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PATIENT NAME






TODAY’S DATE_____________________

DATE of BIRTH

           AGE
     M        F

ADDRESS









             STREET



CITY

         STATE
ZIP CODE

HOME PHONE                                                        WORK PHONE



     CELL PHONE


SSN #
                                                                 EMPLOYER__                                    __________________________ 
EMAIL ADDRESS:










WOULD YOU LIKE TO RECEIVE INFORMATION ON ACTIVITIES AND EVENTS THROUGH EMAIL?            YES   NO     
MARITAL STATUS:        S        M        D        W

HEIGHT_______        WEIGHT_______
BILL TO : IF SAME AS ABOVE CHECK HERE  
RESPONSIBLE PERSON NAME





RELATIONSHIP

________
ADDRESS








TELEPHONE




CITY, STATE, ZIP







SSN#





EMPLOYER







TELEPHONE



PRIMARY INSURANCE











POLICY #





GROUP



PLAN



SECONDARY INSURANCE












POLICY #





GROUP



PLAN



medical information

For your benefit it is necessary that you answer these questions as accurately as possible so that we can determine your physical condition before undergoing surgery.

Primary physician’s name

  








________________
Referring Physician

  








________________
Reason for seeing the doctor   ________________________________________________________________________________________




medical history

Past Surgical procedures with Dates












Current Medications





ALLERGIES








__________________________




            (Please go to next page)
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Do you have or have ever had any of the following?

                                
YES     NO 

                                      YES     NO



YES     NO
     Heart disease
___    ___

Liver Disease
___    ___

Asthma

___    ___

     HIgh blood pressure 
___    ___

Dry eye syndrome
___    ___

Glaucoma
___    ___

     Shortness of breath
___    ___

Hepatitis

___    ___

Nervous condition
___    ___
     Chest pain
___    ___

Cancer

___    ___

Depression
___    ___
     Diabetes
___    ___

Anemia

___    ___

Cold sores
___    ___
     Seizure disorder
___    ___

Easy Bruising
___    ___


     Thyroid disease
___    ___

Bleeding Disorder
___    ___
     Kidney disease
___    ___

AIDS/HIV

___    ___
DO YOU TAKE : 


YES    NO



YES    NO



YES    NO
     Heart medication
___    ___

Blood thinners
___    ___

Garlic

___    ___
     High blood pressure
___    ___

Aspirin

___    ___

Ginseng

___    ___
         medication



Ginger

___    ___

Ginkgo

___    ___
     Diuretics (water pills)
___    ___

Saint John’s wort
___    ___

Steroids

___    ___
     Anti-inflammatories
___    ___

Echinacea
___    ___

Testosterone
___    ___
Do you smoke?
YES
NO
If yes, how much?




________________________
Do you drink alcohol?
YES
NO
If yes, how often?




________________________
Have you ever had a problem with drugs or alcohol now or in the past?
YES
NO

Please list any additional medical problems that have not been addressed : 

Additional Information:

How did you hear about our practice? 


_____  My physician




_____  My insurance provider



_____  A friend/family member



_____  A seminar given by the practice

_____  Another Patient




_____  An article or advertisement

_____  Internet search




_____  Washingtonian

_____  Other






_____  Bethesda Magazine
Please check any of the following plastic surgery issues that are of interest to you:
_____  Botox injections



_____  Facelift/Browlift


_____  Acne
_____  Breast enhancement



_____  Eyelid surgery


_____  Birthmarks
_____  Breast reduction



_____  Rhinoplasty (nose job) 

_____  Skin care products
_____  Breast lift



_____  Laser resurfacing 


_____  Skin care advice
_____  Abdominoplasty (tummy tuck) 

_____  Skin rejuvenation


_____  Scar management
_____  Body contouring



_____  Chemical peels 


_____  Hair removal
_____  Liposuction



_____  Micro-dermabrasion 


_____  Laser treatments

_____  Thigh lift



_____  Facial fillers (fat, collagen, other)
_____  Sunscreen advice
_____  Otoplasty (ear pinning)

_____  Liver/age spots 


_____  Other
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PATIENT’S AUTHORIZATION TO RELEASE MEDICAL INFORMATION AND CLAIM PAYMENT AUTHORIZATION

I HEREBY AUTHORIZE THE ABOVE PHYSICIAN(S) TO RELEASE ANY INFORMATION REGARDING SERVICES RENDERED BY HIM AND ALLOW A PHOTOCOPY OF MY SIGNATURE TO BE USED TO FILE INSURANCE.







X











DATE





PATIENT

I AGREE TO PRESENT ALL CLAIMS TO MY HEALTH INSURANCE CARRIER. I UNDERSTAND THAT I WILL REMAIN LIABLE FOR ALL PHYSICIAN’S CHARGES, AND IN THE EVENT OF PAST DUE ACCOUNTS, I UNDERSTAND THAT COLLECTION COSTS, COURT COSTS, AND REASONABLE ATTORNEY’S FEES WILL APPLY TO ALL PAST DUE ACCOUNTS. I HEREBY AUTHORIZE AND DIRECT PAYMENT CHECK(S) FOR BENEFITS DUE ME FOR THE SERVICES RENDERED BY THE ABOVE NAMED PHYSICIAN(S) TO BE MADE DIRECTLY TO HIM.







X










DATE





PATIENT

WHY YOUR PHYSICIAN RECOMMENDS MEDICAL PHOTOGRAPHS AS A FIRST STEP IN PLASTIC OR COSMETIC SURGERY: 

· They provide an accurate record of your appearance before surgery

· Should you or your physician decide on further consultations, photographs add scope and clarity to your discussions

· They assist your physician in planning your operation. Accurate medical photographs act as an “instrument” the doctor can work with using overlays, drawings and written indications for guidance.

· In the operating room, your photographs become an integral part of the surgical procedure, serving as an immediate and reliable reference during every step.

· Medical photographs are a reliable visual document to which you and your surgeon can refer at any time.

CONSENT TO TAKE AND RELEASE OF PHOTOGRAPHS
I hereby authorize Chevy Chase Plastic Surgery, LLC to take and use pre-operative, intra-operative, and post-operative photographs for professional medical purposes deemed appropriate.  This may include, but is not limited to, showing these images for purposes of medical and patient education.

I understand that I will not be entitled to monetary payment or any other consideration as a result of any use of these images.






X










DATE





PATIENT

THANK YOU FOR VISITING THE PRACTICE OF DRS. BRUNO AND BROWN.
