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Chart #

Plastic Surgery Centre 4 ;xy 4. Ross, MD., FACSS. [ JENNIFER B. BUCK, M.D., FA.C.S.
Last Name: First Name:____ Middle Initial Date of Birth Age: Sex:
Address: City: State: Zip:

Home #: OK To Call: (JYes CONo E-mail address: @

Cell #: Employer: Work #:

Social Security Number: - - Driver’s License #: Marital Status:

Spouse ar Parent’s Name: ' Phone #:

Person to Contact in Case of

Emergency: Phone #:

How did you hear about us? [(JDoctor [JFriend _ OPatient [JInternet CINewspaper OSign [JTV [ YellowPages
Name: (Optional) CHECK ALL

[JOther THAT APPLY

Family Doctor: Phone #:

RESPONSIBLE PARTY NAME (If other than yourself)

Last Name: First Name: Middle Initial:

Address: City: State: Zip:

Sacial Security Number: Driver’s License #:

Employer: Occupation: Home #:

Address: City: State: Zip:

Were you involved in an accident? Work Related?

State Briefly What Happened:

Date of Accident: Verified: Date:

Please remember that insurance is considered a method of reimbursing the patient fees to the doctor and is not a substitute for payment.
Some companies pay fixed allowances for certain procedures and others pay a percentage of the charge. It is your responsibility to pay any
deductible amount, co-insurance, or any other balance not paid by your insurance.

IN ORDER TO CONTROL YOUR COST OF BILLING WE REQUEST THAT OUR CHARGES FOR
OFFICE VISITS BE PAID AT THE CONCLUSION OF EACH VISIT.

1.) Ihereby assign all medical and/surgical benefits, to include major medical benefits to which | am entitled, including

Medicare, private insurance, and other health plans to: Palm Harbor Plastic Surgery Centre (Jay H. Ross, M.D., P.A_, F.A.C.S,, or
Jennifer Buck, M.D., P.A., F.A.C.S.) This assignment is to be considered as valid as an original. | understand that | am financially

responsible for all charges whether or not paid by said insurance company. | hereby authorize said assignee to release all
information necessary to secure the payment. To the extent necessary to determine liability for payment and to obtain

reimbursement, | authorize disclosure of the patient’s records.
2.) If my account is sent to your attorney, | will be responsible for all fees associated in the collections process. These fees

include attorney costs, interest, process serving fees, as well as the total principal amount due.

SIGNED DATE Revised 4/08




Get the free mobile app at
httpJ//gettag mobi

Plastic Surgery Centre

Name:

35080 U.S. Highway 19 North - Palm Harbor, FL 34684
At the Fountains
(727) 789-5711 - Fax: (727) 789-4098

BodyReshaping.com

MEDICAL HISTORY

Who may we thank for your referral?

Family Physician:
Reason for visit:

Current medical conditions (diabetes, heart problems, etc):

Medications taken on a regular basis:

Have you EVER taken or been treated with Accutane? [ ] YES CINo

Have you ever had: Are you allergic to:

] HEART MURMUR J JAUNDICE O PENICILLIN

[0 HEART DISEASE [0 CONVULSIONS O ASPIRIN

O HEART SURGERY (] DIZZINESS O CODEINE

[0 RHEUMATIC FEVER J DIABETES/TAKEN INSULIN [0 DEMEROL

0 LUNG TROUBLE [0 KIDNEY DISEASE O ANESTHETIC/NOVOCAINE
[0 SHORTNESS OF BREATH [0 PAININ CHEST O ANY FOODS

] SWELLING OF ANKLES 0 PAIN IN ARMS 0O OTHER DRUG/MEDICATION
[ BLEEDING PROBLEMS 0 ASTHMA O DO YOU WEAR CONTACTS
O HIGH OR LOW BLOOD PRESSURE

Please list any allergies not mentioned above:

Do you smoke? [_]YES [ e] How Often? How many cigarettes?

Have you ever had a general anesthetic before? [ JYES [ JNO For What?
Describe any problems:

If you are under the care of a physician at this time, please state the nature of the problem:

Are you taking any pills, or other medications at this time?

Is there anything about your physical condition that should be called to the Dr’s attention?

Have you ever consulted a plastic surgeon? [_JYES [JNO

Have you had previous plastic surgery? [_JYES [JNO




