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Advanced Vein Center  
Ph:  724-987-3220 Fax: 878-313-3339     

  

PATIENT INFORMATION 

 

Last Name         First Name    Middle Initial    

Address        City     State         Zip    

Phone: Home     Cell      Work      

Date of Birth _______/_______/_______      Age ______     Sex  M  F       E-mail       

Primary Care Doctor       Referring Doctor       

How did you hear about us?   Family/Friend   Doctor Referral   Internet   Radio   Magazine   Other     

 

Spouse Information (If needed for Insurance)  Emergency Contact Information 
Name        Name        

Employer       Phone        

SSN #         --____--_______   Relationship to patient      

Date of Birth   / /   Can we discuss medical records?      Y   N 

 

Review of Symptoms 

Onset of Symptoms: (When in life did symptoms develop, ex: pregnancy, new job, new activities…)     

Duration of Symptoms: (Specifically how many months/years)         

How does your leg discomfort affect your daily life?            

 

Medications 

With our Electronic Medical Records (EMR) system we have the potential ability to import a list of your medication history from 

SureScripts.  If we can take advantage of this tool please sign consent below.  Additionally, this system allows patients online 

access to their information and records.  If interested, ask a staff member for a personalized access code. 
 

I give consent to retrieve and use my medication history from SureScripts.        

         Signature     Date 

 
Appointment Reminder 
We participate in an automated appointment reminder system that will notify you within a few days of an upcoming appointment.  
To ensure accuracy and efficiency we ask that you confirm below which Email or Mobile Phone # you would like us to use. 
 

E-mail :       Mobile # :      

 

MEDICARE/MEDIGAP Authorization (if you have Medicare) 

I request that payment of authorized Medicare benefits and, if applicable, Medigap benefits, be made either to me or on my behalf 
to the ‘Advanced Vein Center’ for any services furnished to me by that provider. To the extent permitted by law, I authorize any 
holder of medical or other information about me to release the Centers for Medicare and Medicaid Services, my Medigap insurer, 
and their agents any information needed to determine these benefits for related services. 
 
              

Signature of Beneficiary, Guardian, or Personal Representative         Date 

 
Office Visit and Diagnostic Ultrasound Consent 
I hereby consent and give my permission to the doctor (and the doctor’s assistants or designated replacement) to administer and 
perform such procedures upon me, as the doctor deems necessary. 
 
              
Signature of Beneficiary, Guardian, or Personal Representative         Date 
 

 
Patient:     

Date:     

DOB:     



V11092021 

 

 

 

 

 

Consent to the Use and Disclosure  

of Health Information for Treatment,  

Payment, or Healthcare Operations (HIPPA) 
 

I   understand that as part of my healthcare, this organization originates and maintains health records describing 

my health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care or treatment. I 

understand that this information serves as:  

•  a basis for planning my care and treatment  

•  a means of communication among the many health professionals who  

        contribute to my care  

•  a source of information for applying my diagnosis and surgical  

       information to my bill  

•  a means by which a third-party payer can verify that services billed  

       were actually provided  

•  a tool for routine healthcare operations such as assessing quality and  

      reviewing the competence of healthcare professionals  

I understand and can be provided with a Notice of Information Practices that provides a more complete description of information 

uses and disclosures. I understand that I have the right to review the notice prior to signing this consent. I understand that the 

organization reserves the right to change their notice and practices and prior to implementation will mail a copy of any revised 

notice to the address I’ve provided. I understand that I have the right to object to the use of my health information for directory 

purposes. I understand that I have the right to request restrictions as to how my health information may be used or disclosed to 

carry out treatment, payment, or healthcare operations and that the organization is not required to agree to the restrictions 

requested. I understand that I may revoke this consent in writing, except to the extent that the organization has already take action 

in reliance thereon. 

 I request the following restrictions to the use or disclosure of my health information: 

  

Signature of Patient or Legal Representative Witness 

  

Signature______________________________  Date: ____________ 

 

 
 

How may we contact you: 
  

Please check the boxes below for the methods in which our office 

may leave a message about your appointment or medical information: 

Method of Contact 

 

Which is your personal 

preference?  

Number 1-7 or place an ‘X’ 

Appointment 

Information 

 Or   X 

Medical 

Information 

 Or   X 

Home Phone 
   

Cell Phone 
   

Mobile Text 
   

Work Phone 
   

With Another Person 
   

Send via Mail 
   

Send via E-Mail/Portal 
   

 

  

724.987.3220  Ph.   
878.313.3339  Fax   

www.AdVeinCenter.com 
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Advanced Vein Center Financial Policy 
 

We are glad you have chosen our office for your health care needs. The doctors and staff strive to prescribe the best 

and up to date treatments possible.  

