
	

 

Welcome To Our Practice 
Thank you for choosing Indiana Vein Specialists® for your care! We are committed to providing our patients with 
state-o f-the-art treatment in a comfortable and friendly environment. Locally owned and operated , our o ffice was 
founded on the guiding principles o f respect and compassion for our patients. 
Our team realizes that you have a choice for venous and lymphatic treatment options in Central Indiana.  Indiana 
Vein Specialists® is proud to be a leader in minimally invasive venous care.  As our practice continues to address the 
changing needs o f our patients, we are thankful to have built a unique collaborative care model by also offering 
lymphatic therapy and hematologic services.  There are a variety o f separate hospital-based practices in the area 
also offering venous treatment (i.e. vascular surgery and in terventional radiology) which can be confusing for some 
patients.  We emphasize that our independent practice is based on the American Venous and Lymphatic Society 
(AVLS) diagnostic evaluation and treatment standards, with exclusive focus on the o ffice based/non-surgical 
approach to venous and lymphatic care.  You can learn more about the AVLS here: www .myavls.org/about-us.html 
or w ww .healthyveins.org.  

The in formation contained is intended to assist you and save time during your visit with us. Please plan to spend 
about 60-90 minutes with us for your first visi t. Optimally, make sure you are well-rested and hydrated for this 
evaluation. It is our goal to conduct a comprehensive review of your medical concerns in order to determine the 
proper treatment for you at this initial consultation and ultrasound evaluation. It is also our goal for you to leave 
our o f fice with a full understanding o f your treatment options and with all questions answered . 

A fter we finish gathering all pertinent information, our team will review with you all findings and establish your 
evaluation and potential treatment plan. We will discuss all treatments in detail, including benefits, risks, and 
alternatives. We will do our best to answer any questions you may have. All of our subsequent ultrasound testing 
and procedures are performed in the o ffice at our West (Carmel), East (Fishers) or Lafayette locations. Please feel 
free to also review our websi te at ww w .indyveins.com prior to the visi t, as well. 

Once we have determined your individualized treatment plan, our staf f will assist you with any appointment and 
treatment scheduling needs. They will also work to answer any insurance questions you may have. We request that 
you fill out the enclosed forms and bring them with you in order to expedite the time you spend with us. 

Please bring a pair o f loose-fit ting shorts to change in to for your visi t and to arrive 20-30 minutes early to complete 
any additional paperwork. Insurance cards and photo identification will also be needed for the verification process. 
Our front of fice staf f is prepared to make your visit pleasant and effective. 

Thank you for selecting us, 

 

Jeffery P. Schoonover, M D Natalie Gilman 
O wner and Chief M edical Director Practice Administrator 

 



INDIANA VEIN SPECIALISTS LLC
PATIENT REGISTRATION FORM

(PLEASE PRINT) Referred By

Patient Information (To be completed by the Patient or Responsible Party)

PCP

Name Sex Age Birthdate

Address Marital Status

City St Zip SSN

Home Phone Employer

Work Phone Address

Drivers License Number City St Zip

Spouse's Name Spouse's Employer

To be Completed by Responsible Party (If other than patient)

Name Relationship to Patient

Address Birthdate SSN

City St Zip Employer

Home Phone Address

Work Phone City St Zip

Emergency Contact (Not Listed Above)

Name Phone

Primary Insurance

Copy of Insurance Cards Attached

Insurance Name Effective Date

Policy/GroupAddress

Secondary Insurance

Copy of Insurance Cards Attached

Insurance Name Effective Date

Policy/GroupAddress

Email Addresses

WorkHome

I hereby authorize the above practice to disclose or receive any or all information relating to my evaluation at this office, including copies of my diagnostic test results, to or from my attending physician
and/or such physicians as may be selected by my attending physician, at his or her discretion, for the purpose of obtaining further diagnosis and/or treatment which he or she believes is indicated.

I hereby authorize release of information necessary to file a claim with my insurance company and ASSIGN BENEFITS OTHERWISE PAYABLE TO ME TO THE DOCTOR OR GROUP INDICATED
ON THE CLAIM.  I am responsible for any referrals and/or authorizations required by my insurance company.  I understand I am financially responsible for any balance not covered by my insurance.

I understand that the above practice is not responsible for collecting on an insurance claim or negotiating a settlement on a disputed claim.  I agree that I am responsible for any co-payments,
deductibles and fees for non-covered services.

I understand that the above practice is not in the business of extending credit and I agree to pay the above practice at the time its bill is presented.  If prompt payment is not made, the above practice
may take action to collect its charges.

Signature Date



O 317.348.3020 | F 317.863.1237
EAST: 11876 Olio Road, Suite 700, Fishers, IN 46037
WEST: 10485 Commerce Drive, Suite 100, Carmel, IN 46032 www.indyveins.com

Jeffery P. Schoonover, MD
FAAFP, RVT, RPVI, Diplomate, American Board of Venous and Lymphatic Medicine

 
 
 
Patient Health Questionnaire 

Page 1 of 8 

Patient Name:  _______________________________________________ 
 
Please place a check mark on the symptoms you are experiencing: 

c Aching 
c Burning 
c Cramping 
c Discoloration 

c Heaviness 
c Pain 
c Bleeding from 

Veins 

c Burning in 
Feet/Toes 

c Difficulty in 
Healing Wounds 

c Fatigue 
c Itching 
c Restless Legs 

 
Where are your symptoms located?  Please choose all of the options that apply to you. 

