Maloney Plastic Surgery
Patient Name: ____________________________ Age: ___  Date of Birth: _______  Weight:____ Height:____ 
How would you like our office to address you?  □ first name
   □ Mrs. or Mr. last name  □other ______________
Home Phone: _________________ Cell Phone: _____________________ Work Phone: ________________

Address:________________________________________  City:_________ State:_________ Zip:_________

May we call you at   Home □    Cell □     Work □       Occupation: _____________________________________
Contact Incase of Emergency:  Name__________________________Phone Number ___________________

Marital Status:    single     married     divorced     widow               Spouse’s name ________________________ _______________________________________________________________________________________
Primary Care Physician: ________________________ Phone: _______________  Fax__________________

Address__________________________________City/State_______________________Zip______________
Referring Physician: ____________________________Phone: _______________  Fax__________________

Address__________________________________City/State_______________________Zip______________
Reason for your visit today: _______________________________________________________________
How did you hear about us? _________________________________________________________________
Drug Allergies:

Do you currently have any of the following conditions?

	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	General Health
	
	
	Allergy
	
	
	Genitourinary
	
	

	
	(
	(
	Environmental Allergies
	(
	(
	Pain w/ Urination
	(
	(

	Eyes
	
	
	Medication Allergies (See Above)
	(
	(
	Kidney/Bladder Infection
	(
	(

	Cataract
	(
	(
	Influenza Vaccine
	(
	(
	Kidney Stone
	(
	(

	Glaucoma
	(
	(
	Date:


PPD
	(
	(
	Hysterectomy
	(
	(

	Visual Disturbance
	(
	(
	Date:

 Pneumovax
	(
	(
	
	(
	(

	
	(
	(
	
	(
	(
	
	(
	(

	Ear, Nose and Throat
	
	
	
	(
	(
	Muscoloskeleta
	
	

	Sore Throat
	(
	(
	
	(
	(
	Joint Pain/Swelling
	(
	(

	Sinus Drainage
	(
	(
	Cardiac
	
	
	Back Pain
	(
	(

	
	(
	(
	Heart Disease
	(
	(
	Back Injury
	(
	(

	Respiratory
	
	
	Heart Attack (MI)
	(
	(
	Date:          Back Surgery                    
	(
	(

	Prior Intubation
	(
	(
	Angina
	(
	(
	
	
	

	
	(
	(
	Heart Failure
	(
	(
	
	
	

	Gastrointestinal
	
	
	Hypertension
	(
	(
	Endocrine
	
	

	Nausea
	(
	(
	Pacemaker
	(
	(
	Diabetes
	(
	(

	Vomiting
	(
	(
	Cardiac Bypass
	(
	(
	Insulin dependent DM
	(
	(

	Abdominal Pain
	(
	(
	Cardiac Cath
	(
	(
	Oral medication -DM
	(
	(

	Diarrhea
	(
	(
	Angioplasty
	(
	(
	           Diet controlled DM
	(
	(

	Black/Bloody Stools
	(
	(
	
	(
	(
	Thyroid disease
	(
	(

	Appendectomy
	(
	(
	Heme/Lymph
	
	
	Psychiatric Disorders
	(
	(

	Gall Stones
	(
	(
	
Lymph Swelling
	(
	(
	Neurologic
	
	

	Hepatitis
	(
	(
	High Cholesterol
	(
	(
	CVA
	(
	(


Past Medical History:

Have you ever had any of the following?

	Anemia
	( Yes 
	( No
	Heart murmur
	( Yes 
	( No
	Mitral valve prolapse
	( Yes 
	( No

	Arthritis
	( Yes 
	( No
	Diabetes
	( Yes 
	( No
	Rheumatic fever
	( Yes 
	( No

	Asthma
	( Yes 
	( No
	Glaucoma
	( Yes 
	( No
	Skin cancer
	( Yes 
	( No

	Bleeding problem
	( Yes 
	( No
	Hepatitis
	( Yes 
	( No
	Stroke
	( Yes 
	( No

	Blood transfusion
	( Yes 
	( No
	High blood pressure
	( Yes 
	( No
	Thyroid disease
	( Yes 
	( No

	Cancer (other)
	( Yes 
	( No
	HIV/AIDS
	( Yes 
	( No
	Tuberculosis
	( Yes 
	( No

	Heart disease
	( Yes 
	( No
	Kidney disease
	( Yes 
	( No
	
	( Yes 
	( No


If yes to any of the above, please describe the condition:

Family History: 

Do you have family members with any of the following conditions:

