PATIENT REGISTRATION                                                                          THE VEIN + LASER CENTER
(PLEASE PRINT)

NAME______________________________________                                   DATE______________________

ADDRESS___________________________________                                   Home Phone_________________

CITY_________________STATE__________ZIP_________                      Work Phone_________________

SOCIAL SECURITY NUMBER_______________________                       Date of Birth________________ 

MARTIAL STATUS:          S     M     D     W

EMPLOYER_______________________________________                       Occupation__________________

SPOUSE NAME____________________________________                       Alt Phone ________________

NEAREST RELATIVE______________________________                         

Who should we contact in case of emergency?__________________________________________________

Phone number_____________________________Relationship_____________________________________ 

INSURANCE/FINANCIAL INFORMATION

PRIMARY INS. CO.________________________________________________________

Policy Holder’s Name___________________________________Date of Birth_________________________

Relationship to Patient__________________________      Is This Policy a:      HMO     PPO     PPC     POS

Social Security Number_________________________      Employer_________________________________

SECONDARY INS. CO._____________________________________________________

Policy Holder’s Name____________________________________Date of Birth________________________

Relationship to Patient__________________________       Is This Policy a:     HMO     PPO     PPC     POS

Social Security Number__________________________     Employer________________________________

Person Responsible for This Account

Name_______________________________          Phone__________________________
Address_____________________________          Employer_______________________

Who Referred you to our Office?_____________________________________________________________

HOW DID YOU HEAR ABOUT THE VEIN + LASER CENTER?

_____Brochure          _____Yellow Pages          _____TV          _____Radio          _____News Paper

_____Friend               _____Internet                   _____Other________________________________________

THE VEIN +  LASER CENTER

RICHARD  A. ADELMAN, M.D., P.A.

Acknowledgement of Receipt of Notice of Privacy Practices

Signature

I have received a copy of the Notice of Privacy Practices from The Vein + Laser Center.

Name of Patient (print or Type)

Signature of Patient

Date

Signature of Patient Representative

(Required if the patient is a minor or an adult who is unable to sign this form)

Relationship of Patient Representative to Patient

                            Witnessed By:_______________________________________

Notice of Privacy Practices for The Vein + Laser Center

This notice describes how medical information about you may be used and disclosed and how you can get access to this information. 
Please read carefully.

Treatment

Your health information may be used as necessary to support the day-to-day activities and management of The Vein + Laser Center, for example:

· Providing, Coordinating or Managing Health Care Services

· Consultation between Health Care Provider 

· Referral of Patient

Payment

Your health information may be used as necessary to support the day-to-day activities and management of The Vein + Laser Center, for example:

· Reimbursement

· Eligibility

· Billing

· Collections

· Claims Management

· Disclosure to Collection Agency

Health Care Operations

Your health care information may be used as necessary to support the day-to-day activities and management of The Vein + Laser Center, for example:

· Quality Assurance

· Improve Health Care and /or Reduce Cost

· Population Based Activities

· Protocol Development

· Care Management/care Coordination

· Contacting Providers and Patients About Treatment Alternatives

· Credentialing

· Training Programs

· Underwriting programs

· Medical review, Legal or Audit Functions

· Legally Mandated Disclosures such as Law Enforcement, Reportable Infectious Disease, Birth, death, Abuse, and Neglect as well as Legal proceedings.

Other uses and disclosures require your authorization:  Disclosures of your health information for purposes other than treatment, payment and healthcare operations requires your specific written authorization.  If you change your mind after authorizing a use or disclosure of your information you may submit a written revocation of the authorization.  However, your decision to revoke the authorization will not affect or undo any use or disclosure if information that occurred before you notified us of your decisions to revoke your authorization.
Appointment Confirmation:  Appointment reminders.  Your health information will be used by The Vein + Laser Center to confirm appointments via your home phone number.  Appointment information will be communicated directly to residence (Patient, family members or answering device) and as last resort, your work number.

Disclosures to Family Members:  Disclosures of protected health information to spouses, parents, legal guardians and others involved in a patient’s care is not allowed without obtaining the patient’s formal, written permission.

Individual Rights:  You have certain rights under the federal privacy standards.  These include:

· the right to request restrictions on the use and disclosure of your protected health information.

· The right to receive confidential communications concerning your medical condition and treatment

· The right to inspect and copy your protected health information

· The right to receive an accounting of how and to whom your protected health information has been disclosed

· The right to receive a printed copy of this notice

· Authorized release of treatment, payment and health care operations information

Right to revise Privacy Practices: As permitted by law, we reserve the right to amend or modify our privacy policies and practices.  These changes in our policies and practices may be required by changes in federal and state laws and regulations.  Upon request, we will provide you with the most recently revised notice on any office visit.  The revised policies and practices will be applied to all protected health information we maintain.

