Samer @Waiti, M.D. FACP
6200 Wilshire Bloa  Suite 1502

Plone ##: (328) 9382626 Los @ngeles, CQ 90048 Fox #: (828) 988.2493
PATIENT REGISTRATION & HEALTH QUESTIONNAIRE
ARTALSTATUS  DATE OF
NAME [SIM|W[D|SEP|  BIRTH DATE
STREET CITY
ADDRESS STATE, ZIP
PHONE #- HOME ( ) WORK#( ) gﬁgfgﬁ;’g”"
SPOUSE’S NAME ey el PHONE#( )
IF UNDER 18
PARENT / GUARDIAN
EMERGENCY CONTACT
O PHONE # ( ) ADDRESS RELATION
DRIVER'S
S.S. # TRy REFERRED BY
BILLING NAME
(IF OTHER THAN PATIENT) RELATIONSHIP
BILLING ADDRESS PHONE # ( )
PAYMENT REQUIRED AT TIME OF SERVICE - UNLESS PRIOR ARRANGEMENTS HAVE BEEN MADE.

INSURANCE EFFECTIVE
1) company ADDRESS DATE

NAME OF RELATION BENEFIT

INSURED TO PATIENT GhoUEY 'CODE

1.D.#

INSURANCE EFFECTIVE
2) comPANY ADDRESS DATE

NAME OF RELATION BENEFIT

INSURED TO PATIENT GROUP# CODE

1.D.#

MEDICARE I.D.# MEDICAID 1.D.#

PATIENT NAME {please print) DATE

PARENT / GUARDIAN (please print) SIGNATURE -

ASSIGNMENT OF INSURANCE BENEFITS

I hereby authorize direct payment of surgical / medical benefitsto Dr. Alaiti
for services rendered by him / her in person or under his / her supervision. | understand that | am financially
responsible for any balance not covered by my insurance.

AUTHORIZATION TO RELEASE INFORMATION

| hereby authorize Dr. _Alaiti , to release any medical or incidental information
that may be necessary for either medical care or in processing applications for financial benefit.

MEDICARE * MEDICAID

| certify that the information given by me in applying for payment is correct. | authorize release of all records
on request. | request that payment of authorized benefits be made on my behalf.

A photocopy of these assignments shall be valid as the original.




| TO BE COMPLETED BY PATIENT - PLEASE PRINT

HEALTH QUESTIONNAIRE

REASON FOR VISIT

&

A y
Y ny?

o /FOLLOW THE LINES ACROSS THE
PAGE AND MARK THE
APPROPRIATE BOX

CAUSE OF DEATH (AGE)

FATHER

MOTHER

BROS / SIS

BROS / SIS

BROS / SIS

BROS /SIS

MOTHER'S
RELATIVES

FATHER'S

RELATIVES
Egag&é‘“s Indicate the year you were admitted to hospital and the reason. Do not include normal pregnancies.

YEAR

ILLNESS OR OPERATION

YEAR

ILLNESS OR OPERATION

NAME

STRENGTH [HOW OFTEN

NAME STRENGTH |HOW OFTEN

Im

List all

medications
that you are

now taking.

Include
over the

DRUG ALLERGIES

counter Rx

Mark (c) for current problems. Check (v) box and indicate age when you had any of the following symptoms or diseases.

00 HEARING PROBLEMS

0 GLAUCOMA [ CATARACTS

[J NOSE BLEEDS [ SINUS TROUBLE

U HOARSENESS [l HAY FEVER

O ASTHMA [0 HYPERTENSION

[0 CORONARY HEART DISEASE

1 HEART MURMUR

O PALPITATIONS O IRREG. PULSE

0 VARICOSE VEINS O PHLEBITIS
0 DIFFICULTY SWALLOWING 0O HEARTBURN
O PEPTIC ULCER DISEASE ~ DC.COLITIS

0 JAUNDICE LI HEPATITIS
O KIDNEY STONES 00 PROSTATE PROB.
0O VENEREAL DISEASE (1 HERPES

0O CHLAMYDIA 00 GONORRHEA

O RECENT WEIGHT LOSS

O ANEMIA OBRUISE EASILY

0 CANCER

L1 DIABETES O THYROID DISEASE
0O SEIZURES O STROKE

O MIGRAINE HEADACHES

OARTHRITIS 0O GOUT

0O DEPRESSION O MENTAL ILLNESS
0O TUBERCULOSIS

OALLERGIES (NON DRUG)

ALCOHOL - OZ / WK
SMOKING -CIG /DAY _______ #YEARS __
COFFEE / TEA—- CUPS / DAY ;

FEMALES
REGULAR MENSTRUAL PERIODS  YES 0O NO
No. OF PREGNANCIES

No. OF LIVE BIRTHS

No. OF MISCARRIAGES
BIRTH CONTROL METHOD
B.C. PILL(BRAND)

MENOPAUSAL SYMPTOMS 0O YES [ NO
SKIN PROBLEMS

LiECZEMA [0 PSORIASIS O RASH

C0ABNORMAL MOLES O HIVES

C FREQUENT SUN EXPOSURES

U EXCESSIVE SCARRING

0O SKIN CANCER

U RECENT OR PROGRESSIVE HAIR LOSS




Samer Alaiti, MD, Inc;
Miracle Mile Vein Center
6200 Wilshire Blvd. Suite 1502
Los Angeles, CA 90048

Vascular Questionnaire

Name:

Please circle or check all that apply:

1. Do you take any of the following on aregular basis?
Oral contraceptives Premarin

2.Areyou alergic to:

lodine

3.Do you have afamily history of varicose veins or spider veins?
If yes, please list the relatives who have them:
4.How many years have you had varicose or spider veins?

5.Did you first notice these veins: after an accident/trauma

After or during pregnancy

6.Are you required to be on your feet for long periods of time?

7.Are you developing new veins? YES

8.Do you bruise easily?

9.Have you had any previous bypass surgery? Y es
excessive bleeding
transient vision loss

10. Do you have:

Yes

11. Do you now have or have you had: unsightly veins

12.Do you have a previous history of: Superficial phlebitis

13.Have you had treatments of:

14.Do you have leg pains while walking in the: foot

Ph: 323-938-2626

Fax: 323-938-2493
www.mir aclemileder m.com
www.miraclemilevein.com

Date:
Aspirin Steroids Digoxin
Local anesthetics (Xylocaine) Tape
Yes No
before pregnancy
after taking hormones or oral contraceptives
Yes No
NO
No
No
bleeding disorder dizziness
transient weakness of limbs
right left
Aches or pains right left
Heaviness or tired legs right left
Ankle edema or swelling right left
Itching right left
Night cramps right left
Bleeding from veins right left
Discoloration of legs right left
Dermatitis (eczema) right left
Ulceration right left
right left
Deep thrombophlebitis right left
Pulmonary emboli right left
Compression stockings right left
Length of time worn
Compression grade (mmHg)  15-20 20-30
30-40 40-50
Ligation right left
Vein stripping right left
Local excision right left
Cautery right left
Sclerotherapy right left
right left
Calf right left
Thigh right left
Buttock right left
right left

15.Do you have leg pains while resting in the: foot

Calf

right left



