Vein + Laser Center

Thank You for choosing us for help with Bio-Identical Hormones.

WHAT TO EXPECT AT VISITS

Pre Visit:  Please complete the questionnaire and review the consent form.  You may delay signing the consent form if you have any questions.  Collect and bring any lab results relating to hormones including cholesterol, triglycerides, diabetes and thyroid.

1st Visit:  We will focus on problems and issues which may be related to hormone imbalances.  We will request lab work to check hormone levels. Generally, we will request basic lab work that assesses adrenal, thyroid and ovarian function. We will decide after the interview and physical exam (if needed) whether to begin treatment right away or whether it is better to wait for results.

1st Follow-Up Visit:  Typically you will return in 2-3 weeks for a follow up visit to review lab results, initiate treatment if indicated and assess current treatment if you are already on BHRT.  Salivary hormone testing takes about two weeks. Further Follow Up Visits: will be scheduled as needed.

WHAT KINDS OF HORMONE IMBALANCE ARE FOUND?

Menopause follows the cessation of ovulation.  Estrogen and progesterone are made by developing eggs each month and often hormone production is lower in later years as the remaining eggs are less responsive. The most dramatic fall in hormone levels occurs when no further eggs will mature (average age = 50). The classic definition of menopause is cessation of menses for 12 months; this occurs because without sufficient estrogen stimulation, the lining of the uterus no longer grows and sheds. Sometimes if the uterus is absent, there can be confusion about whether ovulation has actually ceased, especially if vasomotor symptoms are mild or tend to stop and start. An FSH blood test may clarify the situation as FSH becomes quite high as the pituitary releases large amounts of FSH to try to stimulate ovulation.
Estrogen typically falls by about 60%, but this varies widely.  It may begin falling before menses cease and can cause hot flashes and other low estrogen symptoms. There are three human estrogens. Estradiol is the strongest and the most frequently measured and replaced estrogen. Estriol is the weakest estrogen and cannot be converted back into a stronger form. “BiEst” is a mixed estrogen product that contains a high percentage of estriol combined with less estradiol, typically 90%/10%. Estriol and BiEst have been recommended by some as a safer form of estrogen replacement than estradiol alone.
Progesterone typically falls >90% at menopause.  Progesterone may be low before menopause and account for luteal phase defects and PMS type symptoms.  Low progesterone in peri-menopause and after menopause leads to estrogen dominance which can cause weight gain, fatigue, foggy thinking, low libido and many other symptoms. 
Estrogen dominance is a core problem of un-balanced hormones. Many ask “How can I be estrogen dominant if my estrogen levels have fallen?” The answer is that while estrogen has fallen some, progesterone has fallen a lot more – that’s the lack of balance. Estrogen and progesterone have different effects in target tissues and they are often somewhat opposed. They even have effects on the levels and responsiveness of each others receptors. When women take progesterone with estrogen they often feel better than when on estrogen alone, they can reduce their estrogen, and many doctors believe add protection against cancer formation and bone loss.
Testosterone is both a male and female hormone. It supports libido, energy and a sense of well being.  The ovary makes about half the testosterone produced in a woman, the rest comes from her adrenal. Testosterone is made in the connective tissue of the ovary and not by the egg follicles. Testosterone levels in women tend to fall slowly after the 20s and usually are not greatly affected by cessation of ovulation.  One big exception -- testosterone may fall dramatically with removal of the ovaries at any age.  It is also not uncommon to see low testosterone even with the ovaries in place – typically there is a very long history of low libido.
Oopherectomy is the removal of both ovaries and leads to more dramatic hormonal changes than natural menopause. Instant menopause plus a 50% plunge in testosterone. Rapid changes in hormone levels often contribute to the severity of symptoms beyond the deficiency itself.
Thyroid deficiency– is relatively common and becomes more likely with advancing years.

Adrenal Stress and Adrenal Fatigue.  Adrenal stress (high cortisol) is associated with stressful lifestyles and causes many unwanted health conditions including weight gain, muscle loss and metabolic syndrome. Adrenal fatigue (low cortisol) is a relatively rare condition in which there is not enough cortisol produced throughout the day, often said to occur after years of stress or debilitating mental or physical illness or exposure to potent steroids.

