Manshadi Heart Institute, Inc.

Setting the standard for leading-edge, results-based care

Ramin Manshadi MD,FACC, FSCALEAHA FACP
Board Certified: Diagnostic and Interventional Cardiol ogy

PLEASE PRINT CLEARLY
DATE MALE H  FEMALE H HEIGHT -~ WEIGHT
 PATIENT NAME LAST FIRST ALLERGIES B T B
HOME ADDRESS MARITAL STATUS B '
: s# MB wH bn OTHERD
crry STATE ZIP DATE OF BIRTH (MONTH/DAY/YEAR) -
DRIVER'S LIC. # SOCIAL SECURITY # HOME PHONE. NUMBER T
CELL PHONE NUMBER I

PATIENT EMPLOYED BY:

NAME OF SPOUSE E-MAIL ADDRESS

SPOUSE’S DATE OF BIRTH

BUSINESS FHONE NUMBER

SPOUSE EMPLOYED BY:

SPOUSES BUSINESS PHONE NUMBER

PATIENT REFFERED BY:

REFERRING DR. OFFICE PHONE NUMBER

EMERGENCY CONTACT (OTHER THAN SPOUSE)

EMERGENCY CONTACT PHONE NUMBER

I, the undersigned, have insurance coverage with and assign
directly to Manshadi Heart Institute, Inc. All surgical and /or medical benefits, if any,
otherwise payable to me for services rendered, I understand that T am financially
responsible for all charges whether or not paid by insurance. I herby authorize the doctor
to release all information necessary to secure the payment benefits.

Signature Date




Namsa.

HEALTH HISTORY

(Confidential}

Age

What is your reason for visit?

Birthdate

Dats of last physical examination

Today’s Date e

GENERAL
{1 Chitis
[ Depression
£.] Dizziness
] Fainting
[ Faver
[ Forgatiuthess
1 Headache
[ Loss of steep
£ Loss of weight
) Nervousness
C Numbness
{1 Swaats

MUSCLEAOINT/BONE
Pain, weakness, nunbnéss in:
3 Ams ] Hips
) Back [ Legs
O Feet [T Neck
[ Hands £ Shoutders
GENITO-URINARY
3 Blood in uring
3 Frequent urination
3 Lack of bladder coniro!
L1 Painfut urination

GASTROINTESTINAL
{"] appetite poar
{ Bigating
{1 Bowel changes
[ Gonstipation
(1 Digrrhea
"1 Excessive hunger
[ Excessive thirst
O Gas
1 Hemorrholds
[ Indigestion
) Nausea
[ Rectal bieeding
[71 Stomach pain
I vomiting
1 vomiting bond
CARDIOVASCULAR
[ Chest pain
[ High bload pressure
[ irregular hear beat
[ Low blood pressurs
1 Poor sirculatian
[7) Rapid heart beat
[ 8welling of ankles
£1 varicose veins

EYE, FAR, NOSE, THROAT
[ Bleeding gums
[ Blurred vislon
{0 Grossed eyes
L] Difficulty swallowing
(] Boubte vision
] Earache
] &ar discharge
[ Hay tever
(7] toarseness
1 Loss of haaring
1 Nosebleads
1 Persistent cough
(1 Ainging in sars
{1 Sinus problems
[ Vision - Flashes

L vision - Halos
SKIN

L3 Bnise easily

[ Hives

(1 Itching

[ Changa in motes

L) Rash

{3 8cars

3 Sora that wor't heal

MEN oniy
L] Breast fjump
) Erection difficulties
(.} Lump in testicles
£ Penis discharge
L1 Sare on penis
{1 Other

WOMERN only
[] Abnarmiat Fap Smear

-[7] Bleading between periads

[T] Breast lump

[] Extrerrie menstrual pain

7] Hot flashas

] Mipple discharga

[Z] Painful intercourse

(] Vaginal dischargs

{]Othar

Dafe of last

menstrual period

Date of last
Pap Sinear
Have you had

a mammagram?
Are you pragnant?
Numberotchildren_____

£ Cataracts

[T Aips {1 Chemical Dapendency
O Alcohalism [ Chicken Pox
.1 Anermia Ll Diabetes
3 Anarexia {1 Emphysema
] Appendicitis (L) Epilepsy
[ Arthritis [ Glaucorna
21 Asthma L] Goiter
] Bleeding Disorders [ Gonarrhea
1 Breast Lump IGout
1 Bronchitis ] Hear Disease
1 Bulimia ] Hepatitis
t L1 Cancer LI Hemia
Ol Hempes

i I

3

i

[ High Cholastero!
C1HIV Positive

{1 Kidney Disease
[ tiver Diseasa

1 Measles

[ Migraine Headaches
] Miscarriage

) Mononuciensis

I Muitiple Scleresis
1 Mumps

" Pacemaker

1 Preurnonia
I1 Palio

Pharmaty Name.

