
ABOUTYOU (Please print clearly.) 
1 Today's date: 1 2  
Patient: 

Lssc Fim MI 

SS#: Sex: Female Male 
Age: Birthdate: I I 
Home address: 

Street 

Whom may we thank for sending you? 
What is their address? 
Phone number: 
Marital status: O Single O Married O Div. O Wid. 0 Sep. 
Emergency contact: 

. . 
Relationship: 
Their home phone number; 

city state -code Their office phone number! 
Home phone number: Do you have a personal doctor? O Yes O No 
Office phone number: Doctor's full name: 
Employer: Their address: 
Employer's address: Phone number: 

I ABOUTYOUR INSURANCE (Please give the receptionist your insurance card(s) now) 
Person responsible for payment (if different than patient) I Name: 

Last First MI 

Social security number: 
Home address: 

Strem 

city State Zip Code 

Home phone number: 
Office phone number: 
Employer: 
Employer's address: 
Relationship to patient: 

Primary Medical Insurance- 
lnsurance.company: 
~ f f k t i v e  date of coverage: I ' I 
Co-payment: $ Referral required:CI Yes O No 
Medicare number (if applicable): 

Secondary Medical lnsurance 
lnsurance company: 
Effective date of coverage: 1- 

ABOUTYOUR HEALTH (Please be sure to complete the back of this form) 
Chief Complaint 
Please describe the main reason for your visit today: 

I YOUR SOCIAL HISTORY I 
Your current employment status: 0 Retired O Unemployed 0 Homemaker O Employed 
Are you currently married? D No 0 Yes How many years of school have you completed?- 
Do you use tobacco? a No 0 Yes Is there added stress in your life? 0 No D Yes 
Do you use alcohol? O No O Yes Do you work in a noisy place? O No O Yes 
Do you use caffeine? O No O Yes RecreationaVstreet drugs? O No b Yes 

ABOUT YOUR FAMILY HISTORY 
Family History: Indicate Relative 

Cancer 
Heart 
Diabetes 
StrokenIA 
High blood pressure 

Thyroid 
Other 

High cholesterol 
Renal 
Psychiatric 

AliveJCause of death O age 

Mother 
Father 
Siblings 



I, the undersigned. affirm that the information I have given is correct to the best of my knowledge. I authorize treatment of the person named as 
"patient". I understi3nd that Heartland Plastic Surgery Center will file with my primary insurance company for services rendered and authorize pwment 
of medical insurance benefits directly to Heartland Plastic Surgery Center. I understand that I am responsible for paying any co-payment and 
deductibles that my insurance does not cover. I authorize Heartland Plastic Surgery Center to obtain or release any information that is related to the 
treatment of the 'patent". A photocopy of this authorization shall be considered as effective and valid as the original document. 

Sianature Date 

Are there other medications you have recently used? 3 No 3 Yes 
List medications below: 

Have you taken aspirin-containing products in the last two weeks? No 3 Yes 
Have you taken steroid or cortisone-type drugs within the last yea0 Cl No C1 Yes 
For Medical Team Use Only: 

Are there medications, other than those you are allergic to you would prefer MI to 
take due to prior unpleasant side effects? 0 No O Yes 
If yes, please specify: 

Have you had an allergic reaction to: 
Iodine or x-ray contrast dye O No 0 Yes I Latex or rubber 3 NO d Yes 
Bee or wasp stings 0 No 0 Yes I Adhesive tape 0 No O Yes 
List any food allergies: 0 None 

MEDICATIONS 
Are you currently taking any prescription andlor nonprescription medications includ- 
ing vitamins, nutritional supplements, oral contraceptives, pain relievers, diuretics, 
laxatives and cold medications? 0 No 0 Yes List medications below: 

I have reviewed the above medical information with the patient of their guardian. 

Name of Medicine 

Signature of Attending Physician 

Have you ever b e f ~  hospitalized or had any operations? (Please Itst reason along with the year of the 

Dose 

Operations: 
Reason: Year: 

Reason: Year: 

How Often Taken 
. 

ALLERGIES 
Have you had hives, skin rash. breathing problems or other allergic reactions to 
medications? 0 No 0 Yes Ust medications below: 

Hospitalizations: 
Reason: Year: 

Reason: Year: 

Name of Medlcine Describe allergic reaction 

For Medical Team Use Only: 


