Central Coast Institute for Plastic Surgery Gary Donath, MD

Welcome To Our Office!
PATIENT INFORMATION FORM

Last Name: First Name: Date of Birth: Age:
Sex: female male Marital Status: M S D W Social Security:

Address: City/State/Zip:

Home Phone: Cellular Phone:

Employer: Occupation:

Work Phone: May we contact you at work? Yes No

What is the purpose of your visit?

Method of Payment for Today's Visit: Check Visa / Mastercard / Discover

How were you referred to us?

o Former Patient: o Yellow Book - San Luis Obispo o  YellowBook.com o Website

o Physician o New Times o Other:

Who should we contact in case of an emergency?

Name: Phone Number: Relationship
Name: Phone Number: Relationship
RESPONSIBLE PARTY

NOTE: Please complete this section if different from patient information above.

Last Name: First Name: Date of Birth:
Address: City/State/Zip:

Home Phone: Cellular Phone:

Employer: Work Phone:

Central Coast Institute for Plastic Surgery only bills Medicare, please give our staff your medicare card to copy

NOTICE: WE DO NOT BILL INSURANCES (except medicare)

OVER




o CONSENT TO RELEASE OF INFORMATION e
e ACCEPTANCE OF FINANCIAL RESPONSIBILITY o
e HIPAA ACKNOWLEDGEMENT e

+ | authorize Central Coast Institute for Plastic Surgery to release all medical records pertaining to medical history, services rendered or treatment
for me or my dependents for insurance claims.

+ | authorize direct payment of medical benefits to Central Coast Institute for Plastic Surgery.

+ | agree as guarantor for the above patient or as the patient, to pay for medical services at the time of service, unless prior arrangements have been
made.

+ | understand that | am ultimately responsible for payment of medical services provided to me or my dependent, regardless of my insurance status,
including co-payments, deductibles, co-insurances, and any amounts above my insurance’s allowable and non-covered or denied services.

+ | have reviewed Central Coast Institute for Plastic Surgery’s Notice of Privacy Practices pursuant to the Health Insurance Portability &
Accountability Act of 1996 (HIPAA). | understand Central Coast Institute for Plastic Surgery has the right to change its notice from time to time and |
have to right to contact this organization at any time to obtain a current copy.

Do you wish correspondence to be confidential? Yes No

Do you wish phone calls to be confidential? Yes No

| hereby authorize Central Coast Institute for Plastic Surgery to discuss my medical and payment information with:

1. Relationship
2. Relationship
3. Relationship

Patient/Guardian Signature Date Relationship




Name:

Allergies to medication

MEDICAL INFORMATION

Date:

Height:

Weight:

Ibs.

List known food allergies:

Are you allergic to latex?

Are you allergic to adhesives?
Do you wear contacts?

Do you wear dentures?

Do you have bleeding problems?

Any difficulties with anesthesia?

Do you use the following?
Alcohol Yes No

Tobacco Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
How often?

Any medical problems with the following;

Epilepsy/Seizure  Yes No

Headaches Yes No
Eyes Yes No
Nose Yes No
Ulcers Yes No
Thyroid Yes No
Other: Yes No

Current Medications / Vitamins / Other Dietary Supplements:

Primary Care Physician:

Aspirin

Illicit Street drugs

Lungs

Heart

Blood Pressure
Liver/Hepatitis
Kidneys/Bladder

Unsightly Scars

Date of last physical exam:

, By Whom

Yes No

Yes No

Yes No

How often?

Yes No

Yes No

Yes No

Yes No

Yes No

Please list any previous surgeries or hospital admissions, including childbirth?

Type

Date

Complications




Do you have any current medical conditions for which you are under treatment by a physician?

No  Yes, Explain:

Please list below any family history of medical problems:

Mother: Sister:
Father: Brother:
Other: Other:

Are there any other medical disclosures you would like the physician to know or that might be helpful in your medical care? No Yes, explain:

| declare that | have disclosed all requested medical information honestly and completely to Central Coast Institute for Plastic Surgery to the best of
my knowledge.

Print Name (Patient) Patient Signature Date




