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Patient Demographics 

PATIENT INFORMATION 

LAST NAME 
 
 

FIRST NAME MIDDLE INITIAL 

 
Date of Birth 

 

Social Security # Sex 

             Male             Female 

 
Street Address 

 

City Zip Code 

 
Home Phone 

 

❏ Preferred 

Cell Phone 

 

❏ Preferred 

Email Address 

 
Spouse’s Name 

 

Spouse’s Phone Number 

Legal Guardian’s Name Legal Guardian’s Date of Birth 

 
Primary Care Physician’s Name 

 

Primary Care Physician’s Address 

Referring Physician’s Name Referring Physician’s Address 

 
Pharmacy Name Pharmacy Address Pharmacy Phone Number 

Do you have an Advance Directive?        ❏ Yes          ❏ No          ❏ Unsure    
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EMERGENCY CONTACTS (DISCLOSURE TO FAMILIES AND LOVED ONES) 
I authorize Heart and Vascular Care, PA to disclose my health care information and/or discuss my health 
care needs to those that I designate. I further authorize the release of my billing information and give 
these individuals the ability to pick up prescriptions and/or medications on my behalf. These individuals 
will be considered my emergency contacts. Without authorization, no information may be shared.  

I authorize Heart and Vascular Care, PA to disclose my personal health information with the following:  

Name: Relationship: Contact Number: 

Name: Relationship: Contact Number: 

Name: Relationship: Contact Number: 

 

ASSIGNMENT AND AUTHORIZATION OF BENEFITS 
I acknowledge that patients who do not have insurance coverage are expected to pay charges in full at the 
time services are rendered. I hereby assign all medical and/or surgical benefits, to which I am entitled, 
including Medicare, private insurance, and other plans, to Heart and Vascular Care, PA.  

I understand that I'm financially responsible for all charges, copayment, coinsurance, and deductibles at 
the time services are rendered. 

To the extent necessary to determine liability for payment and to obtain reimbursement, I authorize 
disclosure of any medical information necessary to process related claims. By signing below, I authorize 
insurance claims to be filed and benefits assigned. I request that payment of authorized benefits be 
made on my behalf to Heart and Vascular Care, PA for any services furnished to me. 

ACKNOWLEDGEMENT OF RECEIPT AND REVIEW OF PRIVACY PRACTICES 

I acknowledge that I have received a copy of the notice of privacy practices for Heart and Vascular Care, 
PA, which explains how my medical and billing information will be used and disclosed. I acknowledge 
that upon request I may receive a full copy of this document for my personal records at any time. 
Furthermore, by signing below, I give permission to Heart and Vascular Care, PA, physicians, healthcare 
providers, and staff members the ability to leave messages on my voicemail concerning my personal 
health information. 
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GENERAL CONSENT FOR CARE AND TREATMENT 

 By signing below, I am giving consent and/or permission to Heart and Vascular Care, PA to perform the 
necessary medical examinations, testing, and treatment. I acknowledge that I have the right to discuss 
the treatment plan with my physician and/or an allied health provider about the purpose, potential risks, 
and benefits of any tests ordered for me. If I have any concerns regarding any tests or treatment 
recommended by my healthcare provider, I am encouraged to ask questions. I voluntarily request Heart 
and Vascular Care, PA, physicians, and other health care providers or their designees as deemed 
necessary, to perform the necessary medical examination, testing, and treatment for the conditions I 
have that has brought me to seek care at Heart and Vascular Care, PA. 

 

BY SIGNING BELOW, I ACKNOWLEDGE THAT I HAVE READ, UNDERSTAND, AND AGREE 
TO ABIDE BY THE ABOVE AND ALL INFORMATION GIVEN IS TRUE AND CORRECT. 

Signature of Patient or Legal Guardian Date Signed 
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Consent for Release of Confidential Information 

Patient’s Name _________________________________________  DOB ________________________ 

I authorize and hereby request that a copy of my medical records be released as follows: 

Information to be released to: 

Heart and Vascular Care, PA 

Information to be released from: 

Address: 

 

Address: 

City, State, Zip Code: 

 

City, State, Zip Code: 

❏ This release is to cover ALL records contained in my file.  

❏ This release is to cover the following specific records: __________________________________________ ___ 

_________________________________________________________________________________________________ 

The purpose of this request is for continued medical care.  

I understand that the information contained in my medical records may include records pertaining to 
diagnosis, evaluation, or treatment of any mental or emotional condition or disorder, including 
alcoholism and/or drug addiction. It may also contain information regarding test results for AIDS, HIV 
infection, antibodies to HIV, or infection with any other probable causative agents of AIDS.  

Signature of Patient or Legal Guardian Date Signed 
 
 

 

Signature of Witness ___________________________________________________________  
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FINANCIAL RESPONSIBILITY GUARANTOR STATEMENT 

Upon checking, we will collect your deductible, copay, uncovered services, or percentage of your 
responsibility.  

Please be prepared to pay before you are seen by the doctor.  

Please be thorough with your insurance information if you expect us to file for you. Bring your card with 
you and a driver’s license. Without these we are unable to see you. 