c In Both of My Legs 
c In My Right Leg 
c In My Left Leg 

c I Have Symptoms in 
Locations Other Than 
My Legs 

c Other 

 
Please choose the statement below that best describes your symptoms in your right leg vs. the symptoms in 

your left leg. 

c My symptoms are WORSE in my RIGHT leg 
c My symptoms are WORSE in my LEFT leg 

c My symptoms are EQUAL in BOTH of my 
legs 

 
How would you rate the severity of your symptoms in your right leg and left left? 

c I have MILD symptoms in my RIGHT leg 

c I have MODERATE symptoms in my RIGHT 
leg 

c I have SEVERE symptoms in my RIGHT leg 

c I have MILD symptoms in my LEFT leg 

c I have MODERATE symptoms in my LEFT leg 

c I have SEVERE symptoms in my LEFT leg 

 

Do you have any ULCERS on your legs? Please choose the best statement below. 

c I do NOT have ulcers on either of my legs 
 

c I have Ulcer(s) on my RIGHT leg 
c I have Ulcer(s) on my LEFT leg 

 
If you have Ulcers on your legs, please answer the following:  How long have you had an ulcer on your : 

RIGHT leg?             

c Less than 3 months 
c 3 months 
c 4 months 
c 5 months 

c 6 months 
c 7 months 
c 8 months 
c 9 months 

c 10 months 
c 11 months  
c 12 months 
c More than 12 months 

LEFT leg? 
c Less than 3 months 
c 3 months 
c 4 months 
c 5 months 

c 6 months 
c 7 months 
c 8 months 
c 9 months 

c 10 months 
c 11 months  
c 12 months 
c More than 12 months
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c Patient Name:  _______________________________________________ 
 

How long have you been experiencing these reported symptoms? 

c Days -  Enter number: _______ 
c Weeks -  Enter number: _______ 

c Months -  Enter number: _______ 
c Years -  Enter number: _______ 

 
When do you experience your symptoms?  Please choose ALL that apply. 

c Intermittently 
c Mostly at Nighttime 
c All Day 
c Only During the 

Daytime 

c While Lying Down 
c At Bedtime 
c While Resting 
c When Exposed to Cold 

Weather 

c When Exposed to Warm 
Weather 

c Other 

 
What type of activities are AFFECTED by your symptoms?  Please choose ALL that apply. 

c Working 
c Traveling  
c Grocery Shopping 
c While Walking 
c Daily Chores 

c Inability to Climb Flights 
of Stairs 

c Exercising 
c Gardening 
c Caring for My Family 

c Heavy Lifting 
c Rising Up From a Seated 

or Lying Position 
c Other 

 

What makes your symptoms that you experience WORSE? Please choose ALL that apply. 

c Walking 
c Sitting for Long Periods 

of Time 
c Premenstrual Cycle 
c Exercising  

c Heat 
c Pregnancy 
c Standing for Long 

Periods of Time 
 

c Hot Baths 
c Traveling 
c Other 

 

 

What makes your symptoms that you experience BETTER? Please choose ALL that apply. 

c Resting 
c Leg Elevation 
c Walking 
c Hot Baths 

c Taking Breaks From 
Sitting 

c Standing 
c Exercising 

c Taking Breaks From 
Standing 

c Sitting 
c Warm Compresses 
c Other  

 

Have you tried COMPRESSION STOCKINGS to alleviate your symptoms? Please choose the best statement(s) 

below. Choose both, if they apply. 

c I’ve tried stockings for my RIGHT leg c I’ve tried stockings for my LEFT leg 
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Patient Name:  _______________________________________________ 
 

How often do you wear the compression stockings for your RIGHT leg symptoms?  LEFT leg symptoms? 

c I wear them intermittently on my RIGHT leg 
c I wear them almost every day on my RIGHT 

leg 
c I wear them all the time on my RIGHT leg 

c I wear them intermittently on my LEFT leg 
c I wear them almost every day on my LEFT 

leg 
c I wear them all the time on my LEFT leg 

 
Have you tried any other measures to assist in alleviating your symptoms? 

c I have NOT tried any conservative measures 
c Yes  

c Other 

 
What additional measures have you tried to improve your symptoms? Please choose ALL that apply. 

c Leg Elevation 
c Avoidance of Prolonged 

Sitting or Standing 
c Walking 

c Exercising 
c Cold Soaks 
c Medications 
c Weight Reduction 

c Warm Soaks 
c Other 

 
How long have you tried these various measures to alleviate your symptoms? 

c Days -  Enter number: _______ 
c Weeks -  Enter number: _______ 

c Months -  Enter number: _______ 
c Years -  Enter number: _______ 

 

Did the various measures that you have tried IMPROVE your symptoms?  Choose ALL that apply. 

c I have NOT tried any conservative measures 
c My symptoms IMPROVE but RETURN after 

using Compression Stockings 

c My symptoms HAVE Improved 
c My symptoms HAVE NOT Improved 

 

Please place a check mark on the vein procedures you have had in the past: 

c Endovenous Laser 
Ablation 

c Clarivein Ablation 
c VenaSeal Ablation 
c Ohmic Thermolysis 
c Sclerotherapy for large 

veins 
c Ultrasound-Guided 

Sclerotherapy 

c Cosmetic Sclerotherapy 
c Vein Stripping 
c Vein Stent 
c Other 
c Radiofrequency 

