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Vein Care of New Mexico

Ph (505)662-2900    Fax (505)662-4333

Los Alamos Medical Center





460 St. Michaels Drive
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Office Court Suite 806

Los Alamos, NM 87544





Santa Fe, NM 87501

New patient paperwork instructions:

Please read and complete the attached documents.  Please bring them with you to your appointment or fax them ahead of time.

If you are unable to complete your paperwork prior to your visit, please arrive to the office 30- 45 minutes before your appointment.

Directions to our offices

Los Alamos

· Take NM-502 W towards Los Alamos.

· At the NM-502/NM-4 split, continue on 502 into Los Alamos.

· After passing the airport on the right, the road forks.  Veer left on Trinity Drive.   

· Drive 1.7 miles to  Los Alamos Medical Center on the left.  You will reach the entrance to the parking lot before you pass the building. 

· Enter the main lobby of the hospital.  Turn right past the coffee booth, enter the elevator lobby of the Medical Office Building, and take the elevator on the left to the 2nd floor.  As you get off the elevator, the Suite 250 is on the left.  Enter the suite, and follow the signs into the hallway at the far right of the waiting room to Dr. Hertzman’s checkin desk.

Santa Fe
· From the intersection of St. Michaels and St Francis, drive east on St. Michaels Drive.  Keep in right lane.

· Drive straight through the Galisteo intersection.  Do NOT turn on Galisteo.

· Immediately past Galisteo, take the right turn lane into Office Court complex. Follow the green and white Vein Care signs to the right.

· Drive to the end of the parking lot. We are in Suite 806 at the far corner of the parking lot.
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PATIENT INFORMATION

You will be held financially responsible if insurance information is incorrect.

Name__________________________________________________    Date of birth___________________

Address________________________________________________     SSN_________________________ 

City/state/zip___________________________________________________________________________

Home Phone_________________   Work Phone__________________    Cell_______________________

Do you have e-mail?  Yes  No
If yes, e-mail address_________________________________________ 

Preferred communication (circle one):  Home phone       Work phone         E-mail        Secure message

Preferred language__________________________________________   Race_______________________    

Hispanic/Latino/a (circle one):  Yes
No

Gender (circle one):   M    F


How did you hear about us?  _____________________________________________________________

Emergency Contact  Name____________________________________   Relationship_______________

Address_______________________________________________________________________________

Home Phone____________________   Work Phone_________________   Cell phone________________

Insurance Information

Primary insurance company  ____________________________________________________________

Group/policy number________________________    Member/ID number__________________________

Primary insured name________________________________________   DOB______________________

Relation to insured________________________

Secondary insurance company___________________________________________________________

Group/policy number_______________________    Member/ID number___________________________

Authorization for Payment and Medical Release

I hereby authorize payment directly to LAFP / Dr. Hertzman for medical services provided. 

I authorize the release of any and all information required to process forms. I accept ALL FINANCIAL RESPONSIBILITY for any denied insurance claims based on any untimely or inaccurate information that I have provided.  I accept ALL FINANCIAL RESPONSIBILITY for any services that are not covered by my insurance policy.

Patient’s signature________________________________________       Date____________________
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Name:______________________________

 Date:_____________________
DOB:____________________
Main reason for visit to Dr. Hertzman:

Previous (or present) chronic or serious medical problems:

Past surgeries (date and reason):

Previous hospitalizations other than surgical (date and reason):

Family History: Do any diseases run in your family?        YES            NO__         

Age ( if not alive, age of death):
Medical problems (please list):


Mother:
Father:
Personal Profile
Single       Married      

Occupation: 
Number of Children:


Spouse's Occupation:
Have you ever smoked?
Y   N

If Yes…
  Age started?

_______







  # years smoked?              _______







  # packs per day?
_______

Why did you quit? _____________________________________________________________________________

Do you drink alcohol?

Y   N

If Yes…
Liquor:
#_____ per day/week/month (circle one)







Beer:
#_____per day/week/month







Wine:
#_____per day/week/month

Do you drink caffeine?

