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PATIENT ACKNOWLEDGEMENT AND CONSENT 
 
 
I have been given a copy of PPRS/PSC/MHC/Avatar Notice of Privacy Practices.  I consent to the uses and disclosure of my health 
information as outlined in the Notice. 
 
 
___________________________________  _____________________ 
Signature of Patient or Representative   Date 
 
 
___________________________________  
Printed Name of Patient 
 
 
___________________________________ 
Printed Name of Representative 
 
 
Please describe the Representative’s authority to act on behalf of the Patient (initial one). 
 
(         )  The representative is the parent of the patient, who is a minor. 
 
(         )    The representative is the guardian of the patient, who has been adjudicated incompetent. 
 
(         )    The representative is acting under a Durable Power of Attorney for Health Care for the patient, 
               and has presented a copy of this document to PPRS/PSC/MHC personnel. 
 
(         )   I authorize/give my consent to the person(s) below to discuss my PHI.  I understand that I may revoke this authorization at               
any time by giving written notice to PPRS/PSC/MHC: 
 
 
 1.  _________________________________  __________________________ 
             (Name)     (Relationship) 
 
  
 2.  _________________________________  __________________________ 
             (Name)     (Relationship) 
  
 
 3.  _________________________________  __________________________ 
             (Name)     (Relationship) 
 
________________________________________________________________________________________ 

FOR OFFICE USE ONLY 
 

If acknowledgement of receipt of the Notice of Privacy is not obtained from the patient or the patient’s representative, please explain 
your efforts to obtain their acknowledgment and reason you could not obtain it. 
________________________________________________________________________________________
________________________________________________________________________________________ 
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Patient Name:  Date: 

Height: Weight: 

YES NO GENERAL INFORMATION 
  Do you smoke?  If yes, how much: 
  Do you drink alcohol?  If yes, please estimate your consumption: 

Daily:                                   Weekly:                                   Occasionally:                                        None: 
  Are you allergic to any pills, drugs or medicines?  If yes, please list: 

 
  Please list ALL medications you are taking, including birth control pills, diuretics (water pills), blood pressure or heart medications, tranquilizers, hormones, 

steroid medications, cortisone, blood thinners, aspirin, bufferin, etc. 
 
 
 

  Have you ever had a reaction to general anesthetic (being put to sleep)? 
  Do you have high blood pressure?  If yes, please list any medications you are taking for it. 

 
  Do you form heavy scars? 
  Do you have frequent infections or boils? 
  Have you ever had any excessive bleeding problems? 
  Have you taken a course of steroids (prednisone, cortisone) in the last year? 
  Do you or a member of your immediate family have a history of blood clots or pulmonary embolism? 
  Do you have a history of RSD or regional nerve pain? 
  Have you ever had any significant emotional problems? 
  Have you ever been advised to have, or have you had, psychiatric treatment? 
  Have you seen other plastic surgeons about the SAME problem(s) that brings you here today? 
  If INJURY is the reason for your visit, please answer the following. 

Date and Time of INJURY: 
 Motor Vehicle             Pedestrian                Animal Bite                 Work Related                Other 
Give Detail: 

  Have you ever been pregnant?  If yes, how many times?                              How many children do you have? 
  Are you pregnant now? 

Have you had any serious illnesses or injuries related to the following areas?  If yes, please explain. 
YES  NO Area Explanation YES NO Area Explanation 
  Brain    Urinary  
  Eyes    Kidney  
  Ears    Bleeding 

Problems 
 

  Nose    Reproduction  
  Breast    Nervous/ 

Nerves 
 

  Lungs    Extremities  
  Heart    Endocrine 

(Diabetes) 
 

  Intestine    Jaundice  
  Abdomen    Other  

Previous Surgical History – Please List ALL Surgeries 
Operations/Procedures Year Complications 
   
   
   
Serious Injuries?   Year History – Type of Injury 
   
   
   
Patient Signature: If not patient, your relationship: 
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GENERAL INFORMATION 
Today’s Date 
 
 

Prefix   
Mr.    Mrs. 
Ms.    Dr.   
Miss                    

First Name 
 
 

Middle Name Last Name 

Street Address (No POB) 
 
 

City State Zip 

Social Security No. 
 