As a courtesy we will file your insurance. It is your responsibility to make sure we receive prompt payment 
from them. It is useful to maintain frequent contact with your insurance carrier to make sure they are 
paying as they should. 

If your insurance denies payment on your account, you will be asked to pay by check, cash, or charge. If 
you do not pay in a timely fashion, your account may be subject to a monthly finance charge and turned 
over to collections. If you do not agree with the denial, it is your responsibility to pay for services and take 
it up with your insurance. 

To all Medicare patients: We will continue to participate as Medicare providers. We will bill Medicare 
and secondary insurance, but if payment is not received from your secondary insurance within 45 days 
you will be notified and must pay our office the balance due. You must then contact your secondary 
insurance to pay you for the balance you paid in our office. 

Self-pay patients: This category includes those people with no insurance and patients who have an 
indemnity plan and wish to file their own insurance. Payment for medical services is expected on the day 
the services are rendered. We accept Visa, MasterCard, checks, and money orders. If you will not be able 
to pay for services in full you must contact the office to make a payment agreement before coming to see 
the doctor. 

Out of state patients: If your insurance is out of state, and not a PPO plan, you must pay for your visit at 
this time of service. 95% of out-of-state insurance companies pay the patient and will not pay our office 
directly (even if they tell you they will). 

If you have questions regarding this policy, please ask prior to being seen by the physician.  

 

Print Name of Patient or Legal Guardian 
 
 
Signature of Patient or Legal Guardian 
 

Date Signed 
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CONSENT FORM FOR E-PRESCRIBING PROGRAM 

The E-prescribe program is a way for our doctors to send accurate, error-free, and understandable 
prescription information from our doctor's office to the pharmacy electronically. This also includes:  

• Formulary and benefit transactions – gives the healthcare provider information about which drugs 
are covered by your drug benefit plan. 

• Fill status notification – allows the healthcare provider to read electronic notice from the 
pharmacy telling them if your prescription has been picked up, not picked up, or partially filled. 

• Medication history transactions – provides the healthcare provider with information about your 
current and past prescriptions. This allows healthcare providers to be better informed about 
potential medication issues and uses that information to improve safety and quality.  
Medication history data can indicate compliance with prescribed regimens, therapeutic 
interventions, drug-drug and drug- allergy interactions, adverse drug reactions, and duplicative 
therapy period. 

The medication history information would include medications prescribed by your healthcare provider at 
Heart and Vascular Care, PA, as well as other healthcare providers involved in your care and may include 
sensitive information including but not limited to: medications related to mental health conditions, 
scenario diseases/sexually transmitted diseases, abortions, rape/sexual assault,  substance (drug and 
alcohol) abuse, genetic diseases, and HIV/AIDS. As a part of this consent form, you specifically consent 
to the release of this and other sensitive health information.  

Consent: 
By signing this consent form you are agreeing that your provider at Heart and Vascular Care, PA may 
request and use your prescription medication history from other healthcare providers and/or third-party 
pharmacy benefit payers for treatment purposes.  
You may decide to not sign this form. Your choice will not affect your ability to get medical care, payment 
for your medical care, or your medical care benefits. Your choice to give or deny consent may not be the 
basis for denial of health services. You have a right to receive a copy of this form after you have signed it. 
This consent form will remain in effect until the date you revoke your consent. You may revoke this 
consent at any time in writing. If this consent is revoked, it will not have an effect on any actions taken 
prior to receiving the revocation. Understanding all the above, I hereby provide informed consent to Heart 
and Vascular Care, PA to enroll me in the E- Prescribe program. I have had the chance to ask questions 
and all my questions have been answered to my satisfaction. 

Print Name of Patient or Legal Guardian 
 
 
Signature of Patient or Legal Guardian 
 

Date Signed 
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CONSENT FORM FOR PRIVACY PRACTICES 

By signing below, this indicates that I have read and understand the notice of Medical Information and 
Privacy Practices. 

 

Print Name of Patient or Legal Guardian 
 
 
Signature of Patient or Legal Guardian 
 

Date Signed 
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OTHER FEES ACKNOWLEDGEMENT 

 

Office Visits: 
As a patient of Heart and Vascular Care, I acknowledge that I will be charged a $75 fee should I no-show 
and/or do not cancel my appointment at least 24 hours in advance.  

Procedures Scheduled at CCE: 
 As a patient of Heart and Vascular Care , I acknowledge that I will be charged a $375 fee should I be 
scheduled for these types of procedures and no-show and/or do not cancel my appointment at least 48 
hours in advance. 

Ablations: 
As a patient of Heart and Vascular Care, I acknowledge that I will be charged a $200 fee should I be 
scheduled for these types of procedures and no-show and/or do not cancel my appointment at least 24 
hours in advance. 

Sign Language / Interpretive Services: 
As a patient of Heart and Vascular Care, I acknowledge that I will be charged a $120 fee should I request 
an interpreter and should I no-show and/or do not cancel my appointment at least 24 hours in advance.  

 

Print Name of Patient or Legal Guardian 
 
 
Signature of Patient or Legal Guardian 
 

Date Signed 

 