Ablation 
c Varithena Ablation 
c Chemical Ablation 
c Micro Phlebectomy 

c Sclerotherapy for small 
veins 

c Ultrasound Guided 
Foam Sclerotherapy 

c Cosmetic Foam 
Sclerotherapy 

c Vein Ligation 
c Vena Cava Filter 
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Patient Name:  _______________________________________________ 
 

Please place a check mark on any past vein related medical diagnosis that you have been treated for: 

c Vein Thromboembolism 
c Deep Vein Thrombosis (DVT) 
c Leg Injury 
c Klippel-Trenaunay Syndrome 
c Other 

c Genetic Risk Factors 
c Superficial Thrombophlebitis 
c May-Thurner’s Syndrome 
c Leg Ulcers 

 

Please place a check mark on each of the medical conditions YOU have been diagnosed with: 

c Anemia 
c Aortic Aneurysm 
c Arthritis 
c Atherosclerosis 
c Cancer 
c Cold Sores 
c Depression 

c Heart Burn / Acid Reflux 
c Heart Disease 
c High Cholesterol 
c Hypertension 
c Anxiety 
c APLA 
c Asthma 

c Bronchitis / Emphysema 
c Cirrhosis 
c Crohn’s Disease 
c Diabetes 
c Gout 
c Hepatitis 
c HIV 

 
Please place a check mark on each of the medical conditions FAMILY MEMBERS have been diagnosed with: 

c Cancer 
c Cardiac Disease 
c Clotting Disorder(s) 
c History of Blood Clots 

c High Cholesterol 
c Hypertension 
c Diabetes 
c Varicose Veins 

 
Please place a check mark on the surgeries that you have had performed in the past: 

c Appendix removal 
c Bunion Repair 
c Surgery to improve blood flow to the heart 
c Removal of part of the colon 
c Hernia repair 
c Uterus removal 
c Knee replacement 
c Plastic surgery 
c Skin cancer surgery 
c Tonsils removes 

c Breast surgery 
c C-section 
c Gallbladder removal 
c Hemorrhoid removal 
c Hip replacement 
c Removal of part of the lung 
c Prostate 
c Thyroid surgery 
c Other surgery  
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Patient Name:  ____________________________________________ 
 
Please List Occupation: ________________________________________ 

Please place a check mark on your current occupation status: 

c My occupation requires sitting/standing 
c Unemployed 
c Employed Full-Time 
c Retired 

c My occupation requires me to be active 
c Self-employed 
c Employed Part-Time 
c Other

 

Please place a check mark on your marital status: 

c Married 
c Divorced 
c Divorced-Remarried 

c Unmarried 
c Widowed 
c Widowed-Remarried 

 
Please place a check mark on the number of children you have: 

c 1 
c 2 

c 3 
c 4 

c 5 
c 6 

c Several

Please place a check mark on your answer for if you consume alcohol: 

c No c Yes c Other 
 
Please place a check mark on your answer for if you currently smoke: 

c Current - Every Day 
c Current - Some Days 

c Former Smoker  
c Never Smoked 

 

Please place a check mark on any additional symptoms you are experiencing: 

c Fatigue 
c Chest Pain 
c Abdominal Pain 
c Ankle Pain 
c Abnormal Numbness or Sensation 
c Cold Intolerance 
c Bleeding Tendencies 
c Cold Sores 
c Loss of Vision 
c Palpitations / Irregular Heartbeat 

c Decreased Vision 
c Chronic / Frequent Cough 
c Enlarged Prostate 
c Skin Easily Bruises 
c Anxiety 
c Blood in Urine 
c Hives 
c Fever 
c Hoarse Voice 
c Cough / Spit Up Blood 
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Patient Name:  _______________________________________________ 
 

Please list anything you are allergic to: 

 
 
 
 
 
 
 
 
 
Please list all medications that you are currently taking, including over-the-counter, vitamins and herbs: 
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Patient Name:  _______________________________________________ 
 

Please circle each answer for LEFT Leg Please circle each answer for RIGHT Leg 

            1                                   2                                3                             4                                 5                              6 

None of the time     A little bit of the time      Some of the time      A good bit of the time      Most of the time       All of the time 
How often do you experience a HEAVINESS feeling in 
your LEFT LEG? 

1       2       3       4       5       6 
 

How often do you experience an ACHING feeling in 
your LEFT LEG?  

1       2       3       4       5       6 
 

How often do you experience a SWELLING feeling in 
your LEFT LEG?  

1       2       3       4       5       6 
 

How often do you experience NIGHT CRAMPS in 
your LEFT LEG?  

1       2       3       4       5       6 
 

How often do you experience a HEAT OR BURNING 
feeling in your LEFT LEG?  

1       2       3       4       5       6 
 

How often do you experience a RESTLESS LEG feeling 
in your LEFT LEG?  

1       2       3       4       5       6 
 

How often do you experience a THROBBING feeling 
in your LEFT LEG?  

1       2       3       4       5       6 
 

How often do you experience an ITCHINGS feeling in 
your LEFT LEG?  

1       2       3       4       5       6 
 

How often do you experience a TINGLING feeling in 
your LEFT LEG?  

1       2       3       4       5       6 

How often do you experience a HEAVINESS feeling in 
your RIGHT LEG?  

