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PARK AVENUE SMART LIPO
Aesthetic Plastic Surgery





Name: _________________________________________ Date: ______________________
[image: image1.png]Date of birth:
____________________
Gender:
Male

Female

Address: Street & Number: _____________________________________________________
City: ___________________________ State:_______ Zip code:____________
Phone Number: home: _____________________ cell: _____________________
Email Address: ____________________________________________________
Occupation: _____________________________________________
Social Security #: ___________________________
Emergency Contact: _______________________________Phone #:_____________________
Reason for Visit: __________________________________________________

Please take a few moments to answer the following questions:

What is your:

Height:
________
Weight: _________

List any medical problems or conditions that you may have below:

None         _______________________________________________________________

List any surgical procedures you have had done below:


 None
          _______________________________________________________________
Are you allergic to any type of medication?




Yes/No

If yes, which ones? ________________________________________________________

Are you taking any prescription medications?



Yes/No

If yes, which ones? ________________________________________________________

Have you taken aspirin within the last week?



 Yes/No

Do you regularly take any herbal products?




 Yes/No

If yes, which ones? ________________________________________________________

Are you a smoker?







Yes/No

If female, is there any chance that you could be pregnant?


Yes/No

Can we leave a message at your home number?
Yes/No
At your work?
Yes/No
Can we discuss your medical condition with anyone in your household?
Yes/No
Referred by:
Friend/Family

Print Ad
Internet
Other__________________

Are you interested in financing?




  Yes/No
PF-1000


  



Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY NOT BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION

PLEASE REVIEW IT CAREFULLY

Uses and Disclosures

Treatment.  Your health information may be used by staff members or disclosed to other health care professionals for the purpose of evaluating your health, diagnosing medical conditions, and providing treatment.  For example, results of laboratory tests and procedures will be available in your medical record to all health professionals who may provide treatment or who may be consulted by staff members.

Payment.  Your health information may be used to seek payment from your health plan, from other sources of coverage such as an automatic insurer, or from credit card companies that you may use to pay for services.  For example, your health plan may request and receive information on dates of service, the services provided, and the medical condition being treated.

Heath care operations.  Your health information may be used as necessary to support the day-to-day activities and management of PARK AVENUE SMART LIPO  For example, information on the services you received may be used to support budgeting and financial reporting, and activities to evaluate and promote quality.

Law enforcement.  Your health information may be disclosed to law enforcement agencies to support government audits and inspections, to facilitate law-enforcement investigations, and to comply with government mandated reporting.

Public health reporting.  Your health information may be disclosed to public health agencies as required by law.  For example, we are required to report certain communicable diseases to the state’s public health department.

Other user and disclosures require your authorization.  Disclosure of your health information or its use for any purpose other than those listed above requires your specific written authorization.  If you change your mind after authorizing a use or disclosure of your information you may submit a written revocation of the authorization.  However, your decision to revoke the authorization will not affect or undo any use or disclosure of information that occurred before you notified us of your decision to revoke your authorization.

Additional Use of Information

Appointment reminders.  Your health information will be used by our staff to send you appointment reminders.

Information about treatments.  Your health information may be used to send you information that you may find interesting on the treatment and management of your medical condition, We may also send you information describing other health-related products and services that we believe may interest you.

Fund raising.  Unless you request us not to, we will use your name and address to support our fund-raising efforts.  If you do not want to participate in fund-raising efforts, please check off the following box.

[  ] Please do not use my information for fund raising purposes.

Individual Rights

You have certain rights under the federal privacy standards.  These include:

The right to request restrictions on the use and disclosure of your protected health information

The right to receive confidential communications concerning your medical condition or treatment

The right to inspect and copy your protected health information

The right to amend or submit corrections to your protected health information

The right to receive an accounting of how and to whom your protected health info. Has been disclosed

The right to receive a printed copy of this notice
Duties of PARK AVENUE SMART LIPO
We are required by law to maintain the privacy of your protected health information and to provide you with this notice of privacy practices.
We are also required to abide by the privacy policies and practices that are outlined in this notice.