Replacement hormones for women are:

Bio-identical – meaning they are exactly like the hormones they are meant to replenish.  These are the same molecules that your body is already making and stay within the blueprint of your body. 

Trans-dermal – applied through the skin which sends hormones throughout the body and is similar to natural release in the ovarian hormones. Trans-dermals avoid many of the problems of orally dosed steroid hormones that occur due to undesirable interactions in the liver including unwanted metabolites and excessive production of inflammatory proteins and pro-thrombotic factors raising risks for blood clots, strokes and heart attacks. Thyroid  hormones are OK as pills.

Progesterone/Estrogen balance:

100 - 500 times as much progesterone as estradiol avoids estrogen dominance problems and helps protect against breast cancer initiation. Initiation of breast cancer occurs when the DNA of a breast cancer cell is permanently damaged and that cell can no longer die. Such irreversible damage is associated with high estrogens (especially catechol estrogens) and low progesterone. This is the hormonal environment that exists in untreated menopause.

Hormone Testing:

We prefer salivary testing for steroid hormones in women. ZRT salivary panels include estradiol, progesterone, DHEA, testosterone and cortisol. It is collected first thing in the morning and mailed through UPS to the lab. The advantages of salivary testing include more useful results. This is due to the experience which has been gained as large numbers of women have completed questionnaires and submitted saliva samples. Saliva is well suited to managing trans-dermal creams which reach target tissues (including saliva) without raising blood levels very much.  Blood tests can be OK for diagnosing deficiency but are less useful for management of replacement. Thyroid testing is by blood.

Hormonal Consultants:

We no not want you to stop seeing your usual primary care provider. We offer hormonal advice and management to those who desire it. We are happy to fax your lab results and treatment plans to your primary care doctor if desired and permitted by you. 

Dr. Adelman is Board Certified OB/GYN and we provide office gynecologic care to those women who desire that service. 

Naturally, some screening tests that have a bearing on hormonal replacement will be of interest to us as well as your primary doctor – eg. mammograms, bone density, paps, biopsies etc.

PATIENT REGISTRATION                                                                          Medical Arts VEIN + LASER 
(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_______________________________________                       email_______________________

    Alt Phone ___________________

SPOUSE NAME____________________________________                       

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__________________________      

Social Security Number_________________________      Employer_________________________________

SECONDARY INS. CO._____________________________________________________

Policy Holder’s Name____________________________________Date of Birth________________________

Relationship to Patient__________________________       

Social Security Number__________________________     Employer________________________________

WOULD YOU LIKE INFORMATION ON OTHER SERVICES AVAILABLE:

____Microdermabrasion     ____Neova Products     ____Botox     ____Facial Fillers (Radiesse, Restylane)

____CoolLipo Laser Assisted Liposuction     ____Laser Hair Removal     ____Photo Rejuvenation (IPL)

____BioIdentical Hormone Replacement     ____MD Lash Factor     ___Vein Treatments

Who Referred you to our Office?_____________________________________________________________

HOW DID YOU HEAR ABOUT THE VEIN + LASER CENTER?

_____Brochure          _____Yellow Pages          _____TV          _____Radio          _____News Paper

_____Friend               _____Internet                  _____Talking Phone Book            _____Other:___________

Vein + Laser Center

Medical History and Symptoms Questionnaire

Name________________________________ Date_______________________

Date of Birth: ___ / ___ / ______             Age: ____        

Physician Information

Who is/are your primary care physician(s)?

Name: _____________________    Name: ____________________

Type: ______________________   Type: ______________________

Address: _____________________ Address: ____________________

Phone: ___ - ___ - ______                Phone: ___ - ___ - ______

What hormone problems do you think may have?_________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Height: _____ Inches                                 Height at age 20: _____ Inches 

Weight: ______ #                                       Weight which you felt best: ______#

Energy Levels

Rank your energy at these times                ( 0 = zero energy to 10 = very energetic)