1       2       3       4       5       6 
 

How often do you experience an ACHING feeling in 
your RIGHT LEG?  

1       2       3       4       5       6 
 

How often do you experience a SWELLING feeling in 
your RIGHT LEG?  

1       2       3       4       5       6 
 

How often do you experience NIGHT CRAMPS in 
your RIGHT LEG?  

1       2       3       4       5       6 
 

How often do you experience a HEAT OR BURNING 
feeling in your RIGHT LEG?  

1       2       3       4       5       6 
 

How often do you experience a RESTLESS LEG feeling 
in your RIGHT LEG?  

1       2       3       4       5       6 
 

How often do you experience a THROBBING feeling 
in your RIGHT LEG?  

1       2       3       4       5       6 
 

How often do you experience an ITCHINGS feeling in 
your RIGHT LEG?  

1       2       3       4       5       6 
 

How often do you experience a TINGLING feeling in 
your RIGHT LEG?  

1       2       3       4       5       6 
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Patient Name:  _______________________________________________ 
 

Please answer the following questions by checking the appropriate boxes listed below.  

 

How do you feel regarding your physical 

functioning? 

c Does NOT Limit Me in Vigorous Activities 
c Limits LITTLE in My Vigorous Activities 
c Limits LITTLE in Moderate Activities 
c Limits A LOT in Moderate Activities 
c Limits LITTLE in Bathing and Dressing 
c Limits A LOT in Bathing and Dressing 

 

How do you feel regarding your role limitation? 

c No Problem with Work or Activities of Daily 
Living 

c LIMITED to Kind of Work or Activities 
c I Accomplish LESS due to Emotional 

Problems 
c LIMITED due to Emotional AND Physical 

Problems 
 

How do you feel regarding your social 

functioning? 

c Health DOES NOT limit my social activities 
c Health limits LITTLE of the time 
c Health limits SOME of the time 
c Health limits MOST of the time 
c Health limits ALL the time 

 

How do you feel regarding the pain you 

experience? 

c NO Pain 
c Pain DOES NOT interfere with normal work 
c Pain LITTLE interferes with normal work  
c Pain MODERATELY interferes with normal 

work 
c Pain QUITE A BIT interferes with normal 

work 
c Pain EXTREMELY interferes with normal 

work 

 

How do you feel regarding your mental health? 

c Feel Tense or Down NONE of the time 
c Feel Tense or Down LITTLE of the time 
c Feel Tense or Down SOME of the time 
c Feel Tense or Down MOST of the time 
c Feel Tense or Down ALL the time 

 
How do you feel regarding your vitality? 

c Energy ALL the time 
c Energy MOST of the time 
c Energy SOME of the time 
c Energy LITTLE of the time  
c Energy NONE of the time 
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SURFHGXUH�LV�QRW�FRYHUHG�E\�\RXU�SROLF\��D�FRVW�HVWLPDWH�IRU�QRQ�FRYHUHG�VHUYLFHV�ZLOO�EH�SURYLGHG�WR�\RX��,QVXUDQFH�SURYLGHUV�GR�QRW
³JXDUDQWHH´�WKH�DPRXQWV�TXRWHG�RYHU�WKH�SKRQH�

:H�PXVW�HPSKDVL]H�WKDW�DV�D�PHGLFDO�SURYLGHU��RXU�UHODWLRQVKLS�LV�ZLWK�\RX��QRW�\RXU�LQVXUDQFH�FRPSDQ\� <RXU�DFWLYH
SDUWLFLSDWLRQ�LV�QHFHVVDU\�ZKHQ�GHQLDOV�RFFXU�RU�SD\PHQWV�DUH�GHOD\HG�IURP�\RXU�LQVXUDQFH�SURYLGHU��7KH�RIILFH�ZLOO�ILOH�DOO�FODLPV�IRU
SURFHGXUHV�FRYHUHG�E\�0HGLFDUH�RU�\RXU�FRPPHUFLDO�LQVXUDQFH�SROLF\��3OHDVH�QRWH�WKDW�FKDUJHV�127�FRYHUHG�E\�0HGLFDUH�RU�\RXU
FRPPHUFLDO�LQVXUDQFH�SROLF\�ZLOO�EH�FROOHFWHG�DW�WKH�WLPH�RI�VHUYLFH��,I�\RX�KDYH�VHFRQGDU\�LQVXUDQFH��ZH�ZLOO�ILOH�FODLP�IRUPV�IRU
0HGLFDUH�FRYHUHG�SURFHGXUHV�ZLWK�\RXU�VHFRQGDU\�



3OHDVH�XQGHUVWDQG�WKDW�DOWKRXJK�\RXU�LQVXUDQFH�PD\�³FRYHU´�WKH�SURFHGXUH�V���PRVW�SDWLHQWV�ZLOO�VWLOO�KDYH�VRPH�RXW�RI�SRFNHW�FRVW�IRU
HDFK�DSSRLQWPHQW��DV�LQVXUDQFH�W\SLFDOO\�GRHV�QRW�FRYHU������RI�FRVW��%\�DFFHSWLQJ�LQVXUDQFH�FRYHUDJH�\RX�KDYH�HQWHUHG�LQWR�D
FRQWUDFW�ZLWK�WKDW�FRPSDQ\�WR�DFFHSW�UHVSRQVLELOLW\�IRU�D�FHUWDLQ�SHUFHQWDJH�RI�WKH�ILQDQFLDO�GHGXFWLEOHV��FR�SD\V�DQG�FR�LQVXUDQFH
DPRXQWV�DV�RXWOLQHG�LQ�WKH�(2%¶V��H[SODQDWLRQ�RI�EHQHILWV��WKDW�ZH�UHFHLYH�IURP�\RXU�LQVXUDQFH�FRPSDQ\�DIWHU�D�FODLP�KDV�EHHQ
SURFHVVHG��:H�DUH�HQUROOHG�LQ�PRVW�PDMRU�LQVXUDQFH�SODQV�DQG�QHWZRUNV�

䙚 3/($6(�127(���&203/,0(17$5<�)5((�³6&5((16´�$5(�127 2))(5('�$7�285�)$&,/,7,(6�
,I�\RX�DUH�VHHLQJ�D�SURYLGHU�DQG�EHLQJ�HYDOXDWHG��WKLV�LV�FRQVLGHUHG�DQ�RIILFH�YLVLW�DQG�ZLOO�EH�ELOOHG�DFFRUGLQJO\�

6WRFNLQJV�3ROLF\�

䙚 ,QVXUHUV�DUH�TXLWH�YDULDEOH�DV�WR�UHTXLUHPHQWV�IRU XVLQJ�FRPSUHVVLRQ�VWRFNLQJV�SULRU�WR�YHQRXV�SURFHGXUHV���FRQVHUYDWLYH
PHDVXUHV´���DQG�RXU�RIILFH�ZLOO�WU\�WR�FODULI\�WKHVH�UHTXLUHPHQWV�DQG�VWRFNLQJV�FRYHUDJH�DV�PXFK�DV�SRVVLEOH� 8OWLPDWHO\��LI
FRPSUHVVLRQ�VWRFNLQJV�DUH�LQGLFDWHG�DQG�VWRFNLQJV�DUH�UHTXLUHG�UHFRPPHQGHG��LW�ZLOO�EH�WKH�SDWLHQW¶V�ILQDQFLDO�UHVSRQVLELOLW\�

3D\PHQW�3ROLF\�

䙚 ,I�\RXU�LQGLYLGXDO�IDPLO\�GHGXFWLEOH�LV��������RU KLJKHU�������ZLOO�EH�GXH�RQ�WKH�GD\�RI�VHUYLFH�RI�HDFK�SURFHGXUH�
,Q�PDQ\�FDVHV�\RXU�LQVXUDQFH�FRPSDQ\�PD\�FRYHU�DOO�RU�D�SRUWLRQ�RI�WKH�HYDOXDWLRQ��GLDJQRVWLFV�DQG�SURFHGXUHV��KRZHYHU��ZH�FDQQRW
JXDUDQWHH�WKLV�DQG�\RX�DUH�UHVSRQVLEOH�IRU�SD\PHQW�RI�VHUYLFHV�UHQGHUHG��$�ODWH�FKDUJH�RI����ZLOO�EH�DGGHG�PRQWKO\�WR�DQ\
SDWLHQW�RZHG�RXWVWDQGLQJ�EDODQFH��QRW�SDLG�LQ�IXOO�E\�WKH�GXH�GDWH��,I�FRVW�LV�WKH�RQO\�WKLQJ�VWDQGLQJ�LQ�WKH�ZD\�RI�\RXU�WUHDWPHQW��SOHDVH
DVN�WR�VSHDN�ZLWK�WKH�SUDFWLFH�DGPLQLVWUDWRU��:H�DUH�FRPPLWWHG�WR�ZRUNLQJ�ZLWK�RXU�SDWLHQWV�DV�PXFK�DV�SRVVLEOH�LQ�HOLPLQDWLQJ�FRVW�DV�D
EDUULHU�WR�WUHDWPHQW�

:H�DFFHSW�FDVK��FKHFNV��9LVD��0DVWHU&DUG��'LVFRYHU�DQG�&DUH�&UHGLW70 DV�SD\PHQW��)RU�WKRVH�SDWLHQWV ZKR�DUH�FRQWUDFWHG�ZLWK
LQVXUDQFH�FDUULHUV�ZLWK�ZKRP�ZH�DUH�DQ�RXW�RI�QHWZRUN�SURYLGHU��ZH�ZLOO�DFFHSW�WKHVH�LQVXUDQFHV�IRU�SD\PHQW�EXW�SOHDVH�UHDOL]H�WKDW
\RXU�FKRLFH�WR�XVH�DQ�RXW�RI�QHWZRUN�SURYLGHU�IRU�\RXU�WUHDWPHQW�PD\�DIIHFW�\RXU�RXW�RI�SRFNHW�FRVWV��:H�HQFRXUDJH�\RX�WR�FRQWDFW�\RXU
LQVXUDQFH�FRPSDQ\�SULRU�WR�\RXU�ILUVW�SURFHGXUH�WR�DVN�IRU�DQ�HVWLPDWH�RI�\RXU�RXW�RI�SRFNHW�FRVWV��:H�ZLOO�KDSSLO\�SURYLGH�\RX�ZLWK�D�OLVW
RI�SURFHGXUH�FRGHV��&37�FRGHV��IRU�WKH�SURFHGXUHV�\RX�QHHG�VR�WKDW�\RX�FDQ�REWDLQ�DV�DFFXUDWH�DQ�HVWLPDWH�DV�SRVVLEOH�

