
B.V. CHANDRAMOULI, M.D., MPH, FACC, FSCAI 
B.V. Chandramouli, M.D., Inc 
1555 East Street, suite 100 
Redding, CA 96001 

OFFICE POLICIES 

In effort to make your visit with us as easy as possible we ask that you make note of the following office policies. 
We thank you in advance for your cooperation. 

Please notify of us of any changes to the following at the time of your visit: 

1. Address 
2. Insurance information 
3. Medical illness, injury, or surgery since your last visit 
4. Medications added or discontinued since your last visit 

Please notify us of a cancellation at least 24 hours in advance. 

There will be a $320.00 no show fee, if you are scheduled for a nuclear study and 

you no show for the appointment. This charge will cover Isotope cost which will 

be wasted. 


There will be a $125.00 No show fee for an Echocardiogram test. 

There will be a $50.00 no show fee for an office visit. 

There will be a $25.00 no show fee for an Holter Monitor. 


Please allow 48 hours for prescription refill requests to be completed. 

All co-pays and deductibles are due at the time of visits. 

There will be a $25 charge for returned checks. 


Sincerely, 
The Staff 

B. V. Chandramouli, M.D. MPH, FACC, FSCAI 

I have read and understand the office policies, charges I may be responsible to pay, and 
information I am responsible in updating. 

Patient Signature: _________________ Date: ______ 
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B. V. Chandramouli, M.D. MPH, FACC, FSCAI 

Taking Care of Your Heart 

Last Name First Name MI 


Gender: Date of Birth: 


Social Security Number: 


Address: 


City: ___________ State: _______ Zip: __________ 


Home Phone: Cell: 


Work Phone: Email: 


Referring Doctor: _____________________ 

In case of emergency, Please list the nearest relative or friend not living at the same Address 
we may contact: 

Name: Relation: 

Phone: 

Please bring a copy of your insurance cards to be copied. 

I authorize any and all medical benefits to be paid directly to Dr. B.V. 
Chandramouli, M.D., Inc. I authorize the release of any medical information 
necessary to process medical claims. A copy of this authorization shall be valid as the 
original during entire course of treatment. 

Patient Signature _________________ Date: _______ 
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Please list medications 

(Including non-prescription medications and nutritional supplements) you are CURRENTLY taking: 

Name Pill strength Amount at a time How often? 
e.g.: Aspirin 81 mgs 1 tablet once a day 

e.g.: Fish Oil Unknown 1 Capsule twice a day 

Others: ______________________________________ 

Please tell us if you are or if you have in the past suffered from any of these conditions: 

D High Blood pressure OAngina 0 Heart Attack OStroke 

o Diabetes OHeart Failure OOverweight OCancer 

CJSeizures/Epilepsy Olrregular Heartbeats OFainting Spells OUlcers 

OPoer Circulation OKidney Failure Oliver Disease 

OHad heart stents placed OHad Heart Bypass OHad Pacemaker or defibrillator Implanted 
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Please list any medications or substance-allergies and the reaction you had? 0 None 

Medication/Substance Reaction 
e.g.: Penicillin Throat swells 

Please tell what surgeries you had so far for any conditions: 


Year Type of surgery 

Example: 1986 Appendix removed 
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Family History: 

Father: 
o Alive 0 Passed away Age: ___ 

Major Health Problems: _______________________________ 

Mother: 
o Alive 0 Passed away Age: ___ 

Major Health Problems: _____~. _________________________ 


Brother #1 
[J Alive 0 Passed away Age: ___ 

Major Health Problems: ______________ ~.___________________ 

Brother #2 
o Alive 0 Passed away Age: ___ 

Major Health Problems: _______________________.________ 


Sister #1: 
Alive 0 Passed away Age: ___ 

Major Health Problems: ________________________________ 

Sister#2 
o Alive 0 Passed away Age: ___ 

Major Health Problems: ________________________________ 


I have brother(s) and sister(s). I have _ sones) and _ daughter(s). 

Please tell us tell about yourself, family, employment and habits: 
I am: oMarried OSingle 0 Divorced OWidow 0 Decline to answer 
I live with: Ospouse/Partner OKids oParents DAlone DFriends OPet(s) 
I am: oRetired ODisabled OWorking FT DWorking PT DUnemployed 

If working, I am employed as: _______________________ 

Education: 0 School OGED o College OPost-Grad OTrade School 
Exercise: ONone o Walk OGo to gym OYogalStretch 0 Swim 
Other: 
Alcohol use: ODon't Drink 0 Social OHeavy: per day 
In the past year, I have used: OMarijuana oMethlSpeed OCocaine oHeroin ONone 
Jhad problems with: OAlcohol abuse oDrug abuse OPrescription drug abuse ONone 
Smoker?: ODaily DYes, but not every day Past Smoker DNever smoked 
If ever smoked: Age started smoking __Yrs. Type of material: 0 Cigarettes 0 Cigar OPipe 
Packs per day Tried to quit? 0 Yes 0 No If yes, age quit smoking Yrs 
Planning to quit? DYes 0 No 
Modalities you tried to help quit smoking: _____~. _____________________ 
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Medical History 

Within the past year, have you suffered from the following? 

