F.A.C.S.
Scott E. Musicant, M.D., F.A.C.S.
Thomas T. Terramani, M.D., F.A.C.S.
8860 Center Dr., Suite 450
La Mesa, CA 91942
(619) 460-6200

I have received the Notice of Privacy Practices and I have been provided an opportunity to review it

Name Birthdate

Signature Date

I understand that my personal health information may be shared with other physicians and/or
hospitals as is necessary for medical care.

My personal health information, either verbally or written, may also be released to the following:

Name Phone #
Relationship
Name Phone #
Relationship
Name Phone #
Relationship

Patient Signature Date