Marital Status 
Married            Single            
Divorced          Widowed 

Date of Birth AGE Spouse’s Name (if applicable) 

Gender 
Male   
Female 

Home Phone Work Phone w/Ext. Cell Phone Pager Other Phone 

Preferred Contact Number         Home Phone      Work Phone       Cell Phone         Pager          Other Number 

Is it okay to leave phone messages? 
YES         NO  

Email Address (We do not share emails addresses w/ other companies) 
 

REASON FOR VISIT AND PATIENT STATUS 
Reason for Today’s Visit: Patient Status:   

 New Patient         Existing Patient 

EMERGENCY CONTACT INFORMATION 
First Name 
 
 

Last Name Relationship Home Phone 
 

Work/Cell Phone 
 

WHO ARE YOU HERE TO SEE? 
 Clofine, Richard (DO)  
 Dhanani, Nadya (BHMS) 
 Gordon, Julian (MD) 
 

 Gould, Brad (MD) 
 Greenberg, Mike (DC) 
 Kolb, Susan (MD, FACS) 
 

 Lawson, Carolyn 
 Nair, Satish 
 Stockton, Cindy (LE) 

 Yalif, Asaf (MD) 
 Other:________________ 

EMPLOYMENT 

Employment Status   Full Time         Part Time         Full Time Student         Part Time Student            Retired             Other 

Occupation 
 

Company Name Manager’s Name 
 
 

Employer Street Address (NO POB) 
 
 

City State Zip 
 

ADDITIONAL PERSONAL INFORMATION 
Ethnicity   African-American     Asian      Caucasian    Hispanic      Native American    Other_________________________     

Date of Current Illness/Accident Were You Injured on the Job?      Yes          No 
PRIMARY CARE PHYSICIAN 

Primary Care Physician Name 
 
 

Primary Care Physician’s City & State 

WERE YOU REFERRED BY ONE OF THE FOLLOWING? 
 Patient       Physician       Primary Care Physician      Attorney     Other____________________________ 

If so, please complete the information below so we can thank them. 
Company or Practice Name 
 
 

First, Middle Last Name Gender 
Male   Female 

Street Address (NO POB) City State Zip 
 
 

Phone Number: Fax Number: 
 
 



 
PRIMARY INSURANCE COMPANY INFORMATION 

Name of Insurance Company 
 
 

Contact Name (if applicable) 

Claims Address City State Zip 
 
 

Customer Service Number 
 
 

Effective Date Co-Pay 

Insurance Plan Name Plan Type  
(HMO, PPO, POS, etc) 

Patient’s Policy Number Group OR FECA No.  
 
 

GUARANTOR/POLICY HOLDER INFORMATION 
Please complete the information below if you are not the primary insurance policy holder. 

Policy Holder’s First Name 
 
 

Policy Holder’s Middle Name Policy Holder’s Last Name 

Policy Holder’s Street Address (NO PO Box) City State Zip 
 
 

Policy Holder’s Employer 
 
 

Policy Holder’s Date of Birth Policy Holder’s Social Security No. 
 

Policy Holder’s Phone Number 
 
 

Relationship to Policy Holder Policy Holder’s Gender 
Male   Female 

ATTORNEY INFORMATION 
You may be asked to sign an attorney/patient lien. 

Attorney Name 
 
 

Attorney Phone Attorney Fax 
 

Attorney Address 
 
 

City State Zip 

Do you need auto/medical insurance filed also?      Yes          No 
INSURANCE DISCLAIMER 

Any insurance benefits our office discusses with you are based on verbal conversations with your insurance carrier(s). We do not guarantee the accuracy of this information, nor do 
we determine eligibility, medical necessity, or the existence of a pre-existing condition. Please contact your Insurance carrier(s) for more information. 

