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Patient	
  Name:	
  _______________________________________________________________________	
  	
  Date:	
  _______________	
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  Middle	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Last	
  
	
  
Social	
  Security	
  #:	
  _____________________Date	
  of	
  Birth:	
  __________________Age:________Height:	
  ______Weight:	
  _______	
  

Home	
  Address:	
  _____________________________________	
  City:	
  __________________	
  	
  	
  	
  	
  State:	
  _______	
  	
  	
  	
  	
  Zip:	
  _________	
  
	
  

Home	
  Phone:	
  _______________________	
  Cell:	
  _______________________E-­‐mail:	
  ____________________________________	
  

Gender:	
  	
   	
  Male	
   	
  Female	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Marital	
  Status:	
  	
   	
  Single	
   	
  Married	
  	
   	
  Divorced	
   	
  Widowed	
  	
  

Ethnicity:	
  	
   	
  Hispanic	
   	
  Non-­‐Hispanic	
   	
  Other:	
  ____________________	
  

Race:	
   	
  Asian	
   	
  Native	
  Hawaiian/Pacific	
  Islander	
  	
   	
  White	
   	
  African	
  American	
   	
  American	
  Indian	
   	
  Other:	
  _____________	
  

Employer:	
  _______________________________	
  Occupation:	
  ______________________	
  Work	
  Phone:	
  ____________________	
  

Employer	
  Address:	
  __________________________________	
  	
  	
  	
  City:	
  __________________	
  	
  	
  	
  	
  State:	
  _______	
  	
  	
  	
  	
  Zip:	
  _________	
  

Emergency	
  Contact:	
  ________________________Relationship:	
  _________________Phone:	
  ___________________________	
  

Primary	
  Physician:	
  ________________________________________	
  Preferred	
  Pharmacy_______________________________	
  

	
  
TREATMENT	
  AUTHORIZATION	
  
I	
  hereby	
  authorize	
  the	
  Waterford	
  Vein	
  Institute	
  of	
  Hawaii	
  to	
  perform	
  and/or	
  initiate	
  medical	
  evaluation	
  and	
  treatment	
  and	
  any	
  
related	
  services	
  on	
  my	
  behalf.	
  
	
  

Signature:	
  ____________________________________________	
  	
  	
  Date:	
  ______________	
  

	
  
How	
  did	
  you	
  hear	
  about	
  our	
  office?	
  __________________________________________________________________________	
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