___  _On Awaking?  Usual wake time?  _______ 

_____1 hour after awaking.                                    

_____10 AM (or 3 hrs after awake)                       

_____Noon (or 5 hrs after awake)                          

_____3-5 PM (or 7-9 hrs after awake)                    

_____Dinner                                                            

_____8 - 9 PM                                                        

_____11 PM      

Sleep Patterns
What time do you go to bed? ________

How long does it take to fall asleep? ______________

How many hours do you sleep before you awaken for any reason?________

Sleep problems?_____________________________________________________________________
__________________________________________________________________________________
Past Medical History (list any health conditions that apply to you):
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Hormones 

Y / N Hormones previously taken.  (includes birth control)
	Name
	dose
	started
	discontinued

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Current Non-hormonal Medications 

This includes any medication or therapy prescribed by a physician.

	drug
	dose 
	year started
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Nutritional/Natural Supplements/OTC medications:
	name
	dose
	year stated
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


SOCIAL HISTORY
Sexual Orientation (optional)_______________________________________

S M D W (Martial Status)          Partner Name______________

Children? Ages?____________________________________ Do they live with you?______
Occupation?______________________________________________________________
Y / N Is your job stressful? Why?_______________________________________

Y / N Do you take breaks from working? How often?_______________________

Y / N Is your job physically demanding?_________________________________

Y / N Are you retired? Is retirement stressful? _____________________________

Y / N Do you have stress away from work? Where?_________________________ 

Y / N Do you use tobacco? Ever try to quit?_______________________________

Y / N Do you use alcohol? Rarely /  Social / Daily.

Y / N Do you meditate daily? 

Y / N Do you drink coffee or products containing caffeine? 

FAMILY HISTORY

Do any family members have any conditions below? M = mother, F = father, S = sister, B= brother, MGM = maternal grandmother, MGF = maternal grandfather, PGM = paternal grandmother, PGF =paternal grandfather.

_____ Breast Cancer If so, relationship

_____Prostate Cancer If so, relationship

_____Uterine Cancer If so, relationship

_____Ovarian Cancer If so, relationship

_____Colon Cancer If so, relationship 

_____Fibrocystic breast If so, relationship

_____Heart Disease or stroke If so, relationship

_____High Cholesterol If so, relationship

_____Diabetes If so, relationship

_____High Blood Pressure If so, relationship

_____Osteoporosis/Osteopenia If so, relationship 

_____Alzheimer’s Disease If so, relationship

Previous Tests 
Have you had any of the following tests performed?

Y / N Mammography? When/Result______________________________ 

Y / N PAP Smear? When/Result_________________________________  

Y / N Uterine Ultrasound? When/Result___________________________

Y / N Bone Density? When/Result________________________________

Y / N Stress Test: (Treadmill)? When/Result________________________

Exercise History

Y / N Do you exercise? 

Y / N Do you use weights? Freq?____________________

Y / N Do you do aerobic exercises? Type, length, freq?________________

Sexual Health 


Y / N Decreased interest in sex?

Y / N Difficulty with pain during sex?

Y / N Vaginal Dryness?

Y / N Unable to achieve orgasm by any means?

Physical Health
T or F Muscle mass is less

T or F Tone of your muscles is less.

T or F Physical strength is diminished.

T or F Fatigue in the late afternoon/early evening.

T or F Do you have weak bones (osteopenia or osteoporosis)
Gynecology History 
__________Age of first period.

__________When was your last period begin? 

Y / N / NA Are periods regular?___________________________

Y / N / NA Spotting between periods?_______________________

__________#Pregnancies? 

__________#Deliveries?

__________#Living children?

__________#Miscarriages? 

Y / N Tubal ligation? When?__________________________________

Y / N Hysterectomy (uterus removed)? When?____________________

Y / N Any ovaries removed? When?____________________________

Y / N Uterine fibroids?_______________________________________

Y / N Endometriosis?_________________________________________

Y / N Ovarian Cysts? _________________________________________

Y / N Fibrocystic Breasts?______________________________________

Y / N Premenstrual Syndrome (PMS)? When?________________________

Y / N Ever take any pain medication because of PMS?_________________

Y / N Did you ever miss school/an event due to PMS? ___________________
Y / N Did you ever go to the hospital due to the PMS? ___________________
Y / N Have you ever used oral contraceptives? When?_________________

Y / N Are you currently on birth control pills? What?__________________

Y / N Any side effects from taking the pill?__________________________

SYMPTOM QUESTIONNAIRE 

Estrogen Deficiency

Y / N Hot flashes

Y / N Night sweats

Y / N Vaginal dryness

Y / N Dry skin, eyes, or mouth

Y / N Breast have become smaller, droopy

Y / N Foggy thinking

Y / N Forget names of people or objects

Y / N Painful intercourse

Y / N Hair loss on the crown of head

Estrogen Dominance

Y / N Water retention (swollen ankles and hands)

Y / N Breasts are swollen, overdeveloped, or tender

Y / N You store your fat on stomach, hips and thighs.

