1850 EL CAMINO REAL, SUITE 200
BAY AREA VEIN AND VASCULAR CENTER                 

    TELEPHONE: (650) 697-2431 BURLINGAME, CA 94010
               
           FAX: (650) 697-3659


                   Patient Registration

	

	 Last Name                                       First                                   MI
 
	 Mr.        Mrs.        Ms.    
  Other   __________________
	Marital Status (Circle One)

Single / Married/ Divorced/ Widow

	Soc. Sec. Number:

	Date of Birth:
--
	Sex

   F          M                 
	Age

	Street Address 

 
	 City                                   State               Zip 


	Stays  in a facility?        Yes              No  
If yes, please specify
 

	Home#:                                                              Cell#:                                                                Email:


	Occupation                      
	Employer                    
	
	Retired            Yes                No

	Referring Doctor
	Primary Physician
	
	

	Spouse’s Last Name                                          First                      Middle 
	Spouse’s Phone #

	IN CASE OF EMERGENCY
	
	Phone No.

	Name of Local Friend or Relative (not living at same address)
	Relationship / Phone#

	(Omit below, if you are the insured)

INSURANCE INFORMATION

	Insurance Company:

                                   _____________________________________________

Subscriber:

Last Name: _________________________    First:  _______________________ Middle Initial: _______       DOB: _______________________
Birth Date:
              


CONSENT TO TREATMENT

I hereby authorize Dr. James Joye, Dr.Stephanie Lin or Nima Patel, PA to release any and all medical information to the above-named insurance carrier (or to a designated attorney) for purposes of claims administration and evaluation, utilization review and financial audit.  This authorization remains valid and effective from the date of signing until revoked in writing.  I have read this authorization and understand it.  I hereby assign Dr. James Joye/Dr. Stephanie Lin/Nima Patel, PA all money to which I am entitled for medical and/or surgical expense relative to the service rendered by him, but not to exceed any indebtedness to said physician.  I understand am financially responsible to said doctor for charges not covered by this assignment. I further agree in the event on non-payment to bear the cost of collection, and/or Court cost and reasonable legal fees should this be required.
________________________________________                                                                              _____________________
PATIENT / PARENT OR GUARDIAN                                                                                                                    DATE


















  





 








