
We at the Vein Treatment Center of New Jersey are dedicated to the assessment, education and treatment of your venous circulatory system.  We look forward to welcoming you to our care.  Our goal is to achieve an accurate diagnosis, prognosis (anticipated outcome), and development of a sensible and individualized treatment plan for you.

The venous system is one of the core elements of your well being and our experience shows that it is among the least understood and historically most poorly addressed conditions in the U.S., where many myths have prevailed.

We anticipate a worthwhile experience for you during your personal and comprehensive medical visit, where your concerns are respected.  We are pleased to assume responsibility as your health advocate.

Please bring your insurance card, drivers license and completed new appointment packet to your visit and please let us know if your require any special accommodations such as language needs, the need to bring your children , or transportation questions.

Our team includes the medical staff, which will provide careful medical services, our certified compression hose fitters, who will instruct you as to techniques for using hosiery and our insurance/billing experts, who play an ever-increasing role in assisting your financial needs.

We hope the enclosed pre-visit forms will expedite our getting to know and serve you.

Sincerely,

The Vein Treatment Center Staff

Dean H Wasserman, M.D., F.A.C.S

The Vein Treatment Center of New Jersey

Board Certified Vascular Surgeon
1 West Ridgewood Avenue, Suite 306

   Paramus, NJ, 07652

(201)-612-1750

Patient Registration Form











Acct#:  ~PTNTACCOUNT~

Date: ________

Patient Name: _                                                   _________________Date of Birth: _____________

Address:                                 ________________ City: ___________State: _______Zip:_________

Home #: ____________________Cell: _________________SS#:__________________________

Email:________________@_________________
Employer: _______________________ Address: ______________________________________

Occupation: ______________________ Work# _____________________Fax# ______________

Next of Kin: ______________________ Relationship: ________________ Phone: ____________

Referring Dr.:_____________________________________________Phone: ________________

Address: ______________________________________________________________________





Health Insurance Information 

Policy Holders name: ____________________________________________________________

Relation: Self (   ) Child (   ) Spouse (   ) Other (   )

SS# of Policy holder: ____________________________________ Date of Birth: _____________

Employer: ____________________________________________ Phone# __________________

Primary Insurance: ____________________ Policy #:_____________________Group #_______

Secondary Insurance: __________________Policy #:_____________________Group #_______ 

Group Plan or Name: ____________________________________________________________

I authorize this office to release any information necessary to process the payment of health insurance benefits. I understand that I am responsible for all charges regardless of insurance coverage. I am aware of this policy regarding payment at the time of services rendered. I have been advised that Major credit cards are accepted.

Signature of Patient or Guardian: __________________________________________________

THE VEIN TREATMENT CENTER OF NJ

Dean Wasserman, MD FACS

1 What is the reason for your visit to The Vein Treatment Center of NJ?
___________________________________________________________________________________________

___________________________________________________________________________________________


2 Please list all your current health care providers with their names, phone numbers and addresses.

Primary Care Physician: _____________________________________________________________________________

Phone:__________________________________________________________________________________________ Address:_________________________________________________________________________________________










Ob/Gyn:__________________________________________________________________________________________Phone:___________________________________________________________________________________________Address:_________________________________________________________________________________________










Chiropractor:______________________________________________________________________________________Phone:___________________________________________________________________________________________Address:_________________________________________________________________________________________










Podiatrist:________________________________________________________________________________________Phone:___________________________________________________________________________________________Address:_________________________________________________________________________________________










Dermatologist:____________________________________________________________________________________Phone:___________________________________________________________________________________________Address:_________________________________________________________________________________________

Other
(Including Mental Health Providers):









Name/Specialty:___________________________________________________________________________________Phone:___________________________________________________________________________________________Address:_________________________________________________________________________________________

















3 If you previously had vein ultrasounds or any other related tests, please indicate where and when:
________________________________________________________________________________________________

________________________________________________________________________________________________

4 If you have been evaluated or treated for similar problems in the past, please indicate where and when:

________________________________________________________________________________________________

________________________________________________________________________________________________


5
When was your most recent complete physical?
____________________________________________________










6
Would you be interested in any of the following treatments?












Smartlipo (laser liposuction) y__n__ 

Juvederm line filler y__n__ 





Botox y__n__




Skin rejuvenation y__n__



Skin tightening y__n__



Sun spot removal y__n__







Dean H Wasserman, M.D., F.A.C.S

The Vein Treatment Center of New Jersey

Board Certified Vascular Surgeon
1 West Ridgewood Avenue, Suite 306

   Paramus, NJ, 07652

(201)-612-1750

Patient History Form 

Today’s Date: ___________


Patient Name________________________________
__
Referred by: ____________________________