Y / N Palpitations

Y / N Anxiety

Progesterone Deficiency

Y / N  New snoring.

Y / N  Urinary leakage.

Y / N  Aches in joints.

Y / N  Weird dreams.

Y / N Lower back pain.

Androgen Deficiency

Y / N Energy good on waking and through the day, but early evening crash.

Y / N Trouble remembering directions

Y / N Trouble remembering numbers

Y / N Difficult hold back tears/emotions

Y / N Decreased libido

Y / N Muscle weakness

Y / N Diminished feeling of well being

Androgen Excess 

Y / N Acne

Y / N Hair loss in the front

Y / N Hair on face and nipple area

Y / N Deepening of voice

Y / N Clitoral enlargement

Y / N Irritability/moodiness

Y / N Insomnia

Adrenal Fatigue 

Y / N Fatigue, especially around 2 to 4pm.

Y / N Allergies are getting worse.

Y / N Craving for salt and sugar.

Y / N Chemical or other sensitivities that you never had before.
Y / N You wake up after 3 hours of being asleep, then you are unable to go to sleep for a few hours.

Y / N After a stressful day, you feel worn out.

Y / N When you miss a meal, you get irritable or weak.

Y / N Difficult keeping your focus and concentration.

Y / N When you get a cold, it seems to last a long time.

Y / N In the past you were an “adrenaline junkie” (liked daring thrills) but now you avoid those situations.

Y / N Age spots appearing on arms and face

Adrenal Stress

Y / N At night, you lie awake unable to fall asleep, but your body is tired

Y / N You are stressed, but you are able to handle it.

Y / N You are an “adrenaline junkie”, you like daring thrills 

Y / N Hair loss all over your head.

Y / N Weight gain, especially in front of stomach, love handles and face

Y / N Anxiety

Y / N Craving for sweets

Y / N You currently work best under pressure

Y / N After something eventful happens, you feel energized.

Thyroid Deficiency

Y / N Fatigue constant through the day

Y / N Low stamina

Y / N Cold hands and feet

Y / N Intolerance to cold (you do not like winter because of the coldness)

Y / N Weight gain

Y / N Hair loss all over your head

Y / N Swollen, puffy eyes

Y / N Brittle nails

Thyroid Excess 

Y / N Nervousness

Y / N Irritable or angry

Y / N Hand tremors

Y / N Insomnia

Y / N Palpitations (skipped heartbeats)

Y / N Weight loss even though you are not dieting

Y / N Diarrhea

Y / N Warm hands and feet

Vein and Laser Center

738 Harrison Avenue

Panama City, FL 32401

Acknowledgements and Consent to Treatment -Women 

The Nature of the Treatment 

In menopause, women lose many of their hormones within a few years often causing severe distress both mentally and physically. Through the use of bioidentical hormone replacement therapy, one can counter this decline and help alleviate the symptoms due to menopause.  
I hereby give my consent to Dr. Adelman and staff for evaluation, diagnosis and treatment of menopause, thyroid disorders, adrenal fatigue/stress and other hormone imbalances by the administration of hormone replacement therapy and/or nutritional supplements, including vitamins, minerals and anti-oxidants and/or drugs designed to alter hormone levels. 

The potential adverse effects for women on estrogen, progesterone and/or testosterone include breast swelling and/or discomfort, fluid retention, dizziness, palpitations, break through bleeding requiring an endometrial biopsy, acne, unwanted hair growth, oily skin and hair, headache, increased risk of gallbladder disease, increased risk of blood clots, may  worsen ovarian cyst, may  worsen uterine fibroids, may worsen endometriosis, may  worsen fibrocystic disease and may increase the incidence of breast and uterine cancer. 

