
1500 West 34th Street  • Austin TX 78703  • TEL 512.485.7700  • FAX 512.485.7702
EMAIL info@drzimmet.com  • WEBSITE www.drzimmet.com

NEW PATIENT REGISTRATION

LAST NAME __________________________________ FIRST NAME __________________ MIDDLE INITIAL ________

STREET ADDRESS _________________________________________________________________________________

CITY ________________________________________ STATE _______________________ ZIP ___________________

AGE ________________________________________ DATE OF BIRTH ______________________________________

DRIVER’S LICENSE # __________________________ EXPIRATION _________________________________________

PRIMARY PHONE _____________________ SECONDARY _____________________ WORK _____________________

PRIMARY CARE PHYSICIAN _________________________________________________________________________

REFERRED BY ____________________________________________________________________________________  

GENDER         M           F   MARITAL STATUS          SINGLE           MARRIED          WIDOWED           DIVORCED

EMPLOYER _______________________________________________________________________________________

SPOUSE’S NAME ________________________________________________ PHONE ___________________________

Interested in specials, upcoming events and news?
Yes, I would like to subscribe.      No, I would not like to subscribe.

Your privacy is important to us. Your information will not be shared with other parties.

EMAIL _______________________________________________ TEXT _________________________________

Medicare Opt-out
Dr. Zimmet opted out of Medicare. Therefore, any treatments you receive from Dr. Zimmet,
including those deemed medically necessary, will NOT be covered under Medicare. Are you
currently eligible for or covered by Medicare? YES             NO

Please complete the following if the patient is a minor:
PERSON COMPLETING FORM:  LAST NAME __________________________________ FIRST ______________________

RELATIONSHIP TO PATIENT         MOTHER       FATHER        GUARDIAN       OTHER: ____________________________

ADDRESS (IF DIFFERENT FROM PATIENT) _____________________________________________________________

PHONE __________________________________________________________________________________________

Emergency contact 
LAST NAME __________________________________ FIRST NAME __________________ MIDDLE INITIAL ________

RELATIONSHIP TO PATIENT _________________________________ PHONE NUMBER _________________________

STREET ADDRESS _________________________________________________________________________________

CITY ________________________________________ STATE _______________________ ZIP ___________________

PLEASE READ AND SIGN
I authorize Steven Zimmet, MD to release medical information necessary to communicate on my
behalf with my insurance company or pharmacy.

SIGNED ____________________________________________________  DATE ________________________________

Payment is due at the time that services are rendered. I understand that I may receive separate bills for
certain services provided outside this office, such as radiology or laboratory services. I certify that the
information I have provided above is correct.

SIGNED ____________________________________________________  DATE ________________________________

TODAY’S DATE ______________________
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Physician (Please specify)
____________________________________________
Our website (www.drzimmet.com)
Google
Bing
Yahoo!
Citysearch

YELP
Friend        
Print Ad: (Please specify magazine)
____________________________________________

Other ______________________________________
____________________________________________

1500 West 34th Street  • Austin TX 78703  • TEL 512.485.7700  • FAX 512.485.7702
EMAIL info@drzimmet.com  • WEBSITE www.drzimmet.com

PATIENT HISTORY FORM

PATIENT NAME _____________________________________________________ DATE  _________________________

DATE OF BIRTH ____________________________________________________________________________________

Medical History (Check as many as apply)
Y  N                       Y  N Y  N

Anemia/blood disorder
Bleeding problems
Cold sores
Deep vein thrombosis
(blood clot)
Defibrillator
Diabetes
Heart disease
High blood pressure
Keloids/abnormal scars

Migraine headaches
Pacemaker
Pigmentation problems
Poor wound healing
Prosthetic heart valve
Radiation treatment
Skin cancer
Thyroid disorder
Other cancer

Other medical problems
(Please specify)

______________________________

______________________________

Are you pregnant?
Are you breastfeeding?
Any metal implants?
(Please specify locations)

______________________________

______________________________

Aspirin
Birth control
Blood thinner
Heart medication
High blood pressure
Hormones
Insulin

Other medications (Please specify)

_______________________________________________

_______________________________________________

Latex
Lidocaine

Antibiotics (Please specify)

_______________________________________________

_______________________________________________

_______________________________________________

Other (Please specify)

_______________________________________________

_______________________________________________

Current Medications (Check as many as apply)      Allergies (Check as many as apply)
Y  N                                                                         Y  N

Is there anything else we should know about your medical history?