Family Physician, PCP: _______________________________________________________________________

Patient History

Please list all previous hospitalizations, operations, or any other procedures, including plastic surgery. (Please include Date, Doctor, and Hospital) __________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please List all Medications & Dosages, prescription and over the counter (Include all Herbal supplements)__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current weight______________     Height______________   Amount and years drinking__________________

Amount and years smoking_________________________ Allergies__________________________________

Do you have any walking restrictions/Wheelchair/Walker__________________________________________?  

How many pregnancies have you had _______________ How many live births__________________________

Family History 

                                   Living
    Current Age/Age of Death
      
 Present Health/Cause of Death
Father
   Yes__ No__
         ____________
            

_________________________

Mother 
   Yes__ No__
         ____________
           
  
_________________________

Grandmother
   Yes__ No__
         ____________
           

_________________________

Grandfather
   Yes__ No__
         ____________
          

_________________________

Brothers
   Yes__ No__
         ____________
          

_________________________

Sisters
   Yes__ No__
         ____________
             

_________________________

Children
   Yes__ No__
         ____________
              

_________________________

Dean H Wasserman, M.D., F.A.C.S

The Vein Treatment Center of New Jersey

Board Certified Vascular Surgeon
1 West Ridgewood Avenue, Suite 306

   Paramus, NJ, 07652

(201)-612-1750

Patient History Form Cont:

Patient Name: _________________________________

Abnormal Bleeding or clotting
______

Itching of leg


______

Anemia 


______

Infections


______

Anxiety


______

Jaundice


______

Arthritis


______

Kidney Disease


______

Asthma


______

Low Back Pain


______ 

Blood transfusions

______

 Leg injury


______

Breathing problems

______ 

Numbness Arm/leg

______

Blood clots


______

Nerve injury


______

Birth control pills

______

Palpitations


______

Cancer


______

Pain in legs


______

Cramps of legs

______

Phlebitis


______

Depression


______

Restlessness of legs

______

Diabetes


______

Stroke



______

Difficulty walking

______

Sciatica



______

Fainting


______

Seizures/convulsions

______

Family Bleeding disorder
______

Shortness of breath

______

HIV



______

Swelling of ankles

______

Headaches


______

Tiredness of legs

______

Hepatitis


______

Use of skin ointment

______

Hormone Replacement 
______

Ulcer of leg


______

Heart Problems 

______

Vein injections


______

Heart Murmur 

______

Vein surgery


______

High or Low Blood Pressure 
______

Weakness arm/leg

______

Treatments Tried
Have you worn support hose to relieve any symptoms you checked above?   Yes/No 
If yes, How long? ______________

Did you find relief from ALL the symptoms by wearing the support hose?   Yes/No
Please Explain ____________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________
Do you elevate your legs to relieve the symptoms you checked above?   Yes/No
Have you ever taken Analgesics (pain relievers, Ex. Aspirin) to relieve the symptoms you checked above?   Yes/No 

If yes, have the analgesics relieved ALL of the symptoms you checked above?  
Yes/No
Dean H Wasserman, M.D., F.A.C.S

The Vein Treatment Center of New Jersey

Board Certified Vascular Surgeon
1 West Ridgewood Avenue, Suite 306

   Paramus, NJ, 07652

(201)-612-1750

General Release and VTC Authorization
I consent that The Vein Treatment Center of New Jersey (VTC) may release any information necessary to process my insurance claim and that I authorize any holder of medical information about me to release to VTC any information needed to determine these benefits payable for related services.

I acknowledge that I am responsible to provide all of my medical records and medical insurance information to the fullest extent of the truth. While as a courtesy, VTC may submit claim forms I am responsible for the payment obligation resulting from these medical services.

I am solely responsible for any pre-authorization required by my carrier. I agree to pay the VTC for services which I choose to receive even thought my insurance carrier may, after processing deem them non-covered, non- approved, not medically necessary. I understand that the insurance carrier benefits are subject to my eligibility at the time of service and thus pre authorizations are NOT a guarantee of payment.  I fully acknowledge that payment for services are required at the time services are rendered. 