Request to Inspect Protected health Information:  You may generally inspect or copy the protected health information that we maintain.  As permitted by federal regulation, we require that requests to inspect or copy protected health information be submitted in writing.  You may obtain a form to request access to your records by contacting Ellie Eskine or Richard Adelman, MD.  Your request will be reviewed and will generally be approved unless there are legal or medical reasons to deny request.

Complaints:  If you would like to submit a comment or complaint about our privacy practices, you can do so by sending a letter outlining your concerns to:

              Ellie Eskine/Richard Adelman, MD

              The Vein + Laser Center

              738 Harrison Avenue

              Panama City, Florida  32401

If you believe that your privacy rights have been violated, you should call the matter to our attention by sending a letter describing the cause of your concern to the same address.  You will not be penalized or otherwise retaliated against for filing a complaint.

The Vein + Laser Center Duties:   We are required by law to maintain the privacy of your protected health information and to provide you with this notice of privacy practices.  We are also required to abide by the privacy policies and practices that are outlined in this notice.  The Vein + Laser reserves the right to modify the privacy practices outlined in this notice.

Dispute Resolution:   Disputes not resolved by complaint procedure shall be resolved by binding arbitration in Bay County, Florida under the rules of the American Arbitrators Association with each part to pay its own attorney’s fees and cost.

Contact Person:   Ellie Eskine/Richard Adelman, MD 

Hair Removal Questionnaire

Patient Name: ___________________________________________________

1. What area(s) are you interested in having treated?  Check all areas that apply.

____Chin

____Breasts

____Legs

____Back

____Lip

____Abdomen

____Thighs

____Shoulders

____Neck

____Bikini Line
____Knees

____Chest

____Side Burns
____Buttocks

____Feet & Toes
____Underarms

____Forehead
____Arms

____Hands & Fingers

____Cheeks
____Ears

____Forearms

2. Are you currently tanned in the area that you wish to have treated?

____Yes

____No

3. Are you currently taking any antibiotics?

____Yes

____No

4. Have you been using Accutane in the past 6 months?

____Yes

____No

5. If you are choosing treatment on the face, have you ever had fever blisters or cold sores?

____Yes

____No

6. Do you use retin A or similar products?

____Yes

____No

7. Have you had a skin peel in the last 4 weeks?

____Yes

____No

8. Do you have a tattoo or permanent cosmetics in the area you want treated?

____Yes

____No

9. Please list ALL medications that you are currently taking__________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Skin Typing Form
NAME: ______________________

	Score
	0
	1
	2
	3
	4

	What is the color of your eyes?
	Light Blue, Gray, Light Green
	Blue, Gray or Green
	Dark Blue or Hazel
	Dark Brown
	Brownish Black

	What is the natural color of your hair?
	Sandy Red
	Blonde
	Chestnut/Dark Blonde
	Dark Brown
	Black

	What is the color of your skin (non exposed areas)?
	Reddish
	Very Pale
	Pale with Beige Tint
	Light Brown
	Dark Brown

	Do you have freckles on unexposed areas?
	Many
	Several
	Few
	Incidental
	None



Total Score for Genetic Disposition_____________

	Score
	0
	1
	2
	3
	4

	What happens when you stay in the sun too long?
	Painful redness, blistering, peeling
	Blistering followed by peeling
	Burns sometimes followed by peeling
	Rare burns
	Never had burns

	To what degree do you turn brown?
	Hardly or not at all
	Light color tan
	Reasonable tan
	Tans easily
	Turns dark brown quickly

	Do you turn brown within several hours after sun exposure?
	Never
	Seldom
	Sometimes
	Often
	Always

	How does your face react to the sun?
	Very sensitive

	Sensitive
	Normal
	Very Resistant
	Never had a problem



Total Score for Reaction to Sun Exposure_____________

	Score
	0
	1
	2
	3
	4

	When was the last time you exposed your body to the sun, tanning beds or self-tanning creams?
	More than 3 months ago
	2-3 months ago
	1-2 months ago
	Less than a month ago
	Less than 2 weeks ago

	How frequently do you expose the area to be treated to the sun?
	Never
	Hardly Ever
	Sometimes
	Often
	Always



Total Score for Tanning Habits_______________

       SCORE SUMMARY

______
Genetic Disposition


  YOUR FITZPATRICK SKIN TYPE
	Skin Type Score
	Fitzpatrick Skin Type

	0-7
	I

	8-16
	II

	17-25
	III

	25-30
	IV

	Above 30
	V - VI


______
Reaction to Sun Exposure

______
Tanning Habits

______
Skin Type Score
