RICHARD ELLER, MD BETH ANGLIN, MD JAMES HUDGINS, MD ALAN LONDON, MD

HISTORY AND PHYSICAL EXAMINATION

DATE DATE OF BIRTH AGE

NAME PREFERRED NAME

PRESENT ILLNESS  (REASON FOR THE APPOINTMENT TODAY)

PAST MEDICAL HISTORY (LIST ALL HOSPITALIZATIONS AND OPERATIONS)

YEAR OPERATIONS AND ILLNESSES
FUNCTIONAL INQUIRY (INDICATE ‘YES’ OR ‘NO’ TO ALL OF THE FOLLOWING QUESTIONS)
GASTRIC /INTESTINAL DISEASE | Y/N | KIDNEY DISEASE Y /N | HEART DISEASE Y/N
HIGH BLOOD PRESSURE Y /N | DIABETES Y /N | TUBERCULOSIS Y/N
LUNG DISEASE Y /N | RHEUMATIC FEVER Y/N

DO YOU HAVE ANY OTHER ILLNESSES NOT LISTED ABOVE: (IF YES, PLEASE LIST ILLNESSES)

ARE YOU ALLERGIC TO ANY MEDICATIONS? (IF YES, PLEASE LIST MEDICATIONS)

ARE YOU CURRENTLY TAKING ANY MEDICATIONS? (IF YES, PLEASE LIST MEDICATIONS INCLUDING HERBAL)

PERSONAL HISTORY:

MARITAL STATUS: S M W D NUMBER OF CHILDREN:
DO YOU SMOKE CIGARETTES? Y /N DO YOU DRINK ALCOHOL?
HOW MANY PER DAY? FREQUENCY & AMOUNT?

MAY WE LEAVE MESSAGES ON YOUR PHONE REGARDING YOUR MEDICAL INFORMATION?

FAMILY HISTORY:

AGE | CONDITION OF HEALTH OR CAUSE OF DEATH

MOTHER

FATHER

BROTHERS

SISTERS




SURGICAL SPECIALISTS OF PLANO

RICHARD ELLER, MD BETH ANGLIN, MD JAMES HUDGINS, MD ALAN LONDON, MD
PATIENT
NAME: DATE OF BIRTH: AGE: MALE OO FEMALE O
SS#: DL#: st MO DO w@O
ADDRESS: CITY: ZIP:
HOME PH #: CELL PH#:
WORK PH #: EXT. PAGER:
PATIENT’S EMPLOYER: OCCUPATION:

EMPLOYER ADDRESS /CITY:

PRIMARY CARE PHYSICIAN: PHONE:
REFERRING PHYSICIAN: PHONE:
PHARMACY: PHONE:

EMERGENCY CONTACT NOT LIVING WITH YOU:

RELATIONSHIP TO PATIENT: PHONE:

DO YOU HAVE HEALTH INSURANCE? WHO IS THE PRIMARY POLICY HOLDER? [SELF / SPOUSE / PARENT / OTHER]

NAME OF PRIMARY INSURANCE CO.:

ID#/SS#: GROUP #:

DO YOU HAVE SECONDARY INSURANCE? m WHO IS THE POLICY HOLDER? |SELF / SPOUSE / PARENT / OTHER|

NAME OF SECONDARY INSURANCE CO.:

ID#/SS#: GROUP #:

POLICY HOLDER’S NAME: (IF OTHER THAN THE PATIENT)

DOB: SS#: DL#:
EMPLOYER: OCCUPATION:
ADDRESS:

CITY/ST/ZIP: WK PHONE:
SPOUSE’S NAME: DOB:
EMPLOYER: WK PHONE:

| assign all medical/surgical benefits to which | am entitled to attending physician. | authorize the release of medical information necessary to request
reimbursement from insurance companies. This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be
considered as valid as the original. Due to contract language between physician and insurance company, | understand that | am financially responsible for all
charges deemed to be “non-covered benefits” by my insurance company even if the insurance’s Explanation of Benefits state the procedure is a “nhon-covered
benefit” and “patient is not responsible”. (If a minor, | hereby authorize the physician to treat my child as deemed medically necessary.) Non payment by the
patient can result in collection fees and attorney fees.

SIGNATURE: DATE:




Notice of Privacy Practices

This notice describes how medical information about you
may be used and disclosed and how you can get access to this information.
Please review it carefully.

This office may use and disclose medical and financial information related to your care that may be necessary now or
in the future to facilitate payment by third parties for services rendered by us, or to assist with, aid in, or facilitate the
collection of data for purposes of utilization review, quality assurance, or medical outcomes evaluation purposes.
Such information may be released to insurance companies, HMQO’s and PPQO’s, managed care organizations, IPA’s,
Medicare/Medicaid, or other governmental or third party payors, or any organizations contracting with any of the
above entities to perform such functions. Medical records may be delivered to a primary care physician or any other
physician that is directly or indirectly responsible for your medical care or the payment thereof.

This office will not use or disclose any of your medical and financial information for any purpose not stated above
without your specific authorization. You may revoke your authorization at any time.

You may request restrictions on certain uses and disclosures. This office is not required to agree to a requested
restriction. You have the right to receive confidential communications of your protected health information. You have
the right to inspect a copy and amend your protected health information. You may also request an accounting of
disclosures of your protected health information from this office.