___________________________________________________________________________________________________

___________________________________________________________________________________________________

How did you hear about us?
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1500 West 34th Street  • Austin TX 78703  • TEL 512.485.7700  • FAX 512.485.7702
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SKIN & VEIN CARE NEEDS

To help us provide you with the services you desire, please answer a few questions regarding

your skin and vein care needs.

PATIENT NAME _____________________________________________________ DATE  _________________________

Please indicate your concerns about your skin or veins.

Please indicate the treatments about which you would like additional information. 

SKIN

Acne

Acne Scarring

Age spots

Aging chest/neck

Aging skin (face)

Crows feet

Frown lines

Hyperhidrosis (sweating)

Hyperpigemtation/Melasma

Large pores

Lips/Mouth

Moles

Precancerous lesions

Rash

Rosacea

Saggy/loose skin

Scars

Smile lines

Sun damage

Tattoo removal

Unwanted body fat

Unwanted hair

Wrinkles

VEIN

Broken capillaries

Hand veins

Leg pain/heaviness

Leg swelling

Leg ulcers

Spider veins—facial

Spider veins—legs

Varicose veins

COSMETIC DERMATOLOGY VEIN SERVICES OTHER SERVICES

Other ____________________________________________________________________________________________

__________________________________________________________________________________________________

Other ____________________________________________________________________________________________

__________________________________________________________________________________________________
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Advanced FotoFacial (IPL)

Blu Light

Body Contouring

Botox

EndyMed

Fillers/Collagen stimulators

Fractional Resurfacing

Skin tightening

Ultherapy

UltraShape

Venus Legacy

Diagnostic Ultrasound

EVLT

Foam sclerotherapy

Phlebectomy

Sclerotherapy

Spider veins

Varicose veins

Chemical peels

Electrolysis

GentleWaves

Laser hair removal

Microdermabrasion

Microneedling

Skin analysis/treatment plan

Skincare products consult
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PATIENT CONSENT FOR USE OF EMAIL COMMUNICATIONS

To better serve our patients, Zimmet Vein & Dermatology (ZVD) has established an email

address for some forms of communication. For routine matters that do not require immediate

response, please feel free to contact us at info@drzimmet.com. This form of communication is

not appropriate for use in an emergency. The turnaround time for routine patient communica-

tions is 24 hours. 

If you require urgent or immediate attention, email is not appropriate. Please call our office

directly at 512.485.7700 or call 911 if you have a medical emergency.

When sending email communications, please put the subject of your message in the subject line

so we can process it more efficiently. Please include your name, date of birth and return

telephone number in the body of the message. We also ask that you acknowledge receipt of

emails coming from our office.

Communications relating to diagnosis and treatment will be filed in your medical record.

This office is dedicated to keeping your medical record information confidential. Despite our

best efforts, due to the nature of email, third parties may have access to messages. When

communicating from work, you should be aware that some companies consider email corporate

property and your messages may be monitored. Even when emailing from home, you may feel

that access to your email is not well controlled, so you should take that into consideration.

In addition, you should be aware that, although addressed to me, my staff will have access to

this information.

I do/do not authorize information regarding appointments, procedures, lab results left on my

voicemail as indicated below (circle for each):

Home Voicemail  Y / N   Office Voicemail  Y / N     Cell Voicemail  Y / N

I understand that this office will not be responsible for information loss, or delay or breaches in

confidentiality that are due to technical factors beyond this office’s control.

I understand and agree to the above email policy.

By signing below, I am agreeing that ZVD may send medical related correspondence to me via

email, and that they may respond to my emails to them via email.

PATIENT SIGNATURE ____________________________________________________  DATE ______________________

PATIENT NAME (PRINTED) _______________________________________________

WITNESS SIGNATURE ___________________________________________________
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1500 West 34th Street  • Austin TX 78703  • TEL 512.485.7700  • FAX 512.485.7702
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CANCELLATION/DEPOSIT POLICY

Please let us know as soon as possible if you need to cancel or reschedule your appointment

or if you anticipate a late arrival. Chronic no-shows or late cancellations may result in the formal

termination of the professional relationship. There is a $30 cancellation fee assessed for no-shows

and cancellations with less than 24 hours notice.

I understand and agree to these terms:

PATIENT SIGNATURE ____________________________________________________  DATE ______________________

WITNESS SIGNATURE ____________________________________________________  DATE ______________________
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PRIVATE CONTRACT—Applies to anyone Medicare eligible

MEDICARE OPT-OUT Dr Zimmet opted out of Medicare. Therefore, any treatments
you receive from Dr. Zimmet, including those deemed medically necessary, will NOT be
covered by Medicare.

This is a private contract, stipulated by Medicare, between

(PLEASE PRINT) ____________________________________________________________________________________,

a Medicare beneficiary, and Steven E. Zimmet, MD, RVPI, RVT, FACPh.

By signing this contract, the beneficiary or the beneficiary’s legal representative:

_______ acknowledges the beneficiary is not facing an emergency or
urgent health care situation at the time this contract is signed;

_______ acknowledges that Dr. Zimmet is not excluded from participation
in the Medicare program under section 1128 of the Social Security Act;

_______ agrees not to submit a claim or to request Dr. Zimmet submit a
claim for payment under Medicare, even if such items and services
would otherwise be covered by Medicare;

_______ acknowledges that Medigap plans do not, and that other sup-
plemental insurance plans may choose to not, make payment for items
and services furnished by Dr. Zimmet under this  contract;

_______ agrees to be responsible for payment of such items or services;

_______ acknowledges that no reimbursement will be provided by Medi-
care for such items and services; and

_______ acknowledges that Dr. Zimmet is not limited in the amount he
may charge the beneficiary for the items and services furnished.

_______________________________________________         _______________________________________________

MEDICARE ID#                                       DATE OF BIRTH            SIGNATURE OF PATIENT                                     DATE

_______________________________________________         _______________________________________________

SIGNATURE OF PHYSICIAN                 DATE                             SIGNATURE OF WITNESS                                   DATE  

(Please initial each)
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1500 West 34th Street  • Austin TX 78703  • TEL 512.485.7700  • FAX 512.485.7702
EMAIL info@drzimmet.com  • WEBSITE www.drzimmet.com

NOTIFICATION OF PRIVACY POLICY

This policy statement describes how health information about you, as a patient of this practice, may be

used and disclosed, as well as what rights you have regarding your Personal Health Information (PHI).

PLEASE REVIEW THIS NOTICE CAREFULLY.

A. OUR COMMITMENT TO YOUR PRIVACY

We respect our legal obligation to keep private the health information that identifies you. 

The terms of this notice apply to all records containing your PHI that are created or retained by our

practice. We reserve the right to revise or amend this Notice of Privacy Practices. Any revision or

amendment to this notice will be effective for all of your records that our practice has created or main-

tained in the past, and for any of your records that we may create or maintain in the future. Our practice

will post a copy of our current Notice in our offices in a visible location at all times, and you may request

a copy of our most current Notice at any time.

B. IF YOU HAVE QUESTIONS ABOUT THIS NOTICE, PLEASE CONTACT US:

Zimmet Vein and Dermatology

1500 W. 34th Street

Austin, TX 78703

( 512) 485-7700

C.WE MAY USE AND DISCLOSE YOUR PERSONAL HEALTH INFORMATION (PHI) IN
THE FOLLOWING WAYS:

1. Treatment. Our practice may use your PHI to treat you. For example, we may ask you to have

laboratory tests (such as blood or urine tests), and we may use the results to help us reach a diagnosis.

We might use your PHI in order to write a prescription for you, or we might disclose your PHI to a

pharmacy when we order a prescription for you. People who work for our practice — including, but

not limited to, our doctors and nurses — may use or disclose your PHI in order to treat you or to assist

others in your treatment. Additionally, we may disclose your PHI to others who may assist in your care,

such as your spouse, children or parents. Finally, we may also disclose your PHI to other health care

providers for purposes related to your treatment. 