䙚 $V�D�UHPLQGHU��DOO�SDWLHQWV�DUH�H[SHFWHG�WR�SD\ WKHLU�VWDWHPHQWV�LQ�IXOO�E\�GDWH�GXH�RQ�WKH�VWDWHPHQW���3DWLHQW�VWDWHPHQWV
QRW�SDLG�ZLWKLQ����GD\V�RI�WKHLU�ELOOHG�GDWH�PD\�EH�WUDQVIHUUHG�WR�D�FROOHFWLRQ�DJHQF\� 3D\PHQW�SODQV DUH�DYDLODEOH�IRU�WHUPV�QRW
WR�H[FHHG����PRQWKV���3OHDVH�FRQWDFW�WKH�SUDFWLFH�DGPLQLVWUDWRU�IRU�WKLV�RSWLRQ�LI�\RX�DUH�XQDEOH�WR�SD\�LQ�IXOO�IRU�HDFK�VWDWHPHQW�WR
DYRLG�EHLQJ�WUDQVIHUUHG�WR�FROOHFWLRQV�

(VWLPDWHV�3ROLF\�
(VWLPDWHV�IRU�RXW�RI�SRFNHW�FRVWV�IRU�WUHDWPHQW�DUH�DYDLODEOH���$Q\�HVWLPDWH�LV�SURYLGHG�ZLWK�WKH�XQGHUVWDQGLQJ�WKDW�LW�LV�QRW�D�FRQWUDFW
IRU�WKH�DFWXDO�DPRXQW�SDWLHQWV�ZLOO�EH�UHTXLUHG�WR�SD\�

䙚 $Q�HVWLPDWH�LV�RXU�HGXFDWHG�JXHVV�DW�ZKDW�D�VHUYLFH�WUHDWPHQW SODQ�PD\�FRVW���LW�LV�QRW�ELQGLQJ�DQG�LV�VXEMHFW�WR�FKDQJH�
(VWLPDWHV�SURYLGHG�E\ ,QGLDQD�9HLQ�6SHFLDOLVWV FDQQRW DQG�VKRXOG�QRW�EH�UHOLHG�XSRQ�DV�WKH�DFWXDO�FKDUJHV�DQG�RU�SD\PHQWV�\RX�ZLOO
EH�UHVSRQVLEOH�IRU�SD\LQJ��DV�WKH�DFWXDO�FKDUJHV�DQG�RU�SD\PHQWV�PD\�EH�HLWKHU�ORZHU�RU�KLJKHU�WKDQ�WKH�HVWLPDWH�GHSHQGLQJ�RQ�D
QXPEHU�RI�YDULDEOHV�

$OO�HVWLPDWHV�DUH�EDVHG�LQ�SDUW�RQ�LQIRUPDWLRQ�SURYLGHG�WR�XV�E\�LQVXUDQFH�WKLUG�SDUWLHV��DQG�ZH�FDQQRW�DFFRXQW�IRU�HUURUV�PDGH�E\�RWKHU
SDUWLHV��$GGLWLRQDOO\��ZH�FDQQRW�SUHGLFW�RU�HVWLPDWH�IRU�FKDQJHV�LQ�WUHDWPHQW�GHFLVLRQV��XQIRUHVHHQ�FRPSOLFDWLRQV��DGGLWLRQDO�WHVWV�RU
SURFHGXUHV�RUGHUHG�E\�D�SURYLGHU��DQG�\RXU�SDUWLFXODU�KHDOWK�FDUH�QHHGV��7KH�HVWLPDWHG�SDWLHQW�FRVW�PD\�QRW�LQFOXGH�SUH�SURFHGXUH
RIILFH�YLVLWV��XSGDWHG�WUHDWPHQW�SODQV��DQG�SRVW�SURFHGXUH�RIILFH�YLVLWV�WKDW�DUH�QRW�D�SDUW�RI�URXWLQH�FDUH��RU�GLDJQRVWLF�WHVWLQJ�

$JUHHPHQW

䙚 ,�FHUWLI\�WKDW�WKH�LQIRUPDWLRQ�,�KDYH�SURYLGHG�WR WKH�SUDFWLFH�LV�WR�WKH�EHVW�RI�P\�NQRZOHGJH��WUXH�DQG�DFFXUDWH�
,�KDYH�UHDG�DQG�DFNQRZOHGJH�WKH�SROLFLHV�DERYH�DQG�DJUHH�WR�DELGH�E\�WKH�WHUPV�VHW�IRUWK�LQ�WKHVH�SROLFLHV�

3DWLHQW�6LJQDWXUH��RU�*XDUGLDQ�6LJQDWXUH�
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Indiana Vein Specialists 
11876 Olio Road #700, Fishers, IN 46037 

10485 Commerce Drive #100, Carmel, IN 46032 
3920 St. Francis Way, Suite 105, Lafayette, IN  47905 

Tele: 317 - 348- 3023 Fax: 317- 863- 1237  

NOTICE OF PRIVACY PRACTICES 

 

 
 
In accordance with the Health Insurance Portability and Accountability Act of 1996, as of April 14, 2003 all health care 
providers are required to provide their patients with a “Notice of Privacy Practice’ statement. 
 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN 
GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 
 
The health provider named above is required, by law, to maintain the privacy and confidentiality of your protected health 
information and to provide our patients with notice of our legal duties and privacy practices with respect to your protected 
health information. 

