
VEINTEC 
VARICOSE VEIN CLINICS 

                                                 RICHARD S. ANDERSON, M.D.                                                               ANDRES U. KATZ, M.D. 
PATIENT REGISTRATION 

 
DATE  __________________________ 

REFERRED BY  ______________________________________ 
  

 

 
EMERGENCY CONTACT:   
NAME  ______________________________________________________________________ 
 
PHONE NUMBER  ___________________________________  RELATIONSHIP  ________________ 

 

 INSURANCE INFORMATION: 
 NAME OF INSURANCE  ______________________________________________________PHONE # _____________________ 
 
 POLICY/ID # ________________________________________________  GROUP # _____________________________________ 
 
 MAILING ADDRESS _______________________________________CITY_______________STATE________ZIP____________ 
 
 INSURED’S NAME _____________________________________________________ 
 
 RELATIONSHIP TO PATIENT: SELF SPOUSE      CHILD      OTHER 
 

PATIENT INFORMATION:  
 
PATIENT NAME  ______________________________________________________________________     AGE  _____________ 
 
DATE OF BIRTH  ________________________________                  SEX:  F  M        MARITAL STATUS:  S  M  W  D 
 
SOCIAL SECURITY NUMBER ___________________________________________          
 
ADDRESS  ____________________________________________CITY_______________STATE_________ZIP______________ 
 
HOME PHONE  ______________________________________CELL  PHONE _________________________________________ 
 
EMPLOYER  ___________________________________________ BUSINESS  PHONE #  _______________________________ 
 
EMAIL _________________________________________ 

SPOUSE INFORMATION: 
 
SPOUSE’S NAME  ___________________________________________________________  DATE OF BIRTH  _____________ 
 
CELL PHONE  NUMBER   _________________________________ 
 
BUSINESS PHONE NUMBER  __________________________________  X  ____________ 
 
SPOUSE EMPLOYER  __________________________________________________     OCCUPATION  ____________________   
 