Y   N 

If Yes…
Tea
#_____ cups per day







Soda
#_____ cups per day







Coffee
#_____ cups per day

Do you have any allergies?
Y   N

If yes, please list:

Do you eat a balanced diet?
Y   N

Please describe current diet: 

Have you ever had any adverse effects from any medication?     YES      NO
Is there any disease that you are concerned you might have or might get?     YES      NO
Describe current exercise:

List all Current Medications. Include prescription and non - prescription substances (include dose and frequency):
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Current Medical Status

Name:__________________________________________________

Date:__________________________

Review of Systems

Are you bothered at the present time or during the last year by any of the following:

Constitutional
Y
N

Fatigue
__
__

Dizziness
__
__

Problems with

  general health
__
__

Recent weight loss
__
__

Recent weight gain
__
__

Eyes
Y
N

Decreased vision
__
__

Loss of vision
__
__

Discharge
__
__

Double vision
__
__

Eye pain
__
__

ENT, Mouth
Y
N

Sore throat
__
__

Hoarse voice
__
__

Hearing loss
__
__

Tinnitus
__
__

Sinus problems
__
__

Ear pain
__
__

Cardiovascular
Y
N

Chest pain
__
__

Shortness of breath
__
__

Palpitations
__
__

Respiratory
Y
N

Chronic/freq cough
__
__

Coughing/

spitting up blood
__
__

Wheezing
__
__

Shortness of breath
__
__

Neurological
Y
N
Dizziness
__
__

Fainting spells
__
__

Loss of consciousness
__
__

Frequent headaches
__
__

Migraines
__
__

Difficulty speaking
__
__


Difficulty moving

  or walking
__
__

Tremors
__
__

Abnormal numbness

  or sensation
__
__

Seizures
__
__

Gastrointestinal
Y
N

Difficult/painful

   swallowing
__
__

Heartburn
__
__

Nausea
__
__

Vomiting
__
__

Indigestion
__
__

Hemorrhoids
__
__

Rectal bleeding
__
__

Black tarry stools
__
__

Constipation
__
__

Diarrhea
__
__

Change in bowel

habits
__
__

Abdominal pain
__
__

Genitourinary
Y
N

     For women:

Irregular or abnormally

  heavy periods
__
__

Vaginal discharge
__
__

Vaginal bleeding
__
__

Burning with urination
__
__

Blood in urine
__
__

Excessive urination
__
__

Menopause
__
__

  For men:

Poor urine stream
__
__

Prostate trouble
__
__

Erection difficulty
__
__

Burning with urination
__
__

Blood in urine
__
__

Excessive urination
__
__


Musculoskeletal
Y
N
Neck pain
__
__

Back pain
__
__

Muscle spasms
__
__

Decreased range of

  motion
__
__

Joint/bone  pain
__
__

Weakness
__
__

Skin
Y
N

Rashes
__
__

Skin lesion
__
__

Ulcers
__
__

Itching
__
__

Eczema
__
__

Skin problems
__
__

Psychiatric
Y
N
Anxiety
__
__

Depression
__
__

Mood swings
__
__

Insomnia
__
__

Endocrine
Y
N
Heat intolerance
__
__

Cold intolerance
__
__

Fatigue
__
__

Excessive thirst
__
__

Excessive urination
__
__

Hematologic/Lymph
Y
N
Enlarged lymph

  nodes
__
__

Fever
__
__

Bruising
__
__

Bleeding tendencies
__
__

Neck lumps
__
__

Allergic/ImmunologicY
N
Hives
__
__

Recurrent infections
__
__

Hay fever
__
__
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Venous Disease Patient Questionnaire 


Name: ___________________________Age:______DOB:_______Date:_____________

1. Describe the main problem you are having with your veins:

2. Circle any of the following symptoms that you are experiencing:

Tired legs
Aching legs
Heaviness in legs
Pain in legs
Leg itching

Leg cramps     Restless legs

3. Circle any of the following conditions that you have noticed:

Spider veins
Varicose veins

leg ulcers
Change in pigmentation

Leg swelling

4. How long have you had the problem?
Over what period did it develop?

Was its’ development related to anything particular?

Pregnancy
Trauma
Immobilization
Travel

5. If you have discomfort, what makes it better or worse?

Is it affected by any of the following?:

Lying down
Standing up
Walking
Cool weather
      Hot weather

Elevating your legs

Menstrual cycle

6. Do your symptoms affect your daily activities?

7. Do any of your close relatives have a history of problems with their veins?

8. Have you used compression stockings? If yes, did you like using them?

9. Describe your usual exercise habits:

10. What do you expect from treatment of your vein problem? 
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FINANCIAL POLICY

Welcome to our practice.  We ask that all our patients read, understand, and accept our Financial Policy as described below:

· For your convenience, we accept all the following methods of payment:  cash, check (with photo ID), Visa, Master Card, and Discover.

· You are required to present a valid insurance card at every visit and as needed throughout your care.

· Full payment is due at the time of service unless we have pre-approved your insurance coverage and accepted assignment.  Any required copays, coinsurance, deductibles and balances owed by you will be collected at the time of service.  If your insurance plan determines a service not to be covered, we will bill you for that charge.