 
Disclosure of Your Health Care Information 
Treatment 
1. We may disclose your health care information to other healthcare professionals within our practice for the purpose of 
treatment, payment or healthcare operations. 
2. On occasion, it may be necessary to seek consultation regarding your condition from other health care providers 
associated with the healthcare provider named above. 
3. It is our policy to provide a substitute health care provider, authorized by the healthcare provider named above to provide 
assessment and/or treatment to our patients, without advanced notice, in the event of your primary health care provider’s 
absence due to vacation, sickness, or other emergency situation. 
Payment  
We may disclose your health information to your insurance provider for the purpose of payment or health care operations. As 
a courtesy to our patients, we will submit an itemized billing statement to your insurance carrier for the purpose of payment  
to us for health care services rendered. If you pay for your health care services personally, we will, as a courtesy, provide an 
itemized billing to your insurance carrier for the purpose of reimbursement to you. The billing statement contains medical 
information, including diagnosis, date of injury or condition, and codes which describe the health care services received. 
Workers’ Compensation 
We may disclose your health information as necessary to comply with State Workers’ Compensation Laws. 
Emergencies  
We may disclose your health information to notify or assist in notifying a family member, or another person responsible for 
your care about your medical condition or in the event of an emergency or of your death. 
Public Health 
As required by law, we may disclose your health information to public health authorities for purposes related to: preventing   
or controlling disease, injury or disability, reporting child abuse or neglect, reporting domestic violence, reporting to the Food 
and Drug Administration problems with products and reactions to medications, and reporting disease or infection exposure. 
Judici al  and Ad mi nis trative  Proceedi ngs.  
We may disclose your health information in the course of any administrative or judicial proceeding. 
Law Enforcement 
We may disclose your health information to a law enforcement official for purposes such as identifying or locating a suspect, 
fugitive, material witness or missing person, complying with a court order or subpoena, and other law enforcement purposes. 
Deceased Persons 
We may disclose your health information to coroners or medical examiners. 
Organ Donation 
We may disclose your health information to organizations involved in procuring, banking, or transplanting organs and 
tissues. 
Research  
We may disclose your health information to researchers conducting research that has been approved by an Institutional 
Review Board. 
Public Safety 
It may be necessary to disclose your health information to appropriate persons in order to prevent or lessen a serious and 
imminent threat to the health or safety of a particular person or to the general public. 
Specialized Government Agencies  
We may disclose your health information for military, national security, prisoner and government benefits purposes. 
Change of Ownership 
In the event that the health care provider named above is sold or merged with another organization, your health 
information/record will become the property of the new owner. 
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Indiana Vein Specialists 
11876 Olio Road #700, Fishers, IN 46037 

10485 Commerce Drive #100, Carmel, IN 46032 
3920 St. Francis Way, Suite 105, Lafayette, IN  47905 

Tele: 317 - 348- 3023 Fax: 317- 863- 1237  

NOTICE OF PRIVACY PRACTICES 

 

 
Marketing 
We may contact you for marketing purposes or fund raising purposes, as described below. 
1. As a courtesy to our patients, it is our policy to call your home on the evening prior to your scheduled appointment to 
remind you of your appointment time. If you are not at home, we leave a reminder message on your answering machine or 
with the person answering the phone. No personal health information will be disclosed during this recording or message 
other than the date and time of your scheduled appointment along with a request to call our office if you need to cancel or 
reschedule your appointment. 
2. It is our practice to participate in charitable events to raise awareness, food donations, gifts, money, etc . During these 
times, we may send you a letter, post card, invitation or call your home to invite you to participate in the charitable activity. 
We will provide you with information about the type of activity, the dates and times, and request your participation in such an 
event. It is not our policy to disclose any personal health information about your condition for the purpose of Health Care 
provider sponsored fund-raising events. If we conduct fundraising and we use communications like the U.S. Postal Service or 
electronic email for fundraising, you have the right to opt-out of receiving such communications from us. 
3. We also provide educational and informative newsletters. We use communications like the U.S. Postal Service or electronic 
email for our newsletters--you have the right to opt-out of receiving such communications from us. 
Your Health Information Rights 
1. You have the right to request restrictions on certain uses and disclosures of your health information. Please be advised, 
however, that the healthcare provider named above is not required to agree to the restriction that you requested. 
2. You have the right to have your health information received or communicated through an alternative method or sent to an 
alternative location other than the usual method of communication or delivery, upon your request. 
3. You have the right to inspect and copy your health information. 
4. You have a right to request that the healthcare provider named above amend your protected health information. Please 
be advised, however, that the healthcare provider named above is not required to agree to amend your protected health 
information. If your request to amend your health information has been denied, you will be provided with an explanation of 
our denial reason(s) and information about how you can disagree with the denial. 
5. You have a right to receive an accounting of disclosures of your protected health information made by the healthcare 
provider named above. 
6. You have a right to a paper copy of this Notice of Privacy Practices at any time upon request. 
Changes to this Notice of Privacy Practices  
1. The healthcare provider named above reserves the right to amend this Notice of Privacy Practices at any time in the future, 
and will make the new provisions effective for all information that it maintains. Until such amendment is made, the healthcare 
provider named above is required by law to comply with this Notice. 
2. The healthcare provider named above is required by law to maintain the privacy of your health information and to provide 
you with notice of its legal duties and privacy practices with respect to your health information. If you have questions about 
any part of this notice or if you want more information about your privacy rights, please call the office number listed at the 
top of this page. 
Complaints 
Complaints about your Privacy rights, or how the healthcare provider named above has handled your health information 
should be directed to Practice Privacy Officer by calling this office at the number noted at the top of this page. If you are not 
satisfied with the manner in which this office handles your complaint, you may submit a formal complaint to: 
DHHS, Office of Civil Rights, 200 Independence Avenue, S.W., Room 509F HHH Building, Washington, DC 20201. 
Right to a Copy of This Notice  
You have a right to have a paper copy of our Notice of Privacy Practices at any time. In addition, a copy of this Notice will 
always be posted in our waiting area. If you would like to have a copy of our Notice, ask the receptionist for a copy or 
contact our Privacy Officer at (317)348-3023. 