We are legally obligated to maintain the privacy of your protected health information, to provide you with this Notice
of Privacy Practices, and to abide by its terms. We reserve the right to change our privacy practices and apply revised
privacy practices to protected health information.

I will allow messages to be left on my answering machine or voice mail: Y /N

Persons authorized to discuss Medical Information:

Name: Relationship Phone

Name: Relationship Phone

You may register a complaint with this office if you suspect that your privacy rights have been violated. We will
investigate the complaint and inform you of the findings. No retaliation will be made against you by this office
because you registered a complaint. You may also file a complaint with the Secretary of the Department of Health
and Human Services.

You may speak with the Office Manager or Privacy Officer to obtain additional information regarding any questions
you may have concerning this Notice or to receive a printed copy of the Notice. This Notice of Privacy Practices is
effective April 14, 2003.

Patient Name (Please Print)

Patient Signature Date
(Or Legal Guardian)




Plano Surgery and Veins
Dr. James J. Hudgins, M.D., P.A., F.A.C.S.

Venous Health History Form

Patient please complete questions 1-12

Patient Name: Date of Birth:

Directions: Please answer the following questions. Provide estimates for date of occurrence.
Past Medical History
1. Have you ever had vein stripping surgery [ ] Yes [ 1No
If yes, when and which leg?

2. Have you ever had vein injections? [ ] Yes [1No
If yes, which leg and where on the leg?

3. Have you ever had a blood clot? [ ] Yes [ ] No
If yes, which leg and when?

4. Have you ever had phlebitis? [ ] Yes [1No
If yes, which leg and when?

Family History

Does anyone in your family have (or used to have) varicose veins, spider veins, leg ulcers or swollen legs?

Father [ ] Yes [ ] No

Mother [ ] Yes [ ] No

Brother(s) [ Yes [ No

Sister(s) [ ] Yes [ ]No

Other [ ] Yes [ ] No

1. Do you experience any of the following in your legs?
Aching/pain? [ Yes [INo []JLT/RT leg [ ] Both legs
Heaviness? [ ] Yes [ ]No [JLT/RT leg [ ] Both legs
Tiredness/fatigue? [ ] Yes [INo []JLT/RT leg [ ] Both legs
Itching/burning? [ ] Yes [INo []LT/RTleg [ ]Both legs
Swollen ankles? [ ] Yes [INo [JLT/RT leg [ ] Both legs
Leg cramps? [ ] Yes [ INo []LT/RTleg [ ]Both legs
Restless legs? [ ] Yes [INo [JLT/RT leg [ ] Both legs
Throbbing? [ ] Yes [INo []LT/RTleg [ ]Both legs
Other?

2. How long have you had vein problems?
And have your veins gotten worse in recent months? [ ] Yes [ ] No
Describe:

3. Do you take any medication for pain (i.e., Advil, Motrin) [ ] Yes [ 1No

If yes, what medication do you take and how many times/mgs per day?

4. Do you elevate your legs to relieve discomfort? [ ] Yes [ 1No
If yes, how long per day do you elevate and does it provide relief?




Venous Health History Form (cont.)

5. Do you exercise? [ ] Yes [ ]No
If yes, what kind of exercise and how often?

6. Do you wear prescription compression stockings? [ ] Yes [ 1No
If yes, what type and gradient? How long have you worn them?

If yes, what is the name of the physician who prescribed your compression stockings and when
were they prescribed?

7. Do you wear light support hose (i.e., Sheer Energy)?
If yes, do they provide relief? (] Yes [ No

8. Do you have any problem walking? [ ] Yes [ 1No
If yes, describe how it interferes with your activities of daily living, which activities?

9. What type of work do you do?
How long do you stand (hours per day) at work? At home?
Describe how your symptoms are/ if interfering with your essential job function of your specific occupation,
which activities:

10.  Have you ever had any test(s) done on your veins? [ ] Yes [1No
If yes, when and what type of test and where on the leg?

11.  Were you diagnosed with saphenous vein reflux? (] Yes [ No
12 Name of referring Physician and how long have you been under his care for treatment of this condition?
Patient Signature: Date:

PATIENTS: Please stop here. The physician may go over additional questions with you.

PHYSICIAN TO COMPLETE BELOW THIS POINT
Initial Physician Evaluation

Date of Initial Physician Evaluation:

Check all that apply:
[[] Reviewed Venous history [_] Physical examination of the affected leg(s) [ ] Edema severity test completed
[_] Duplex or Doppler Scan order of the affected leg(s)
[ ] Graduated, elasticized compression stockings (30-40 mmHg), prescribed by a physician not in our practice, have
been used by the patient for at least 90 days.
[] Prescription for graduated, elasticized compression stockings given to patient.
[1Today [] Given at an earlier date (specify date): length of time to wear
[] Standing Photos taken of leg(s) [] Front [ ] Back [ ] Front and back
[] Clinical notes received from referring physician [_] Other causes of patient’s leg(s) symptoms have been ruled out
[] Instruction given on medication dosage [_] Instruction given on daily leg elevation
[] Instruction given for mild exercise [] Instruction given for weight reduction
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