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 vour 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 responsibie to pay, and
information [ am responsible in updating.

Patient Signature: Date:




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.

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

Please list medications

Name Pill strength Amount at a time How often?
e.g.: Aspirin 81 mgs 1 tablet once a day
e.qg.. Fish Oil Unknown 1 Capsule twice a day
Others:

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

[ High Blood pressure
[ Diabetes
CiSeizures/Epilepsy
CIPoor Circulation

_IHad heart stents placed

[JAngina

CHeart Failure
(irregular Heartbeats
CIKidney Failure
[_IHad Heart Bypass

[Heart Attack [1Stroke
[Overweight [OCancer
[JFainting Spells ClUIcers
{Liver Disease O

[OHad Pacemaker or defibrillater Implanted
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Please list any medications or substance-allergies and the reaction vou had? 1 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




Family History:

Father:

O Alive [J Passed away Age:
Major Health Problems:
Mother:

[ Alive [0 Passed away Age:
Major Health Problems:

Brother #1

[ Alive OO0 Passed away Age:
Major Health Problems:
Brother #2

O Alive [0 Passed away Age:
Major Health Problems:
Sister #1:

O Alive [J Passed away Age:
Major Health Problems:
Sister#2

[ Alive O Passed away Age:
Major Health Problems:
I have _ brother(s) and __sister(s). I have _ son(s) and __ daughter(s).

Please tell us tell about vourself, family, employment and habits:

l am: [OMarried (JSingle [0 Divorced [IWidow (] Decline to answer

I live with:  [Ospouse/Partner OKids OParents CAlone OFriends CPet(s)
I am: [Retired ODisabled  OWorking FT OWorking PT OUnemployed

If working, I am employed as:

Education: [0 School OGED O College OPost-Grad ~ Trade School

Exercise: [ONone O Walk (0Go to gym ([JYoga/Stretch [ Swim

Other:

Alcohol use:  [ODon't Drink [J Social CHeavy: per day

In the past year, | have used: [IMarijuana OMeth/Speed OCocaine [OHeroin  [ONone

I had problems with: ClAlcohol abuse  [IDrug abuse [(JPrescription drug abuse ~ [1None
Smoker?: [Daily [(JYes, but not every day [J Past Smoker (ONever smoked
If ever smoked: Age started smoking  Yrs.  Type of material: [J Cigarettes [ Cigar  Pipe

Packs per day Tried to quit? o Yes O No If yes, age quit smoking ___ Yrs

Planning to quit? C0Yes O No
Modalities you tried to help quit smoking:
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Within the past year, have you suffered from the following?

Constitutional;

Dermatology:
Ophthalmic:
ENT:

ENT:
Respiratory:
Cardiology:
GI:

Gl:

Muse/Skeletal:

Muse/Skeletal:

Neurology:
Neurology:
Hematology:
Psychology:
Females:
Males:
Endocrine:
Allergy:

Comments:

OFever OAppetite loss
CIRash ODry skin

[1Poor vision [1Blurred vision

(OTrouble swallowing
[CJHearing loss

(JShortness of breath

[(OChest pain  [ODizziness
COStomach pain[JBlood in stools
CIDifficulty swallowing
OWeakness [Joint pain

Cleg cramps [OMuscle spasms

OOHeadaches [ Can't sleep

OTingling/Numbness
[COAbnormal bleeding
CJAnxiety
OWeak bladder
ODifficulty- urination
[CJExcessive sweating

Oltchy or red eyes

Medical History

(0 Depression

(I Weight gain
OSkin Infections
(ODouble vision
1Cold
ORinging in ears
COWheezing
CPalpitations
[(JConstipation
[l Heartburn

1Joint stiffness

[IMemory loss
OTremors

(JEasy bruising
OHigh stress level

J Post-Menopausal

[OWeight loss

OBright lights bother
0O Cough

OSore throat
IPneumonia

OLeg swelling
ODiarrhea
ONausea/Vomiting

OJoint swelling. .

[ISeizures

[0 Weakness in limbs
OEnlarged nodes
CJAnger

T Diminished libido

CDifficulty- erections C1Diminished libido

CEasy Fatigue

CJRunny nose

OThyroid problems-

[OSkin itch/scratch

My Height:

Feet inch My Weight:

ibs.



B.V. CHANDRAMOULIM.D., MPH, FACC, FSCAI

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

AUTHORIZATION TO RELEASE HEALTHCARE
INFORMATION

[ 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:

M. And/or First Name
CIMrs. And/or Last Name

OMs. And/or Other name
Signature: Date:



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 his/her 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 may or 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/Echocardiogram/Appointment Cancelations/ 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



http:rest),($125.00

