
5 Medical Plaza Suite #200 Roseville CA 95661 
Tel: (916) 784-1836   Fax: (916) 784-1880

TOTAL VASCULAR SURGERY 
PATIENT REGISTRATION FORM 

Today’s Date:  PCP:  

PATIENT INFORMATION 

Patient’s Last Name:  First:  Middle:   Marital Status: 
  Married  Single  Divorced  Widowed 

 

Is this your legal name? If not, what is your legal name? Former name: Birth Date: Age: Sex: 

Yes        No     M        F 

Address:                                                                                               City:                                                   State:                                                  Zip: 

Social Security Number: Home Phone Number: Cell Phone Number: 

   

Occupation: Employer: Employer Phone Number: 

   
 
Other family members seen here:  

INSURANCE INFORMATION 
(Please give your insurance card(s) to the receptionist.) 

Person responsible for bill: Birth date: Address (if different): Home Phone Number: 

    

Is this person a patient 
here? YES             NO Is this patient covered by insurance? YES               NO 

Occupation: Employer: Employer Address: Employer Phone Number: 

    

Please indicate primary insurance: MEDICARE     PPO        HMO            OTHER:____________________ 

Subscriber’s Name: Subscriber’s S.S. Number: Birth Date: Group Number: Policy Number: Co-Payment: 

     $ 

Patient’s relationship to subscriber: SELF    SPOUSE    OTHER __________________  

Name of Secondary Insurance (if applicable): Subscriber’s Name: Group Number: Policy Number: 

    

Patient’s Relationship to Subscriber: SELF    SPOUSE   OTHER__________________ 

IN CASE OF EMERGENCY 

Name of local friend or relative (not living at same address): Relationship to Patient: Home Phone 
Number: Cell Phone Number: 

    

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I 
understand that I am financially responsible for any balance. I also authorize TOTAL VASCULAR SURGERY or insurance company to 
release any information required to process my claims. 

     

 Patient/Guardian Signature  Date  
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Reason for visit

1.  ______________________________________________________________________________________________

________________________________________________________________________________________________

2.  ______________________________________________________________________________________________

________________________________________________________________________________________________

3.  ______________________________________________________________________________________________

________________________________________________________________________________________________
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Health History Questionnaire
(All questions contained in this questionnaire are strictly confidential

and will become part of your medical record.)

Original Date: ____________________
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Notice to our patients:

There will be a charge of $125 for any Procedure that is rescheduled, missed or cancelled 
with less than a Two (2) Weeks’ notice to our office. We understand that there are certain 
circumstances when you might not be able to provide the two weeks’ notice, for those valid 
circumstance’s consideration will be given.

If your Procedure is scheduled within the two-week window, this policy is effective immediately.

We hope you understand that this policy is in place to ensure that you give proper notice to the 
staff, so they can schedule another patient in that time slot. This is necessary to keep up with the 
demand for services that Dr. Lim provides.

*I also understand that I am to have a driver drive me home the day of the procedure. I am 
also to bring my thigh high compression stocking(s) to wear home the day of the procedure. 
I also understand that I cannot fly for two (2) weeks after the procedure, and if I plan on any 
long car rides, I must wear my thigh high compression stocking and stop every one (1) or two 
(2) hours to get out of the vehicle and walk around for at least ten (10) minutes. I also agree 
to a follow up ultrasound the day after/ one (1) week later, depending on which procedure I 
am to have, and a two (2) week check up following my procedure/ ultrasound appointments. 
______ (Initial)

Thank you,

Total Vascular Surgery, Inc.

I, ___________________________________________, have read and agree to the two (2) weeks’ 
notice policy in place at Total Vascular Surgery, Inc. By signing this document, I am agreeing to 
pay any charges incurred under this policy.

___________________________________________   ______________________________
Patient Signature  Date
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Patient Name: 
Chart#:
DOB:

I acknowledge that I am responsible for any remaining balance owed to Total 
Vascular Surgery, Inc. after my insurance has been billed and an EOB (Explanation of 
Benefits) has been generated for all services rendered by Dr. Lim, including office visits, 
ultrasound studies, and procedures.

There will be a charge for all appointments rescheduled, missed, or canceled with less 
than 48 hours notice: $40 for an office visit and $50 for an ultrasound. We understand 
that there are certain circumstances when it may not be possible to provide 48 hours 
notice, and these will be given consideration.

I understand that once I receive a statement in the mail from Total Vascular Surgery, 
Inc., I have 30 days to pay the balance due in full. If I am unable to pay the full balance 
within 30 days, I will contact the billing office at 1-800-380-9389 to discuss payment 
options.

Thank you,

Total Vascular Surgery, Inc.

I, __________________________________________, have read and agree to the 48 hour 
notice policy in place at Total Vascular Surgery, Inc.  By signing this document I am 
agreeing to pay any charges incurred under this policy.

___________________________________________   ______________________________
Patient Signature  Date

ACKNOWLEDGEMENT OF FINANCIAL RESPONSIBILTY
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