
Patient lnfoEmation

Cu Cr
Last Name

Marital Status

DE_I_ROIT PLAS_I_IC SIJRGERY

Birthdate

t\4iddle

Referred By

SS#First Name

Apt # City State zipAddress

Home # \ /ork # Cell # Preferred # to Call

Email Address

Race Ethnic

Employer Name

Pharmacy Name

Pharmacy Phone #

PatiEnt Record of Diselosure

Preferred Language

dress City Stzte 7ip

Q OK to leave message with detailed information

Q OK to leaue message with detailed information

Q OK to leave message with detailed information

City

Q Leave message with call-back number only

Q Leaue message with call-back number only

Q Leave message with call-back number only

Address

Home Phone

WorkPhone:

CetlPhone:

Emergency Contact.

Witten Communication

Other
C OK to mail to home address C OK to mail to work /office C OK to fax to this number

Primary Care Physician
Name City State Zrp Code

Referring Physician
Name

ls this appointment work or auto related? lf yes, Claim #
rirrary lnsurance

Addrcss State

Phone

Zip CodeCity

lns. Co
P

Name of lnsurance Referral Needed C yes O t"to CoPay

Pohcy holder's Last Name First Name lv'liddle Dale of Birth SS#

lnsuEnce ConAad # Group # AddressCity State zip

Subsc_rber's Address (rf difierent than patien0

Secondary lnsurance

Name of lnsurance ReferralNeeded QVes Qruo CoPay

City State Zip

Policy holde/s Last Name First Name Daie of Bidh ss#

lnsurance Contract # Group # AddressCity State ztp

Subscribeis Address (if drfferent than patrent) ctv slate zp

Authorization and Release
I certify that I have read and understood the above information to the best of my knowledge. I authorize the release of all
medical records to health professionals and my insurance company. I acknowledge full flnancial responsibility for services
rendered by Detroit Plastic Surgery. I agree to pay all reasonable attorney fees and collection costs in the event of default of
payment of my charges. I authorize and request that insurance payments be made directly to Detroit Plastic Surgery. I have
read and fully understand the above consent for treatment and financial responsibility, release of medical informalion and
insurance aulhorization. I understand I have a right to review the HIPPA Notice oI Privacy Practice Brochure.

Signature Date Guardian's Name
(if patient is a minor)



Patient Name: llcight: Wcight:

Martial Status:

Fathcr: Livin Dcceascd

No

ks/pcr day Lasl Smoked?NumbcrDo you or have you ever smoked? Ifyes . years?-
Ycs. Ilorv rnuch?Do you drink alcoholic bevcrages on a wcckly basis

Ycs. NamcArc you taking any controlled subst nces cuncntly

Ifyes, how oflen when was the lasl lime usedCocaine Heroin otherDo you use Marl

Do you havc Amedical Marijuana Card

Moderatc SeaeteTf s, MildDo you have chronic pain
Noof thc followiever had anDo ou havc or have

cold sorc/fcvcr blistersDo voul)iabetes
llis ofBleeding or Bruisin

S

Exccss Blcedin from Sr.rPacemaker,{CD
tjltrasound ofthc lleart (Echo)Do vou have an Advance Care IJirective
An exam bl a cardiologist (heart doctor)Breast Cancer
I Icart CathelcrizationHad a mammogram done. [f],cs. Ycar
Irregulart Heart Bea! Palpitalions/A-l'ibHave had Plu Vaccine
Blood TransfusionIIavc you had Pncumonia Vaccinc

and/or Iblood clots inDo IcAny loose or chipped tccth
Hearing AidCaps/Bridges,Dentures/Root Canal/Crowns

Classcs/ ContaclsMandibular Joint DiscaseTem
I Icart FailurcHistory of Asthma

tentsHeart Valve DisorderBTuberculosis
Do you take Prc-Dental AntibiolicsIligh Blood Pressure

Stomach lJlccrChest Pain
DisorderKidnned l0- 15 pound in lhe Last ]ear?Have

d DisordcrThDo you ha\e exccssi\c da;1imc slccpiness?

Liver Diseasc. Jaundice, I lepatitis/ScizuresEpil
Multi le Scleroisis or PoLioHiston, of Anemia

IIead InjStiokc
Scoliosissicklc-Cell AnemitTrait

Rieumatic I;ever

Deccascd Mothcr: Living

lnfeclions diseases or conditions elfecting immune syslem

,Pleasc circlc AIDS.IIIV infcction. radiot ,chcmolherapy

No

l

I'

Other medical conditions not listed

List Allergies to medication; I,ATEX AI,I,ERGY?:

List all medications you are taking atrd dosage Medication continued

List all previous Surgeries : Year Reason

x X

Signalurc ofPatient. Parcnt, or Legal Guardian Datc