	Breast Cancer
	( Yes 
	( No
	Diabetes
	( Yes 
	( No
	Heart Disease
	( Yes 
	( No

	Melanoma
	( Yes 
	( No
	Stroke
	( Yes 
	( No
	Kidney Disease
	( Yes 
	( No

	Other Cancer
	( Yes 
	( No
	High Blood Pressure
	( Yes 
	( No
	Depression
	( Yes 
	( No


If yes to any of the above, please describe the condition and identify your relation to the family member:

Social History:
Do you smoke? yes ___  no ___If so, how many packs per day? ______If you smoked in the past, when did you quit? ______   On average, how many alcoholic drinks do you have per week? ______

Past Surgical History:

Please list any previous surgery with approximate dates:

	Procedure
	Date
	Procedure
	Date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Medications:

Please list any prescription, non-prescription, and herbal medications you are taking.  If you have a long list, please provide it for us to copy.

_____________________   _____________________   _____________________   ____________________

_____________________   _____________________   _____________________   ____________________
_____________________   _____________________   _____________________   ____________________
Preferred Pharmacy:
Pharmacy:  Walgreens, CVS or ___________   

Cross Streets 
____________________________








Phone Number
____________________________
Privacy Policies:
My signature below indicates that I am aware of the notice of privacy practices effective 7/1/04.

(Privacy practices are posted in the lobby of our office and a copy will be provided to you upon request)

The office has my permission to release information within my medical record including, but not limited to, insurance information, billing information, procedure and operative notes to the following person(s):

□
NONE

□
spouse 

____________

□
child(ren)
____________

□
parent

____________

□
other

____________

The office has my permission to contact me via:

□home phone          □cell phone         □work phone         □mail           □e-mail
________________________________________

   ___________

      Signature of patient or legal representative



date

Relationship to Patient 
□Self     □Spouse     □Parent     □Other____________











Patient Information Form 
PATIENT INFORMATION




SPOUSE/PARENT/RESPONSIBLE PARTY    (Circle One)

Name:







Name:


(First)
        (Initial)
    (Last)




(First)
          (Initial)
           (Last)

Address:                                                          


Address:








City:







City:








State:


Zip:




State:


Zip:





Phone Number:(                )




Phone Number:(                )





Sex:
M
F
Birthdate:



Sex:
M
F
Birthdate:




Marital Status:
M    S    D    W




Marital Status: 
M    S    D    W

Soc. Security Number:





Soc. Security Number:






Employer:






Employer:







Employer’s Address:





Employer’s Address:









Business Phone:(                )




Business Phone:(                )





PRIMARY CARE PHYSICIAN Full Name:




Phone Number:(        )




REFERRING PHYSICIAN :






NPI #: ______________________________
WORKERS COMP INFORMATION Claim #:



Phone Number:(        )





Carrier/Contact:




 Claims Address:









PRIMARY INSURANCE




SECONDARY INSURANCE

Company:






Company:







Address:







Address:








City:


State:

Zip:


City:


State:

Zip:



Policy #:


Group #/Name:



Policy #:


Group #/Name:




Policyholder’s Name:



DOB__

Policyholder’s Name:



DOB


Relationship to Insured:   Wife   Husband    Child


Relationship to Insured:   Wife   Husband    Child

Unless you are a member of an insurance company that is contracted with MALONEY PLASTIC SURGERY payment for services is expected on the day of the visit.  Payment may be made by check, cash or credit card.

I authorize MALONEY PLASTIC SURGERY to release any information acquired in the course of my examination or treatment to my insurance company in order to file a claim.  I also understand that there may be a balance due from me after my insurance pays their portion.  I also authorize payment directly to and assign to THE INSTITUTE FOR PLASTIC AND PERIPHERAL NERVE SURGERY any surgical/medical benefits.  A photostatic copy of this release shall be as valid as the original.  I understand that if my account is not paid when due, I will be responsible for all costs incurred in the collection process of my account.  I further understand that my account will be reported to a credit bureau.

 MALONEY PLASTIC SURGERY does not deny benefits or services because of race, color, national origin, age, sex, disability, religious or political beliefs.  If you feel you have been discriminated against, you may file a Complaint of Discrimination with the Administrator of this facility.  You will not suffer any penalty because you file a complaint.

Date:




Signature of Patient/Responsible Party:




















        1/07
 Date: ____________________ Physician: ____________________        OFFICE CO-PAY:      $5.00   $10.00   $15.00   $20.00   $25.00   $30.00


_____________