Rights to Revise Privacy Practices

A permitted by law, we reserve the right to amend or modify our privacy policies and practices.  These changes in our policies may be required by changes in federal and state laws and regulations.  Upon request, we will provide you with the most recently revised notice on any office visit.  The revised polices and practices will be applied to all protected information we maintain.

Requests to Inspect Protected Health Information
You may generally inspect or copy the protected health information that we maintain.  As permitted by federal regulation, we require that requests to inspect or copy protected health information be submitted in writing.  You may obtain a form to request access to your records by contacting PARK AVENUE SMART LIPO.  Your request will be reviewed and will generally be approved unless there are legal or medical reasons to deny the request.


Complaints

If you would like to submit a comment or complaint about our privacy practices, you can do so by sending a letter outlining your concerns to:

If you believe that your privacy rights have been violated, you should call the matter to our attention by sending a letter describing the cause of your concern to the same address.

PF=2000
Acknowledgement of Receipt of Notice of Privacy Practices

PARK AVENUE SMART LIPO reserves the rights to modify the privacy practices outlined in this notice.

I have received a copy of the Notice of Privacy Practices for PARK AVENUE SMART LIPO

_______________________________________________

Name of Patient (Print or type)

_______________________________________________

Signature of Patient

_______________________________________________

Date

_______________________________________________

Signature of Patient Representative

(If patient is a minor or adult unable to sing this form)

_______________________________________________

Relationship of Patient Representative to Patient (If applicable)

FOR OFFICE USE ONLY

BODY CONTOURING EXAMINATION SHEET

Name:_________________________________________
Date: _________________

Gender:    M        F



Age:
 _____________

Height:      ____________


Weight: _____________

Medical Allergies:
_________________________________ NKDA

Medications:

_________________________________ NONE

Smoker:

Y          N               Pregnancy: Yes___ NONE

PMH:   ___________________________________________________________

PSH:    ____________________________________________________________

HR:   
______
Resp: 
______
BP:  
_____/_____

Gen:
_________________________________________________________________________
CV:
_________________________________________________________________________
Lungs: _______________________________________________________________________
Abd:
_________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
Candidate    Not Candidate

Procedure (s):  ______________________________________________________________________________
______________________________________________________________________________
Notes:  _______________________________________________________________________

____________________________________________________________________________________________________________________________________________________________
Patient:
___________________________________ Date: ____________________________
Review of Systems: Mark any symptoms or illnesses, which have occurred in the past five years or may impact your health (such as chronic diseases or disability), hospitalizations or surgeries.

General
Normal

Fever



Weight loss/gain

Neurologic
Normal

Head injury


Stroke


Seizure






Memory loss


Paralysis

Eyes

Normal

Poor vision


Cataracts

Glaucoma

Ears

Normal

Poor hearing


Hearing aid

Balance problems

Nose/Throat
Normal

Nosebleeds


Allergies

Frequent stuffiness

Mouth

Normal

Dental problems

Loose teeth or dentures

Neck

Normal

Goiter



Neck pain

Swollen glands

Endocrine
Normal

Thyroid disease

Diabetes

Heart

Normal

Heart attack


High blood pressure
Heart murmur






Palpitations


Chest pain/angina
Rheum. Fever

Lungs

Normal

Difficulty breathing

Chronic cough

Wheezing






Spitting up blood

Bronchitis

Asthma






Emphysema


Pneumonia

Tuberculosis

Digestive
Normal

Difficulty swallowing

Heartburn/ulcer
Diarrhea






Nausea/vomiting

Constipation



Liver

Normal

Hepatitis


Jaundice

Gallstones

Urinary
Normal

Blood in urine


Kidney stone

Kidney failure









Hem dialysis

Back

Normal

Back injury


Chronic back ache or stiffness

Extremities
Normal

Joint pain/injury

Weakness/paralysis
Arthritis




Bleeding
Normal

Easy bruising


prolonged bleeding







Bloody urine/stool

Anemia






Transfusion


Heavy menstrual bleeding

Gynecologic
Not applicable/Normal



Other________________
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