Phone

1 Prostate Froblsm
[ Psychiatric Care
[ Rhaumatic Fever
{1 Scarlet Fever

[ stroks

{1 suicide Attampt
[ Thyroid Probstems
) Tonsifittis

{1 Tuberculosis

{1 Typhwoid Fever
Clucers

3 vaginal Infactions




[FAMILY HISTORY Fil in hoaithinformton sbout your famlly, s SRR
Rettion | Age | Siate of Ofath |  CauseofDean | Check (71T, P isonns ives had an!l;;:?:n?t:::‘;:‘g;u
_ . e P ¥OU
Father Arthritis, Gout _
Mother Asthma, Hay Faver
Brothers o canéer
Chemical Dapander_my - T
Dlabets;s
Hedirt Disease, Stfokes;m - B 7
Sisters High Blood Pressure N T
Kidne';ﬂisease |
y Tubereulgérs ]
_Jomer 1
HOSPITALIZATIONS - PREGNANCY RISTORY
Year - Hospital Réason for Huspitalization and Outeome met S5 Complica
Have you ever had a blood transfusion? [Jves CINe ...} Tebacco
it yas, plaase give dpproximate dates, ¢ e ) Drugs
SERIOUS ILLNESSANJURIES DATE OUTCOME Othar )
.
Hazardous Substances
Heavy Lifting
Other R
Your accupation;

| certify that the above information is corract to the bes

tof my lénowfedge. I will not hatd m

y docter or any mermbers of his/har stait

responsible for any errors or omisslons that | may have made in the cormplation of this form.
Slgnature Date
Reviewad By Data

I Vel A Fasan 100008 2479



Manshadi Heart Institute, Inc.
Setting the standard for leading-edge, results-based care

Ramin Manshadi MD,FACC, FSCALFAHA FACP
Board Certified: Diagnostic and Interventional Cardiology

Acknowledgment of receipt of notice of privacy practices

{ herby acknowledge that I have received a copy of the current notice will be posted
in the reception area and that will be offered a copy of any amended Notice of
Privacy Practices at each appointment.

& I'would like to receive a copy of any amended Notice of Privacy Practices

Signed Date

Print name Telephone #

If notsigned by patient please indicate relationship:

&1 Parent guardian of minor patient
B Guardian or conservator of an incompetent patient
B Beneficiary or personal representative of deceased patient

Patient Name Date of Birth

*** If you authorize another person to discuss your health history please indicate:

Name Relationship to you

Telephone #




Manshadi Heart Institute
Ramin Manshadi, M.D., F.A.C.C.
2633 Pacific Ave
Stockton Ca 95204
944-5530
www.drmanshadi.com

Patient name:

DUE TO THE HIGH DEMAND IN THE TESTING THAT WE SCHEDULE FOR
OUR PATIENTS, WE WOULD LIKE TO MAKE YOU AWARE OF THE “NO
SHOW” FEES FOR THE TESTS THAT ARE SCHEDULED IN THE OFFICE AS
WELL AS SOME OF OUR MISCELLANEOQUS OFFICE FEES

NO SHOW FEE:

$50.00  ECHOCARDIOGRAM

$50.00  CAROTID ULTRASOUND

$25.00  ABI

$50.06  STRESS ECHO OR TREADMILL STRESS TEST/ T-WAVE
$200 NUCLEAR STRESS TEST

$25.06  HOLTER MONITOR NOT RETURNED THE FOLLOWING
DAY/per day charge

$2500.06 NON RETURNED HOLTER MONITOR

310.00t0 825 FILL OUT FORM FEES, DISABILITY, FMLA, DMV, ETC

$25.00 Records copy fee

I HAVE READ AND UNDERSTAND THAT SHOULD I NEED TO BI
SCHEDULED FOR ANY OF THE ABOVE TESTS AND I FAIL TO SHOW UP
FOR THE APPOINTMENT, I WILL BE CHARGED THE STATED NO SHOW
FEE. IMAY CANCEL 24 HOURS IN ADVANCE WITH NO CHARGE.

Patient’s signature date