I have read the Privacy Notice and understand my rights contained in the notice.  
By way of my signature, I provide the healthcare provider named above with my authorization and consent to use and 
disclosed my protected health care information for the purposes of treatment, payment and health care operations as 
described in the Privacy Notice. 

Patient’s Name (print)    

Patient’s Signature Date   
 

I give Indiana Vein Specialists permission to send correspondence to my referring and primary care physician: 
 

   YES  NO Patient Initials:     
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HIPAA Contact List: 

By default, Indiana Vein Specialists does not have permission to release any information 
to family or friends. If you would like additional people to assist in your care, please provide 
the following.  

I, ___________________________________________________________, give 

permission to Indiana Vein Specialists to release the following information to the 

individuals listed: 

    Name  Relationship    Best Contact # 

 

 

1. 

¨ Medical History  ¨ Treatment ¨ Appointment Times ¨ Billing Information 

 
2. 

¨ Medical History  ¨ Treatment ¨ Appointment Times ¨ Billing Information 

 
3. 

¨ Medical History  ¨ Treatment ¨ Appointment Times ¨ Billing Information 

 
4. 

¨ Medical History  ¨ Treatment ¨ Appointment Times ¨ Billing Information 

I understand that I have the right to inspect and receive a copy of the information to be disclosed, and I may 

revoke this authorization at any time in writing, except to the extent that action has been taken based on this 

authorization. 

   

Patient Signature      Date 



Directions to our EAST Office:  
11876 Olio Road, Suite 700 
Fishers, IN 46037
From the north: Take I-69 South to Exit #210. Go east (left) onto 
Southeastern Parkway, travel east .3 miles to the roundabout. Drive 1⁄4 
of the turn onto Olio Road. You will then travel south on Olio Road for 
1.7 miles. Indiana Vein Specialists® is on the west side of Olio (RIGHT-
HAND), directly after the HSE Freshman Campus.

From the south: Take I-69 North to Exit #205. Go east (right) onto 116th 
Street and travel 5 miles to Olio Road. Turn north (LEFT) onto Olio Road. 
You will then travel 0.1 miles and Indiana Vein Specialists® is on the west 
(left) side of Olio, directly after FLIPPED OUT Hair Salon.

From the east: Take I-70 west and exit on Mt. Comfort Road, Exit 
#96. Go north (left) onto Mt. Comfort Road/N. County Road 600. Stay on this road as it turns into Olio Road. Your total 
distance from the I-70 exit to Indiana Vein Specialists will be 10.1 miles. Indiana Vein Specialists® is on the west (left) side 
of Olio, directly after FLIPPED OUT Hair Salon.

From the west: Take I-70 east to 465 North/East to I-69 North to Exit #210. Take I-69 North to Exit #205. Go east (right) 
onto 116th Street and travel 5 miles to Olio Road. Turn north (LEFT) onto Olio Road. You will then travel 0.1 miles and 
Indiana Vein Specialists® is on the west (left) side of Olio, directly after FLIPPED OUT Hair Salon

Directions to our WEST Office:  
10485 Commerce Drive, Suite 100  
Carmel, IN 46032
From the north: Take HWY 31 SOUTH to 106th Street, where you will 
turn RIGHT (west) onto 106th.  You will continue on 106th Street, going 
through several roundabouts, for a total of 4.1 miles before turning LEFT 
(south) onto Commerce Drive.  Indiana Vein Specialists® will be 0.1 miles 
on your LEFT directly before The Goddard School.

From the south & east: Take 465 North and exit onto Exit #27 Michigan 
Road/421 North, where you will turn RIGHT (north) onto Michigan Road.  
Continue north for one mile, going past Target.  At the fourth stoplight, 
turn RIGHT (east) onto 106th Street.  Drive 0.1 miles and then turn RIGHT 
(south) onto Commerce Drive.  Indiana Vein Specialists® will be 0.1 miles on your LEFT directly before The Goddard School. 

From the west: Take 465 North and exit onto Exit #27 Michigan Road/421 North, where you will turn LEFT (north) onto 
Michigan Road.  Continue north for one mile, going past Target.  At the fourth stoplight, turn RIGHT (east) onto 106th 
Street.  Drive 0.1 miles and then turn RIGHT (south) onto Commerce Drive.  Indiana Vein Specialists® will be 0.1 miles on 
your LEFT directly before The Goddard School.

EAST LOCATION:
11876 Olio Road
Suite 700
Fishers, IN 46037

WEST LOCATION:
10485 Commerce Drive
Suite 100
Carmel, IN 46032

Jeffery P. Schoonover, MD

317.348.3020
www.indyveins.com