· If we do not have a contract with your insurance carrier, we cannot accept assignment to be reimbursed by your carrier.  Therefore, charges are due and payable by you at the time of service.  As a courtesy, however, we will bill your insurance plan on your behalf for any service we provide with instructions to reimburse you directly.

· If an insurance carrier has not paid within 60 days of billing, fees are due and payable in full from you.  

· You (or in the case of a minor patient, the patient’s parent or legal guardian) will be responsible to pay any billed amounts upon receipt of a statement from our billing office.

· For returned checks, we assess a $25.00 NSF charge.

MEDICARE:  Our office is a Medicare participating provider, and we will bill Medicare for you.  We will bill your secondary insurances that automatically cross over through the CSM (Medicare System).  If your secondary insurance does not cross over, it is the patient’s responsibility to file these claims.  As a courtesy, we will mail you a claim form that you can then send to your insurance carrier.  Any outstanding balances and deductibles are due prior to your appointments.  Payment for non-covered services will be due as service is rendered.  Medicare beneficiaries are responsible for paying an annual deductible and 20% coinsurance.

NO SHOW and LATE CANCELLATION FEE POLICY:  If you must cancel an appointment, please call our office at 662-2900 at least three (3) days in advance for an EVLT (endovenous laser treatment), or at least 24 hours in advance for all other appointments.  If you must call after hours, please leave a voicemail message.  If you do not show up for your appointment or fail to give sufficient notice as outlined above, you will be subject to a $100 fee.  This fee may be waived for a medical emergency.

OVERDUE COLLECTION POLICY:  If balance is not paid according to terms, you understand that our office reports to an outside collection agency.  In the event that your account is turned over for collections, you agree to pay all additional fees assessed in the collection of the debt.  These fees include collection agency fees and attorney fees. You agree, in order for us to service our account or to collect any amounts you may owe, that we may contact you at any telephone number associated with your account, including any cell phone number, which could result in charges to you. We may also contact you by sending text messages or emails to the email address you provide to us. Methods of contact may include using pre-recorded/artificial voice messages and/or use of an automatic dialing device, as applicable.

I have read and agree to the terms of the Financial Policy described above.

_________________________________________________________   _________________________

Patient Signature






Date
Our practice is dedicated to providing you with the best care and service possible.  Thank you for accepting responsibility for prompt payment.

Los Alamos Family Practice
Ph (505)662-2900    Fax (505)662-4333

Rev. 6/14
Los Alamos Medical Center






460 St. Michaels Drive

3917 West Road, Suite 250






Office Court Suite 806

Los Alamos, NM 87544






Santa Fe, NM 87501

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

SECTION A:  PATIENT GIVING CONSENT

NAME:  ______________________________________________________________ DOB:  _________________

SECTION B:  TO THE PATIENT – PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY:
Purpose of consent:  By signing this form, you consent to our use and disclosure of your protected health information to carry out treatment, payment activities and healthcare operations.

Notice of Privacy Practice:  You have the right to read our Notice of Privacy Practices before you decide whether to sign this consent. Our Notice provides a description of our treatment, payment activities and healthcare operations, of the uses and disclosure we may make of your protected health information, and of the important matters about your protected health information.  We encourage you to read the whole policy carefully and completely before signing this consent. The policy is available for your review:  (a) at our website, veinsnm.com; or (b) from the receptionist at the Los Alamos and Santa Fe offices during business hours.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes.  Those changes may apply to any of your protected health information that we maintain.  

Right to revoke:  You have the right to revoke this consent at any time by submitting written notice of your revocation to us at the above Los Alamos address . Please understand that revocation of this consent will not affect any action we took in reliance on this consent before we received you revocation.

SECTION C:  PERSONAL COMMUNICATION PERMISSIONS

I hereby give permission for this office to leave messages at any telephone number or e-mail address that appears on my gray patient demographic sheet.  I understand that I will be asked to review this sheet at each appointment, and agree to remove any phone number or e-mail at which I do not want messages left; and that I may also add or remove phone numbers or e-mail addresses at any time by notifying the Los Alamos office in writing.

I hereby give the following people permission to receive information on my behalf:

Name:__________________________________________Relationship:_____________Phone:________________
Name:___________________________________________Relationship:_____________Phone:________________

SECTION D:  SIGNATURE

I, _________________________________________, have had full opportunity to read and consider the content of this consent form and your Notice of Privacy Practices.  I understand that by signing this consent form, I am giving you my consent to your use and disclosure of my protected health information to carry out treatment, payment activities and health care operations.

Patient signature:_________________________________________  Date:__________________________________

If this consent is signed by a personal representative on behalf of the patient, please complete the following:

Personal Representative Name:_____________________________________Relationship:_____________________
