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ELECTROPHYSIOLOGY 
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Patients First Name: Last Name 
Street Address City 
Phone (_) Emergency Phone( __ ) 
Marital Status QMarried QDivorced QSingle QWidowed SSN 
Primary Provider Referring Physician 
**Preferred language: QEnglish QSpanish QFrench QOther 
**Ethnicity: 0 Hispanic QNon Hispanic QOther **Race 

Robert S. Fishel, MD, FACC 

Faren R. Angella, MD, FACC 

Vlad Rankovic, MD, FACC 

Marcelo A. Jimenez, MD, FHRS 

Matthew J. Kolek, MD, MSc 

Jason M. Appelbaum, MD. 

State/Zip 

**Information reguested on Ethnici�lRacelLanguage to meet Federal Meaningful Use Critera. • 

Employer Information 

Employers Name: 
Employers Address: 

Employers Phone No: ( __ ) 
Occupation 
Former Occupation if retired 
Primary Insurance Provider Information 

Primary Insurance Carrier 
Group No Policy No 
Relationship to Subscriber (If relationship is SELF, Do not fill in 
subscribers information) 
Subscribers First Name Last Name 
Subscribers Address 
City State/Zip 
Subscribers Phone No. 
Subscribers DOB Sex QM ale QFemale 
Subscribers SSN 
Copy/Deductible 

Secondary Insurance Provider Information 

Secondary Insurance 
Group No Policy No 
Relationship to Subscriber (If relationship is SELF, do not fill in 
subscribers information) 
Subscribers First Name Last Name 
Subscribers Address 
City State/Zip 
Subscribers Phone No. 
Subscribers DOB Sex QM ale QFemale 
Subscribers SSN Copay/deductible 
How did you hear about us? 

QWebsite (')Newspaper QReferred by Physician () Friend ()Other 

Florida's leaders in the treatment of Cardiac arrhythmia's 

180 JFK Drive, Ste 311 • Atlantis, FL 33462 

Phone 561.434.0353 Fax 561.357.0869 Toll Free 888.VTACH.MD heartbeatdoctor.com 



Patient Medical History Questionnaire 

Name: 

Robert S. Fishel, MD, FACC 

Faren R. Angella, MD, FACC 

Vlad Rankovic, MD, FACC 

Marcelo A. Jimenez, MD, FHRS 

Matthew J. Kolek, MD, MSc 

Jason M. Appelbaum, MD. 

----------------

0 o you have any of these medical problems? 

Surgery 

□ Diabetes □ High Blood Pressure □ Prior Heart Attack □ Stroke

□ Angina (chest pain) □ Ulcer □ Bleeding Disorder

□ Liver Disease □ Thyroid Disorder □ Cancer

□ Kidney Disease

□ Lung Problems

Other: _________________________ _

□ CABG (Coronary Bypass) □ Valve Replacement □ Defibrillator

□ Pacemaker □ Gall Bladder □ Tonsillectomy □ Appendectomy □ Hernia

Other: ___________________________ _ 

Please list your Height: ___ Feet ____ Inches and your Weight: _____ Pounds 

Drug allergies and reactions: ________________________ _ 

Marital Status: o Single o Married o Divorced o Widowed 

Have you smoked: 

Alcohol Intake: 

o No o Yes Packs/Day __ #Years ___ lf you quit, When? ___ _ 

o No o Yes Typical amount and frequency __________ _ 

Recreational Drug use o No o Yes ______________________ _ 

Family History: 

Father Alive, age __ or Deceased at age ___ From: _________ _ 

Mother Alive, age __ or Deceased at age ___ From: __________ _ 

# of Brothers and any illness ___________________________ _

# of Sisters and any illness ___________________________ _

# and ages of Children and any illnesses _____________________ _ 

Is there a family history of : 

o Heart Attack o Bypass Surgery o Cardiac Arrest

Florida's leaders in the treatment of Cardiac arrhythmia's 

180 JFK Drive, Ste 311 • Atlantis, FL 33462 

Phone 561.434.0353 Fax 561.357.0869 Toll Free 888.VTACH.MD heartbeatdoctor.com 









FLORIDA 
ELECTROPHYSIOLOGY 
ASSOCIATES® 

Cancellation Policy/No Show Policy 

For Doctor Appointments and Surgery 

1. Cancellation/No show policy for doctor appointments

Robert S. Fishel, MD, FACC 

Faren R. Angella, MD, FACC 

Vlad Rankovic, MD, FACC 

Marcelo A .  Jimenez, MD, FHRS 

Matthew J. Kolek, MD, MSc 

Jason M. Appelbaum, MD. 

We understand that there are times when you must miss an appointment 

due to emergencies or obligations for work or family. However, when you do not call to cancel 

and appointment, you may be preventing another patient from getting the much needed 

treatment they need. Conversely, the situation may arise where another patient fails to canel 

and we are unable to schedule you for a visit, due to a seemingly "full schedule". 

If an appointment is not cancelled at least 24 hours in advance you will be charged a thirty-five 

($35.) fee; this will not be covered by your insurance company. 

1. Account Balances

We will require that patients with self-pay balances due, pay their account 

balances to zero (0) prior to receiving further services by our practice. 

Patients who have questions about their bill or who would like to discuss a 

payment plan option may call and ask to speak with the office manager with whom they can 

review their account and concerns. 

Patients with balances over one hundred dollars ($100.) must make payment 

arrangements prior to future appointments being made. 

Print patient name: __________ signature: _____________ _ 

Date: ____________ _ 

Patient account# (office use only) ______________ _ 

Florida's leaders in the treatment of Cardiac arrhythmia's 

180 JFK Drive, Ste 311 • Atlantis, FL 33462 

Phone 561.434 .0353 Fax 561.357.0 869 Toll Free 888.VTACH.MD heartbeatdoctor.com 
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