LAST NAME:

anhandle

PLASTIC SURGERY

1750 Point West Prkwy, Amarillo, TX 79124
806.350-7929 (O}
806.350-7930 (P

{Cosmetic patients DO NOT need to fill out Insurance Fields)

FIRST:

MI:

MAILING ADDRESS:

CITY:

ZIP:

HOME PHONE:

CELL PHONE:

DOB: / /

EMAIL:

SOCIAL SECURITY #:

OCCUPATION/ EMPLOYER:

PATIENT RACE:

ETHNICITY:  HISPANIC-

EMERGENCY CONTACT:

NON-HISPANIC-

DECLINED TO SPECIFY

PHONE #

RELATIONSHIP TO PATIENT:

PRIMARY CARE PHYSICIAN:

MARITAL STATUS:

HOW DID YEAR ABOUT US:

PHARMACY NAME:

PHONE #:

INSURANCE INFORMATION:

PRIMARY INSURANCE:

1D / GROUP NUMBER:

GROUP:

SUBSCRIBER NAME:

SUBSCRIBER:

DOB:

SOCIAL SECURITY i

SUBSCRIBER EMPLOYER:

SECONDARY INSURANCE:

ID / GROUP NUMBER:

SUBSCRIBER NAME:

SUBSCRIBER:

DOB:

SOCIAL SECURITY #

SUBSCRIBER EMPLOYER:

SIGNATURE:

DATE:




PATIENT NAME:

DRUG ALLERGIES: NKDA:

REASON FOR VISIT:

HEIGHT: WEIGHT: AGE AT 1°T PREGNANCY:

ARE YOU OR COULD YOU POSSIBLY BE PREGNANT? NUMBER OF CHILDREN: # BREAST FED: ___

CURRENT MEDICATIONS/ DOSAGES TAKEN IN LAST MONTH:

PREVIOUS SURGERIES/ DATES:

SMOKING HISTORY: DO YOU SMOKE? HOW MANY PACKS PER DAY?
IF 50, HOW LONG HAVE YOU SMOKED? FORMER SMOKER-HOW LONG AGO DID YOU QUIT?
ALCOHOL HISTORY: DO YOU DRINK? YES- 6 OR MORE DRINKS PER WEEK?

BREAST HISTORY: (IF APPLICABLE): IF YOU HAVE HAD BREAST SURGERY, WHAT TYPE?

DO YOU HAVE BREAST CANCER IN YOUR FAMILY? IF SO, WHO AND WHAT AGE:

DATE OF LAST MAMMOGRAM: WHERE:

ANY CONCERNS/ ABNORMALITIES?

AGE AT FIRST MENSTRUAL PERIOD: MENOPAUSE: YES / NO IF YES, WHAT AGE:
PERSONAL MEDICAL HISTORY: HAVE YOU OR DO YOU NOW HAVE: CHECK YES/ NO
SHORTNESS OF BREATH YES | NO | EXCESSIVE SCARRING / KELOID YEs [ NO
ASTHMA YES NO VQMITING BLOOD/ BLACK STOOLS YES NO
CHRONIC BRONCHITIS YES | NO | RECENT WEIGHT GAIN /RECENT WEIGHTLOSS | YES | NO
FREQUENT COLD/ COUGH YES NO HEMORRHOIDS YES NO
HEART DISEASE YES | NO | HERNIA (GROIN / ABDOMINAL) YES [ NO
BLOOD PRESSURE- HIGH / LOW YES NO KIDNEY TROUBLE OR NEPHRITIS YES NO
HEART VALVE PROBLEMS / MURMURS YES | NO | PAINFUL OR BLOODY URINATION YES | NO
BREAST PROBLEMS YES | NO | USE OF HORMONES/TYPE YES | NO
BACK PAIN YES | NO | VARICOSE VEINS YES | NO
ANKLE SWELLING YES NO BLOOD CLOTS YES NO
EASY BRUISING YES | NO | RADIATION THERAPY , YES | NO
EXCESSIVE BLEEDING YES | NO | EPILEPSY / ORSEIZURES YES [ NO
ANEMIA OR BLOOD DISEASE YES | NO | EMOTIONAL / PSYCHIATRIC PROBLEMS YES | NO
THYROID DISEASE YES NO FREQUENT / SEVERE HEADACHES YES NO
RASH YES NO AIDS / HWV YES NO
DIABETES YES | NO | FACIAL PARALYSIS / NUMBNESS YEs | NO
SKIN CANCER YES NO LIMITED ACTIVITY YES NO
ARTHRITIS / JOINT PROBLEMS YES | NO | ANESTHESIA PROBLEMS YES | NO
CHRONIC DIARRHEA / BOWEL TROUBLE YES | NO | HERPES / FEVER BLISTERS YES | NO
HEPATITIS / JAUNDICE / LIVER TROUBLE YES | NO | EATING DISORDER YES | NO

PLEASE LIST ANY OTHER MEDICAL CONDITIONS:




D onbandle

PLASTIC SURGERY

1750 Point West Priowy, Amarillo, TX 79124
804.350-7929 (O)
806.350-7930 (F)

ELISE MAY, MD

| understand that, under the Health Insurance Portability & Accountability Act of 1966 (HIPPA), | have

certain rights to privacy regarding my protected health information. | understand that this information
can and will be used to:

e Conduct, plan and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment.

e Obtain payment from third-party payers.

e Conduct normal healthcare operations such as quality assessments and physician
certifications.

| have received, read and understand your Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my heaith information. | understand that Panhandle Plastic
Surgery has the right to change its Notice of Privacy Practices from time to time and that | may contact
them at any time at the above address to obtain a copy of the current Notice of Private Practices policy.

| understand that | may request in writing restrictions to the use /disclosure of my private information.
| also understand that Panhandle Plastic Surgery is NOT required to agree to my requested restrictions,
but if agreed to, then Panhandle Plastic Surgery is bound to abide to such restrictions.

CONFIDENTIAL COMMUNICATIONS

| request that all communications to me {by telephone, mail or otherwise} by Panhandle Plastic Surgery,
and/ or its staff be handled in the following manner:

Email: Phone:
If you are unavailable at this number, may we leave a voicemail? YES NO
Do we have permission to disclose your health information with others? YES NO

If yes, please list:

FINANCIA]L CONSENT
| have read the Financial Policy and agree 1o its terms.

SIGNATURE: DATE:




PHOTO CONSENT

| Consent to the use of my photographs and/or videos for the below stated purposes:

YES / NO

YES / NO
YES / NO
YES / NO
YES/NO

PANHANDLE PLASTIC SURGERY WEBSITE

PATIENT PHOTO ALBUMS HERE IN THE OFFICE OF PANHANDLE PLASTIC SURGERY
TEACHING LECTURES FOR OTHER MEDICAL PROFESSIONALS / LAY GROUPS
MEDIA (COMMERCIAL, ADVERTISEMENTS, ELECTRONIC DIGITAL NETWORKS)
PATIENT EDUCATION

| understand | will not be entitled to monetary compensation or any other consideration as a result of any use '
of these photographs or documents. 1also understand that before signing this consent it is my right to ask any
questions of Dr Elise May or her staff.

PATIENTS NAME:

PATIENT/GUARANTOR SIGNATURE:

RELATIONSHIP TO PATIENT: _ DATE:




