
Patient Information

Name _____________________________________  _________________________________________  ______________ 

Last First  Middle 

Gender   M /  F    Date of Birth ___________________________     Social Security Number (SSN)  _________________________ 

Address _________________________________________________________________________________________________ 

City ______________________________________   State ______    Zip Code _________________________________________ 

Phone Numbers - Home: ________________________  Cell: __________________________ Other: _______________________ 

Email Address ____________________________________________________________________________________________ 

Emergency Contact 

Name _________________________________   Relationship ______________________    Phone Number __________________ 

Name _________________________________   Relationship ______________________    Phone Number __________________ 

Name _________________________________   Relationship ______________________    Phone Number __________________ 

Primary Care Physician ________________________________    Referring Physician ___________________________________ 

California Vascular Care is an affiliate of East Bay Cardiovascular and Thoracic Associates. 

I certify that the information above is correct. I agree that insurance benefits for East Bay Cardiovascular and Thoracic Associates 

provider charges payable to the insured are made payable to East Bay Cardiovascular and Thoracic Associates and that physician 

benefits otherwise payable to the insured are to be made payable to East Bay Cardiovascular and Thoracic Associates. Any 

payments received for services rendered to me by Eastbay Cardiovascular and Thoracic Associates may be applied to any unpaid 

bills for which I am liable, subject to the rules of coordination of benefits. I acknowledge that I am fully responsible for all non-

covered services, deductibles and co-payments. I further agree, in the event of default due to non-payment, to be responsible for 

collection fees, court costs and/or legal fees. 

Signature of Patient ____________________________________________________   Date _____________________________ 
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