Constitutional: DFever DAppetite loss D Weight gain D Weight loss 

Dermatology: DRash DDry skin DSkin Infections 

Ophthalmic: DPoor vision DBlurred vision DDouble vision DBright lights bother 

ENT: DTrouble swallowing DCoid D Cough 

ENT: DHearing loss DRinging in ears DSore throat 

Respiratory: D Shortness of breath oWheezing DPneumonia 

Cardiology: DChest pain DDizziness D Palpitations DLeg swelling 

01: DStomach painDBlood in stools DConstipation oDiarrhea 

01: DDifficulty swallowing Heartburn DNauseaIV omiting 

Muse/Skeletal: DWeakness Dloint pain Dloint stiffness Dloint swelling.. 

Muse/Skeletal: Dleg cramps DMuscle spasms 

Neurology: DHeadaches D Can't sleep DMemory loss DSeizures 

Neurology: DTinglinglNurnbness DTremors D Weakness in limbs 

Hematology: DAbnormal bleeding DEasy bruising DEnlarged nodes 

Psychology: DAnxiety D Depression DHigh stress level DAnger 

Females: DWeak bladder D Post-Menopausal DDiminished libido 

Males: DDifficuity- urination DDifficulty- erections DDiminished libido 

Endocrine: DExcessive sweating DEasy Fatigue DThyroid problems' 

Allergy: DItchy or red eyes DRunny nose DSkin itch/scratch 

My Height: ___ Feet ____ My Weight: ___ lbs. 
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B.V. CHANDRAMOULI,M.D., MPH, FACC, FSCAI 

B.V. Chandramouli, M.D., Inc. 
1555 East Street, Suite 100 
Redding, CA 96001-1153 

AUTHORIZATION TO RELEASE HEAL THCARE 

INFORMA TION 


I have been presented with a copy of the Notice of Privacy Practices, detailing how my health 
information may be used and disclosed as permitted under federal and state law, and outlining my 
rights regarding my health information. 

Signature: _____________ Date: __________ 

Relationship (If not signed by patient): ________________ 

I wish to place the following restrictions on disclosure of my health information: 

Please name all person(s) we can contact to discuss your medical information: 

Name: __________ Relationship _______ Phone _______ 
Name: Relationship Phone _______ 
Name: Relationship Phone 

Following HIPP A patient confidentiality regulations, please check how you would like 
us to address you: 

oMr. And/or Name 

oMrs. And/or Last Name 

nameoMs. And/or 

Signature: ______________ Date: ________ 
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Nuclear Stress Test, Echocardiogram Test 

And Office Visit Cancellation 

"No Show" Policy Agreement 


We expect that our patients will keep their appointments, which are setup with a mutual agreement. 
There are always several patients, who would like to be treated sooner, but have to wait for their turn. 
We are a very busy office. 

When a patient does not show up for hislher appointment or does not give adequate cancellation notice, 
that appointment time is wasted. That appointment time could have been utilized to take care of other patients. 
Especially for those who would like to get in sooner. Our office has to order the expensive radio-nucleotide, 
used for the test in advance from a specialty pharmacy. This medication is time sensitive with a short shelf life 
therefore cannot be returned or utilized for a different patient. 

Please also note that not showing up for a mutually scheduled test is also considered your refusal to follow 
your doctor's recommended treatment plan and that may not be best for your health. 

This office reserves the right to bill the patients a "NO SHOW FEE" for not showing up 
or giving adequate notice of cancellation (24 HOURS) . 

The "NO SHOW FEE'S" are: 

Nuclear Stress Test $320.00. 

(For TST please see your protocol sheet for food and caffeine restrictions). 

Echocardiogram Test $125.00. 

Office Visit $50.00. 

Holter Monitor $25.00. 


Please note that your insurance company will NOT pay this amount and you will be personally responsible for the 
fee. We mayor may not reschedule your appointment until this fee is paid, and we may take all necessary steps to 
collect this amount, including use of a collection agency. Certainly, we will use discretion while implementing 
this policy as we realize that true emergencies do occur. 

I, have read and understand the above: 
"Nuclear Stress Test/EchocardiogramlAppointment Cancelationsl NO SHOW Policy". 

I agree Dr. Chandramouli reserves the right to bill me ($320.00 Nuclear stress rest),($125.00 Echocardiogram test), 
($50.00 Office Visit), ( $25.00 Holter Monitor) for not showing up at my scheduled appointment, or for not giving 
adequate notice of 24 hours for cancellation. I further agree that I will be personally responsible for this charge and 
I may NOT be rescheduled if I do not pay the "NO-SHOW" charge billed to me. 

Signature: ________________ Date: _______ 
Witness: 

--................. --------------------------- ­

We will call in advance to confirm appointment to number provided ___________ 
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