We will file a claim for your medical services with your primary carrier although due to certain contractual issues, you may receive payment of benefits. If this occurs, we ask that you remit that payment to us along with the explanation of benefits that accompanied it so we may credit your account accordingly. 
Date: __________________________
                  Signature of Patient____________________________

Dean H Wasserman, M.D., F.A.C.S

The Vein Treatment Center of New Jersey

Board Certified Vascular Surgeon
1 West Ridgewood Avenue, Suite 306

   Paramus, NJ, 07652

(201)-612-1750

       Vascular laboratories of Northern New Jersey
 Patient Agreement
As a courtesy, we will accept your insurance carrier’s determination of allowable charges for non-invasive testing fee’s. However you will be responsible for any copayments, co-insurance or deductable amounts. 

We will file any claims for our services on your behalf, although due to contractual issues, you may receive the payment of benefits. If this occurs, we ask that you remit that payment along with the accompanying explanation of benefits (check stub) to our office immediately so that we may properly credit your account. 

I agree to pay The Vein Treatment Center of NJ for services which I choose to receive even though my insurance carrier May after processing of claims determine it be “non-approved” “non-covered” or “not medically necessary”. I understand that insurance carrier benefits are subject to my eligibility at the time of service and pre authorizations are NOT a guarantee of payment.

I acknowledge and fully understand the above which has been described to me. 

Date: ____________


Patient Signature______________________________________
Dean H Wasserman, M.D., F.A.C.S

The Vein Treatment Center of New Jersey

Board Certified Vascular Surgeon
1 West Ridgewood Avenue, Suite 306

   Paramus, NJ, 07652

(201)-612-1750

General Release and VTC Authorization
I consent that The Vein Treatment Center of New Jersey (VTC) may release any information necessary to process my insurance claim and that I authorize any holder of medical information about me to release to VTC any information needed to determine these benefits payable for related services. 

I acknowledge that I am responsible to provide all of my medical records and medical insurance information to the fullest extent of the truth. While as a courtesy, VTC may submit claim forms I am responsible for the payment obligation resulting from these medical services.

I am solely responsible for any pre-authorization required by my carrier. I agree to pay the VTC for services which I choose to receive even thought my insurance carrier may, after processing deem them non-covered, non- approved, not medically necessary. I understand that the insurance carrier benefits are subject to my eligibility at the time of service and thus pre authorizations are NOT a guarantee of payment.  I fully acknowledge that payment for services are required at the time services are rendered. 

We will file a claim for your medical services with your primary carrier although due to certain contractual issues, you may receive payment of benefits. If this occurs, we ask that you remit that payment to us along with the explanation of benefits that accompanied it so we may credit your account accordingly. 
Date: __________________________
                  Signature of Patient____________________________

Dean H Wasserman, M.D., F.A.C.S

The Vein Treatment Center of New Jersey

Board Certified Vascular Surgeon
1 West Ridgewood Avenue, Suite 306

   Paramus, NJ, 07652

(201)-612-1750

HIPPA

Notice of Privacy Practices
I, _____________________________________________ Acknowledge the receipt of the notice of 

Privacy practices presented to me by the Vein Treatment Center of New Jersey. 

I will allow my medical treatment to be discusses with all medical professionals by whom I have been treated. 

(This is for the purpose of continuity of care and is in the best interest of the patient.)

All Medical Professionals
Yes_____    No _____

May we leave voice mails at the Phone numbers you have listed in your Chart?    Yes_____    No _____

Next of Kin _________________________________________ Relationship _________________________

Address: __________________________________________________Telephone:____________________

Other family members or friends with whom you would permit us to discuss your treatment: 

Name: ________________________________________________________________________________

Address:_______________________________________________Telephone:_______________________ 
Comments:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Patient Signature: ______________________________   Date: ____________________________

Dean H Wasserman, M.D., F.A.C.S

The Vein Treatment Center of New Jersey

Board Certified Vascular Surgeon
1 West Ridgewood Avenue, Suite 306

   Paramus, NJ, 07652

(201)-612-1750

Cancellation Policy 

Please be advised that our office requires 24 hour notice for the cancelation of an appointment so that the time may be utilized for another patient. Failure to comply with this policy will incur a missed appointment charge of $75. 

___________________________

Patient signature

___________________________

Printed Name

_____________________________

Date
