
 
 

 
 

 
PATIENT INFORMATION FORM 

 
Please Print and Complete to its entirety. 

 If information does not apply to you, please indicate “not applicable” (n/a) 
 

 
Date____________________  Name___________________________________________________________________ 
      Last    First    M.I. 
 
Address__________________________________________________________________________________________ 
 
Home Phone ________________________ Work # ________________________  Cell # _________________________ 
           
Phone # you prefer we contact you at:    Home    Work    Cell   E-mail ___________________________________ 
 
Date of Birth ____ / ____ / ____   Age _____ Sex _____ Marital Status _____  Occupation________________________                                                    
                              M           D          Y 
 
Employer ____________________________ Address _____________________________________________________ 
                                                                                                                                                                                     
INSURANCE  
*Applies only to patients seeing us for vein procedures. Please present insurance card at time of check in. 

 
CONTACTS  
 
Primary Physician  _________________________________________________________________________________ 
                                              Full Name               Specialty               Address                    Phone # 
Referring Physician  ________________________________________________________________________________ 
                                              Full Name               Specialty               Address                    Phone # 
 
Emergency Contact ________________________Relationship _______________ Phone _______________________ 
 
Pharmacy of Choice __________________________________ Location ______________________________________ 
 
How did you hear about us:  
 Referral  (Name __________________)   Walk-in    Seminar    CareCredit.com   
 Website (www.peninsulavascular.com)   VeinDirectory.org   Postcard    Newspaper   
 Magazine      Other _________________________  
 
I authorize the release of medical information to my primary care or referring physician, to consultants if needed and as 
necessary to process insurance claims, insurance applications and prescriptions.  I also authorize payment of medical 
benefits to the physician.  I understand that I am financially responsible for all charges, whether or not paid by insurance, 
and for all services rendered on my behalf or my dependents. 
 
 
Patient or Responsible Party Signature _____________________________________________ Date ____ / ____ / ____ 
                                                                                                                                                                                                         M           D          Y 

3351 El Camino Real, Ste. 205  
Atherton, CA 94027 

Tel 650.364.3600 