 

Full payment is expected on the day medical service are provided unless you have health insurance coverage with a 

plan that we have a written agreement. Our financial policy offers you a number of payment options; which are cash, 

checks, and credit cards (Visa, Master Card, and Discover). Patients with insurance must pay your, when applicable: 

DEDUCTABLE - an amount you must pay first, out of your own pocket, each year before insurance will pay for any 

services; CO-PAYMENT - an amount you must pay each visit to a doctor; CO-INSURANCE - an amount which is 

usually a percentage of the fee that your insurance company will not pay. Deductibles, co-payment and co-insurance 

is your responsibility to pay by law. On treatment that involves laboratory fees (custom orthotics, diabetic shoes, etc.) 

that is not covered by insurance or the deductible have not been met, you may choose to pay 50% down and 50% 

when the product is dispense.  

 

We will need to make a copy of the front and back of your insurance card at your initial visit. We expect you to 

inform us of any change in coverage that may occur and provide us with insurance card to copy at that time. If you 

have two or more insurance policies, it is your responsibility to inform us which policy is Primary (first) coverage, 

which policy is Secondary (second) coverage, and which policy is Tertiary (third) coverage. With each policy we 

may require the name, date of birth, address, phone number, and employer of the member who carries the policy.  

 

Payments: Unless other arrangements are approved by us in writing, the balance on your statement is due and 

payable when the statement is issued, and is past due by the end of the month. 

 

Contracted Insurance: If we are contracted with your insurance company we must follow our contract and their 

requirements. If you have a co-payment or deductible, you must pay that at the time of service. It is the insurance 

company that make the final determination of your eligibility. Some insurance plans require a referral and/or 

preauthorization from your primary care physician. You are responsible for obtaining the referral and/or 

preauthorization prior to your appointment or full payment will be expected for the medical services rendered. 

 

Non-contracted Insurance: Insurance is a contract between you and your insurance company. We are NOT a party 

to this contract, in some cases. We will bill your primary insurances company as a courtesy to you. Although we may 

estimate what your insurance company may pay, it is the insurance company that makes the final determination of 

your eligibility. You agree to pay any portion of the charges not covered by insurance. Failure to obtain the referral 

and/or preauthorization may result in a lower payment from the insurance company and full payment will be expected 

for the medical services rendered. 

 

Return Checks: There is a fee (currently $25.00) for any checks returned by the bank. 

 

Past Due Balances: If your account becomes past due, we will take necessary steps to collect this debt.  If we have to 

refer your account to a collection agency or attorney, you agree to pay all of the collection costs or fees which are 

incurred.  In case of suit, you agree the venue shall be in Beaver, PA. 

 

Divorce: In case of divorce or separation, the party responsible for the account prior to the divorce or separation 

remains responsible for the account. After a divorce or separation, the parent authorizing treatment for a child will be 

the parent responsible for those subsequent charges. If the divorce decree requires the other parent to pay all or part of 

the treatment cost, it is the authorizing parent’s responsibility to collect from the other parent.  

 

Print Patient’s Name: _____________________________________________________________________ 

 

Print Responsible Party: ___________________________________________________________________ 

(if not the patient) 

 

Signature: ______________________________________________________ Date: __________________ 
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Insurance Reimbursement Awareness Policy 
  

Please Initial: 
  
    I understand that it is my responsibility to be fully aware of my insurance policy, and its 

deductibles, co-pays, and/or coinsurances applicable. 

  

    I understand that I am responsible to pay for any charges that my insurance company deems to 

be my responsibility.  This includes, but is not limited to, co-pays and deductibles. 

  

We will assist you, as best we can, to answer any questions you have in regards to your policy and 

coverage's, and will work with you to solve any present or future issues.   

  

As a matter of office policy, any insurance deductibles identified to be $1000 or greater, must pre-pay a 

minimum of 25% of their deductible prior to having surgical procedures performed.   

  

After surgical procedures are performed and insurance billing is completed, the remaining balance may be 

paid off using Check, Cash, Credit Card, CareCredit or Monthly Recurring Credit Card payments at no 

additional charge. 

  
Signed        Date     
  
Print Name:          

 
  

You may detach the bottom portion of this page to discuss these codes with your insurance company.   

 
 

Contact the ‘Member Services’ number on the back of your insurance card to ask what the ‘Patient 

Responsibility’ will be if these codes are billed.  These are the ‘CPT codes’ of the most common procedures 

we perform:  

99204   Office Visit New (45)     99214 Office Visit Est  (25) 
  
93970 Duplex US—two legs     93971 Duplex US—unl/limited 
  
36475  RF ablation—single vein    36476 RF ablation—each additional vein 

  
36482 VenaSeal—single vein     36483 VenaSeal—each additional vein 
  

36465 Varithena —single vein    36466 Varithena —each additional vein 
 

37765 Phlebectomy 10-20 micro– incisions   37766 Phlebectomy greater than 20 
 

  

724.987.3220  Ph.   
878.313.3339  Fax   

www.AdVeinCenter.com 