Safety of Hormone Replacement

In order to maximize safety, I acknowledge and concur with the scheme of replacing hormones with bio-identical copies at low physiologic doses approximating normal levels prior to decline. 
Progesterone is known to be protective of the endometrium against over stimulation by estrogen but cannot guarantee the prevention of endometrial hyperplasia or endometrial cancer.  While new bleeding is not expected with low dose estrogen and progesterone replacement, it could be a warning sign and I will promptly notify this office. 
Breast cancer is diagnosed in 1 out of 8 women. Breast cancer is uncommon before menopause, its incidence then accelerates rapidly at menopause (as estrogen dominance is established) and its peak incidence occurs in later years. Unopposed estrogen use carries a greater risk for breast cancer than no replacement. These risks are thought to be lessened by using weaker estrogens (estriol) and/or balancing with progesterone.  
I understand that each hormone may or may not have been approved by the FDA for the use employed by my physician.  I acknowledge that off label use of FDA approved drugs is legal and widely practiced. I understand that some hormonal and non-hormonal supplements that may be recommended are available over the counter and have not been submitted for evaluation by the FDA. These products conform to the cosmetic and food supplement labeling laws which prevent claims of usefulness on the label. Lack of claims on a label does not imply uselessness but rather that the contents are not categorized as “drugs.” 
I agree not to proceed to treatment unless all of my questions have been answered to my satisfaction. I will be responsible for administering the treatments prescribed to me.  I will use the recommended doses and agree to get follow-up lab as recommended.  I understand that failure on my part to follow my physician’s recommendations in dosage and follow-up lab may result in potentially harmful problems. 

I know that this practice offers hormonal advice and is not a general care practice nor does it hospitalize patients. I will continue under the care of my other physician(s) for any on​going medical condition(s) as well as for non-hormonal problems I may encounter. 

I hereby acknowledge that the nature and purpose of portions of the aforementioned treatment are considered by some to be medically unnecessary and/or experimental because they are not aimed at “treating a disease,” and there are no long-term studies documenting the results.  The risks involved and the possibilities of complications have been explained to my satisfaction. I understand that the treatment to be provided may be considered experimental and unproven by scientific testing and peer-reviewed publication. 
I further consent to the utilization of the results of my progress in any research study performed by my physician. I understand that my name will not be used. I understand that I may suspend or terminate treatment at any time and hereby agree to immediately notify the physician of any such suspension or termination.

I consent to evaluation and treatments that I agree is in my best interest.

signed______________________________________

printed______________________________________

date___________

VEIN +  LASER CENTER

738 HARRISON AVENUE

PANAMA CITY, FLORIDA 32401
Richard A. Adelman, M.D.
DIRECT ASSIGNMENT OF BENEFITS
NAME OF POLICY HOLDER (print) __________________________________________________

SOCIAL SECURITY NUMBER:_______________________________________________

I request that payment of authorized insurance benefits, including Medicare, if I am a Medicare beneficiary, be made out to Richard A.  Adelman, M.D. for any services or equipment provided to me by the Vein +  Laser Center.

I understand that I am financially responsible to the Vein + Laser Center for any charges not covered by health care benefits.  It is my responsibility to notify The Vein +  Laser  Center of any changes of health care coverage. In some cases exact insurance benefits cannot be determined until the insurance company receives the claim.  I am responsible for the entire bill or balance of the bill as determined by the Vein + Laser Center and/ or my health care insurer if the submitted claims or any part of them are denied for payment.  I understand that by signing this form I am accepting financial responsibility as explained above for all payment of services or equipment received.

A photocopy of the Assignment shall be considered as effective and valid as the original.

I also authorize the release of any information pertinent to my case to any insurance company, adjuster, or attorney involved in this case.

I also authorize the releases of any medical or other information necessary to determine these benefits or the benefits payable for related equipment or services to the Vein +  Laser Center, the Health Care Financing Administration, my insurance company or requested.  The original will be kept on file by the Vein + Laser Center.

Name of person signing below (print);_______________________________________________

Relationship to Policy Holder:___________________________________________________________

Signature Of Patient or Parent/Guardian:___________________________________________

                                            Date:_____________________________________________________

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 

