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COMPREHENSIVE VEIN TREATMENT CENTER

1510 South Central Avenue Suite 200 ® Glendale, CA 91204
1 888 SO CA VEINS (1.888.762.2834) (818) 500.9934 FAX (818) 500.9935

www.varicoseveinsurgeons.com email: contact@varicoseveins.com
Please Print
Date Referred By
Patient Name
Address
City State Zip
Home Phone ( ) Date of Birth
Age Sex Martial Status
Social Security # License #
Employer Occupation
Address Bus. Phone ( )
City State Zip
Spouse’s Name Spouse’s Employer
Address Bus. Phone ( )
In Case of Emergency Contact:

Tel:
E-mail Address:

** In order for us to accurately process your billing, we need you to provide us with all the
correct information.

Insurance Name

Group Number
Medicare #
Medi-Cal #

PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE

| authorize the release of any medical information necessary to process this claim and
request payment of benefits to this office. | fully understand that 1 am responsible for payment of
all charges made by the above patient for services rendered from this office, regardless of
insurance coverage.

DATE SIGNED




