Vascular

Name: DOB: Date:

Best Contact Number:

Primary Care Physician:

Insurance Carrier:

Allergies

Please List your current medications:

Please list all physicians that you would like to receive your reports:
1.

2.

3.

Do you smoke? Y/N For how long? When did you quit?

Please describe your current symptoms relating to this diagnostic procedure

How long have you been experiencing these symptoms?

Have you ever had this procedure before? If so when and where?

(For Office Use) BP Pulse Height Weight

Patient Signature: Date:




