
	
  

Endovascular Venous Surgery

Jose I. Almeida MD, PA 
1501 South Miami Avenue 
Miami, FL 33129 
305-854-1555 

SURGERY POLICY AND PRICES 
 

Procedure: _____________________________________  Date: __________ 
Procedure: _____________________________________  Date: __________ 
 
Insurance 

• Co-insurance/ Patient responsibility/Co-Payment: $ __________ 
 Co-insurance quote is an estimate. 

• Bill Balance: $___________ 
 
Self Pay 

• Endovenous Closure: $ __________ 
 Endovenous Closure cost is for one leg only if not specified. 

• Phlebectomy: $ __________ 
• Procedure Sub-Total: $ _______ ! Procedures Total: $ ____________ 

 
This self-pay price includes a two-day post operation ultrasound and a one-month 
follow-up ultrasound. Procedures total applies if patient is having more than one 
procedure. 

• Compression stockings: $ 40.00 
 You will be required to purchase Compression stockings, which must  be worn 
 two days after surgery, for two weeks. You may purchase  stockings here at MVC, 
 or you may request a prescription and it will be your responsibility to purchase the 
 stockings elsewhere. A surgical stocking (one stocking) can be purchased as an 
 alternative to wearing the bandages. 

• Cancellation Fee: $200.00 
 You will be billed only if you fail to cancel 48 hours prior to surgery date. This 
 fee will cover the partial preparation, supplies and staffing the surgery would 
 entail. The treatment prices and policy (deposit & cancellation fee) were explained 
 to me in detail and all of my questions  were answered. I am aware this does not 
 bind me into any payment or fees until my appointment is scheduled. I also 
 understand that prices may change without notice to patients. I have authorized 
 that the original copy of this document be placed in my medical records. 
 
 ______ I received a copy of patient before and after instruction sheet. 
 Initials 
 __________________________  _______________________    __________ 
 Patient’s signature    Witness signature     Date 
 
 ________________________  ________________________ 
 Print Patient’s name    Print Witness name 