FINANCIAL AGREEMENT 
1. All information is accurate to the best of my knowledge. 
2. I authorize the release of all medical records necessary to insure payment to Plastikos Plastic & Reconstructive Surgery, Millennium Healthcare, 

Holisticare South or their representative(s). 
3. I assign all benefits payable to Plastikos Plastic & Reconstructive Surgery, Millennium Healthcare or Holisticare South and agree to give fifteen days 

written notice should I decide to void that agreement. 
4. All accounts are due and payable on the date of service unless prior arrangements have been made. There will be a $28.00 fee assessed for returned 

check fees. 
5. As a courtesy, my insurance may be filed.  Regardless of coverage, all accounts are due and payable within 60 days. 
6. If Plastikos Plastic & Reconstructive Surgery agrees to accept an attorney lien, I understand that regular monthly payments are due from date of service 

until the case is settled. I also understand Payment in full is due within 30 days of the date of settlement. 
7. Plastikos Plastic & Reconstructive Surgery, Millennium Healthcare and Holisticare South reserve the right to modify this agreement with ten days written 

notification. 
8. Interest in the amount of 1.5% monthly may be charged to any account with a balance greater than 60 days. 
9. I authorize the Physicians to use images of me for identification purposed and/or images captured during the course of treatment for 

educational/instructional purposes. 
10. In the event that my account is delinquent, I understand and agree that I will be responsible for attorney fees (15%), court costs, or any related fees. In 

addition, I understand and agree that should my account be turned over to a collection agency that I will be responsible for any collection fees (30%). 
Signature of Patient or Guarantor 
 

Today’s Date 

INTERNAL USE ONLY 
Driver’s Lic Copy Insurance Copy Photo Taken  Auto Insurance (if applicable) Your Initials 
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Biotoxicity Symptom Questionnaire 
 

Rate each of the following symptoms based upon your typical health profile: 
 

POINT SCALE 
0 Never or almost never have the symptoms 
1 Occasionally has it, effect is not severe 
2 Occasionally has it, effect is severe 
3 Frequently has it, effect is not severe 
4 Frequently has it, effect is severe 

 
 
Add up the numbers to arrive at a total for each section below, and then add the totals for each section to arrive at the grand total. If any individual 
section total is 10 or more, or the grand total is 50 or more, you may benefit from a detoxification program. 
 
DIGESTIVE ENERGY/ACTIVITY JOINT/MUSCLES 
____ Nausea or vomiting ___ Fatigue, sluggishness ____Pain or aches in joints 
____ Diarrhea ____ Apathy, sluggishness ____ Arthritis 
____ Constipation ____ Hyperactivity ____ Stiff, limited movement 
____ Bloated feeling ____ Restlessness ____ Pain, aches in muscles 
____ Belching, passing gas ____ TOTAL ____ Weakness or tiredness 
____ Heartburn  ____ TOTAL 
____ TOTAL   
   
EMOTIONS HEAD NOSE 
____ Mood Swings ____ Headaches ____ Stuffy nose 
____ Anxiety, fear, nervous ____ Faintness ____ Sinus problems 
____ Anger, irritability ____Dizziness ____ Hay fever 
____ Depression ____ Insomnia ____ Sneezing attacks 
____ TOTAL ____ TOTAL ____ Excessive mucus 
  ____ TOTAL 
   
EYES MIND HEART 
____ Watery, itchy eyes ____ Poor memory ____ Skipped heartbeats 
____ Swollen, reddened or sticky eyelids ____ Confusion ____ Rapid heartbeats 
____ Dark circles under eyes ____ Poor concentration ____ Chest pain 
____ Blurred/tunnel vision ____ Poor coordination ____ TOTAL 
____ TOTAL ____ Difficulty making decision  
 ____ Stuttering, stammering  
 ____ Slurred speech  
 ____ Learning disabilities  
 ____ TOTAL  
   
LUNGS MOUTH/THROAT WEIGHT 
____ Chest congestions ____ Chronic coughing ____ Binge eating/drinking 
____ Asthma, bronchitis ____ Gagging, need to clear throat ____ Craving certain foods 
____ Shortness of breath ____ Sore throat, horse ____ Excessive weight gain 
____ Difficulty breathing ____ Swollen or discolored tongue, gums, lips ____ Compulsive eating 
____ TOTAL ____ Canker sores ____ Water retention 
 ____ TOTAL ____ Underweight 
  ____ TOTAL 
   
EARS SKIN OTHER 
____ Itchy ears ____ Acne ____ Frequent illness 
____ Earaches, ear infection ____ Hives, rashes, dry skin ____ Frequent/urgent urination 
____ Drainage from ear ____ Hair loss ____ Genital itch, discharge 
____ Ringing in ears, hearing loss ____ Excessive sweating ____ TOTAL 
____ TOTAL ____ TOTAL  

 
Grant Total: ______________ 
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