2. Payment. Our practice may use and disclose your PHI in order to bill and collect payment for the

services and items you may receive from us. For example, we may contact your health insurer and we

may provide your insurer with details regarding your treatment. We also may use and disclose your

PHI to obtain payment from third parties that may be responsible for such costs, such as family mem-

bers. Also, we may use your PHI to bill you directly for services and items. We may disclose your PHI

to other health care providers and entities to assist in their billing and collection efforts.

3. Health Care Operations. Our practice may use and disclose your PHI to operate our business. As

examples of the ways in which we may use and disclose your information for our operations, our

practice may use your PHI to evaluate the quality of care you received from us, or to conduct
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1500 West 34th Street  • Austin TX 78703  • TEL 512.485.7700  • FAX 512.485.7702
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cost-management and business planning activities for our practice. We may disclose your PHI to other

health care providers and entities to assist in their health care operations.

4. Treatment Options.Our practice may use and disclose your PHI to inform you of potential treatment

options or alternatives.

5. Disclosures Required By Law. Our practice will use and disclose your PHI when we are required to

do so by federal, state or local law.

D. USE AND DISCLOSURE OF YOUR PHI FOR OTHER REASONS WITHOUT PERMISSION

In some limited situations, the law allows or requires us to use or disclose your health information

without your permission. 

1. Public Health Risks. Our practice may disclose your PHI to public health authorities that are authorized

by law to collect information for the purpose of: 

• Maintaining vital records, such as births and deaths

• Reporting child abuse or neglect

• Preventing or controlling disease, injury or disability

• Notifying a person regarding potential exposure to a communicable disease

• Notifying a person regarding a potential risk for spreading or contracting a disease or condition

• Reporting reactions to drugs or problems with products or devices

• Notifying individuals if a product or device they may be using has been recalled

• Notifying appropriate government agency(ies) and authority(ies) regarding the potential abuse or

neglect of an adult patient (including domestic violence); however, we will only disclose this information

if the patient agrees or we are required or authorized by law to disclose this information

• Notifying your employer under limited circumstances related primarily to workplace injury or illness

or medical surveillance.

2. Health Oversight Activities. Our practice may disclose your PHI to a health oversight agency for

activities authorized by law. Oversight activities can include, for example, investigations, inspections,

audits, surveys, licensure and disciplinary actions; civil, administrative, and criminal procedures or

actions; or other activities necessary for the government to monitor government programs, compliance

with civil rights laws and the health care system in general.

3. Lawsuits and Similar Proceedings. Our practice may use and disclose your PHI in response to a court

or administrative order, if you are involved in a lawsuit or similar proceeding. We also may disclose

your PHI in response to a discovery request, subpoena, or other lawful process by another party

involved in the dispute, but only if we have made an effort to inform you of the request or to obtain an

order protecting the information the party has requested. 

4. Law Enforcement. We may release PHI if asked to do so by a law enforcement official:

• Regarding a crime victim in certain situations, if we are unable to obtain the person's agreement

• Concerning a death we believe has resulted from criminal conduct

• Regarding criminal conduct at our offices
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• In response to a warrant, summons, court order, subpoena or similar legal process

• To identify/locate a suspect, material witness, fugitive or missing person

• In an emergency, to report a crime (including the location or victim(s) of the crime, or the description,

identity or location of the perpetrator) 

5. Serious Threats to Health or Safety. Our practice may use and disclose your PHI when necessary

to reduce or prevent a serious threat to your health and safety or the health and safety of another

individual or the public. Under these circumstances, we will only make disclosures to a person or

organization able to help prevent the threat. 

6. Military. Our practice may disclose your PHI if you are a member of U.S. or foreign military forces

(including veterans) and if required by the appropriate authorities.  

7. National Security. Our practice may disclose your PHI to federal officials for intelligence and national

security activities authorized by law. We also may disclose your PHI to federal officials in order to

protect the President, other officials or foreign heads of state, or to conduct investigations. 

8. Inmates. Our practice may disclose your PHI to correctional institutions or law enforcement officials

if you are an inmate or under the custody of a law enforcement official. Disclosure for these purposes

would be necessary: (a) for the institution to provide health care services to you, (b) for the safety and

security of the institution, and/or (c) to protect your health and safety or the health and safety of other

individuals. 

9. Workers' Compensation. Our practice may release your PHI for workers' compensation and similar

programs. 

E. YOUR RIGHTS REGARDING YOUR PHI

You have the following rights regarding the PHI that we maintain about you: 

1. Confidential Communications. You have the right to request that our practice communicate with

you about your health and related issues in a particular manner or at a certain location. For instance,

you may ask that we contact you at home, rather than work. In order to request a type of confidential

communication, you must make a written request specifying the requested method of contact, or the

location where you wish to be contacted. Our practice will accommodate reasonable requests. You do

not need to give a reason for your request.

2. Requesting Restrictions. You have the right to request a restriction in our use or disclosure of your

PHI for treatment, payment or health care operations. Additionally, you have the right to request that

we restrict our disclosure of your PHI to only certain individuals involved in your care or the payment

for your care, such as family members and friends. We are not required to agree to your request;

however, if we do agree, we are bound by our agreement except when otherwise required by law, in

emergencies, or when the information is necessary to treat you. In order to request a restriction in our

use or disclosure of your PHI, you must make your request in writing. Your request must describe in a

clear and concise fashion: 

• The information you wish restricted;
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• Whether you are requesting to limit our practice's use, disclosure or both;

• To whom you want the limits to apply.

3. Inspection and Copies. You have the right to inspect and obtain a copy of the PHI that may be used

to make decisions about you, including patient medical records and billing records. You must submit

your request in order to inspect and/or obtain a copy of your PHI. Our practice may charge a fee for

the costs of copying, mailing, labor and supplies associated with your request. Our practice may deny

your request to inspect and/or copy in certain limited circumstances; however, you may request a

review of our denial. Another licensed health care professional chosen by us will conduct reviews. 

4. Amendment. You may ask us to amend your health information if you believe it is incorrect or

incomplete, and you may request an amendment for as long as the information is kept by or for our

practice. To request an amendment, your request must be made in writing. You must provide us with

a reason that supports your request for amendment. Our practice will deny your request if you fail to

submit your request (and the reason supporting your request) in writing. Also, we may deny your

request if you ask us to amend information that is in our opinion: (a) accurate and complete; (b) not

part of the PHI kept by or for the practice; (c) not part of the PHI which you would be permitted to

inspect and copy; or (d) not created by our practice, unless the individual or entity that created the

information is not available to amend the information.

5. Accounting of Disclosures. You have the right to request an "accounting of disclosures." An

"accounting of disclosures" is a list of certain non-routine disclosures our practice has made of your

PHI for non-treatment, non-payment or non-operations purposes. Use of your PHI as part of the routine

patient care in our practice is not required to be documented. For example, the doctor sharing infor-

mation with the nurse; or the billing department using your information to file your insurance claim. In

order to obtain an accounting of disclosures, you must submit your request in writing. All requests for

an "accounting of disclosures" must state a time period, which may not be longer than six (6) years

from the date of disclosure. The first list you request within a 12-month period is free of charge, but

our practice may charge you for additional lists within the same 12-month period. Our practice will

notify you of the costs involved with additional requests, and you may withdraw your request before

you incur any costs. 

6. Right to a Paper Copy of This Notice. You are entitled to receive a paper copy of our notice of

privacy practices. You may ask us to give you a copy of this notice at any time. 

7. Right to File a Complaint. If you believe your privacy rights have been violated, you may file a

complaint with our practice or with the Secretary of the Department of Health and Human Services.

All complaints must be submitted in writing. You will not be penalized for filing a complaint.

8. Right to Provide an Authorization for Other Uses and Disclosures. Our practice will obtain your

written authorization for uses and disclosures that are not identified by this notice or permitted by

applicable law. Any authorization you provide to us regarding the use and disclosure of your PHI may

be revoked at any time in writing. After you revoke your authorization, we will no longer use or disclose

your PHI for the reasons described in the authorization. Please note, we are required to retain records

of your care. Again, if you have any questions regarding this notice or our health information privacy

policies, please contact us.
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I have reviewed and agree to the terms of the Zimmet Vein & Dermatology privacy policy:

PATIENT SIGNATURE ____________________________________________________  DATE ______________________

WITNESS SIGNATURE ____________________________________________________  DATE ______________________
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