








Name: __________________ _ Date of Birth: _______ _ Age: __ _ 

Male □ Female □ Married □ Single □ Widowed □ Divorced □ Separated □

Social Security Number: __________ _ How did you find us?: ____________ _ 

Who is your primary care doctor? _____________________________ _ 

Home/Mailing Address: ___________________ _ City: _________ _ 

State: ___ _ Zip Code: _____ _ E-mail Address: _________________ _ 

Home Phone:<�-� ___________ _ Cell Phone:<�-� ____________ _ 

Would you like access to our online patient portal, where you can request appointments, request prescription 

refills, make payments on your account, and send messages to our office? (Please circle) Y / N 

Preferred Method of Contact: Home Phone □ Cell Phone □ Patient Portal □ Letter □

Preferred Language:______________ Ethnicity: _______________ _ 

Emergency Contact 

Full Name: ____________ _ Relationship: _____ _ Phone: <�-� ______ _

Full Name: ____________ _ Relationship: _____ _ Phone: <�-� ______ _

Primary Insurance Information 

Primary Insurance. ___________________________________ _ 

ID# ________________ _ Group# __________________ _

Subscriber Name: _______ _ Subscriber DOB: ____ _ Relation to Patient: ______ _ 

I certify that I (and/or my dependent(s)) have insurance coverage with the above named insurance company
and assign directly to the selected provider of South Bay Vascular Center and Vein Clinic all insurance benefits, 

if any, payable to me for services rendered.

I understand that I am financially responsible for all charges whether or not paid by insurance. 

I hereby authorize the provider to release information necessary to secure the payment of benefits. I authorize the
use of this signature on all insurance submissions. My signature certifies I have received the HIPPA information.

I give permission for doctors and staff to contact me by phone, e-mail, voicemail message, and/or postal mail to 
confirm appointments and provide me with other information related to my health. 

Name (Please Print): __________ _ 

South Ba�ular Center
& Vein Institute 
PREMIER CENTER OF EXCELLENCE 

Signature: __________ _ Date: _____ _ 

Phone: 408-376-3626 Fax: 408-871-2377 
Web: SouthBayVascular.com 
Locations: Campbell • Gilroy • Santa Cruz 
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