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Please fill out the following information:

Today’s Date: _______________________ 

Patient’s Name:______________________

Date of Birth:________________________

Age:_____________ Email:________________________________________________
Home Address:__________________________________________________________
Social Security #: ______________________________

Home Phone#:_______________________  Cell Phone/Other #:___________________

Occupation:_________________________  Employer:___________________________

Marital Status: _______________________

Spouse/Significant Other (SO) Name:_____________________

Spouse/SO Occupation:______________________Spouse/SO Phone #:______________

Family Physician/Internist:__________________________ Phone #_________________

Reffered by:_____________________________________________________________

How did you hear about our practice?_________________________________________

Has this office treated a member of your family?___________If yes, Whom?__________

Emergency Contact:

Name:_________________________ Relationship:______________________________

Home Phone:___________________  Work/Cell Phone:__________________________

Purpose of Today’s Visit: 

Please specify in your own words:____________________________________________

________________________________________________________________________________________________________________________________________________

Please circle the procedure(s) you are interested in:

Breast Augmentation (implants)

Liposuction

Tummy Tuck

Breast Lift/Reduction

Face Lift

Rhinoplasty (nose surgery)

Eyelid Surgery

Brow Lift

Ear Surgery

Gynecomastia Surgery

Injectable Treatments

Reconstructive Surgery

Have you consulted other Physicians/Plastic Surgeons regarding this?____________

If Yes, Physician/Practice Name__________________________________________

Injuries:

Is this consultation related to an injury?_______

If yes: 


Injury Date:___________________


Injury Place:___________________


Specify if the injury is related to: Work, Car accident, Other_____________

Have you been previously treated for this injury?____________________________

Name of Hospital/Physician who treated you:_______________________________

Medications:
Please list any medications you are taking:

(include Vitamins, Herbal supplements, Birth control pills, etc.)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are there any medications you have difficulty tolerating?

________________________________________________________________________

Do you have any allergies to medications, food, etc.?

________________________________________________________________________

Medical History:

Height:________________Weight:___________________

Have you ever been pregnant?______________ If yes how many times?______________

How many children do you have?__________Are you pregnant now?________________

When was your last menstrual cycle?________________

Have you gained or lost a significant amount of weight in the last year?______________

When was your last mammogram?____________________________________________

When was your most recent physical?_________________________________________ Where?_________________________________________________________________

Did you have an EKG?________ Chest X-ray?__________________________________

Do you smoke?________________ If yes, how much per day?_____________________

Does anyone in you household smoke?________________________________________

Do you consume alcohol?________ If yes, how much per day?_____________________

Do you drink coffee, tea, other caffeinated beverages?____________________________

How much per day?_________________________________________________
Emotional History:

Do you have any significant emotional problems?________________________________

If yes, please explain_________________________________________________

Have you ever had Psychiatric/Psychological Care?______________________________

If yes, please explain_________________________________________________

Have you ever been diagnosed with Body Dysmorphic Disorder?___________________

Are you very concerned about the appearance of some part of your body that you consider especially unattractive?_______________________________________Yes/No


If yes, do these concerns preoccupy you? Do you think of them a lot and wish you could think about them less? (please explain)___________________________________ ________________________________________________________________________

Are you concerned that you are not thin enough or that you might become too fat?Yes/No

Has this caused you a lot of distress, torment, or pain?______________________Yes/No

Has it interfered with your social life, interactions with friends and family?_____ Yes/No

Has it interfered with your school, work, other daily activities?_______________Yes/No  

Are there things that you avoid because of your concerns?___________________Yes/No

How much time do you spend thinking about your “defect” per day on average?

Less than 1 hour a day

1-3 hours a day

More than 3 hours a day
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Do you have or have you had any of the following? (Please check yes or no)

AIDS or HIV positive
Anemia

Arthritis

Asthma

Back problems
Blood clots in legs
Blood disorders
Bleeding problems
Breathing problems
Cancer

Chest pains

Colitis

Diabetes

Ear/eye problems
Epilepsy

Heart problems
Heart murmur
Heart palpitations

YES
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NO
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Hepatitis

High blood pressure
Irregular heart beat
Kidney problems
Migraine headaches
Nervous breakdown
Nose/throat problems
Pneumonia
Psychiatric condition
Rheumatic fever
Seizures

Shortness of breath
Skin cancer
Stomach problems
Stroke

Thyroid problems
Tuberculosis
Transfusion
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Surgery Related History:

Have you ever had a bad reaction while being put to sleep for surgery?_______________

Have any of your family members ever had problems with anesthesia?_______________

Have you ever had a reaction to a local anesthetic (Novocaine, etc.)?_________________

Do you bleed easily from cuts, surgery, tooth extractions?____________________

Do you bruise easily?_________________________________________________

Are you a slow or poor healer?__________________________________________

Do you form large scars or keloids?______________________________________

Do you have skin diseases, hives, eczema, or rashes?_________________________

Do you take steroid medications (cortisone, ACTH, etc.)?_____________________

Do you have high blood pressure?________________________________________

Do you have any back trouble?___________________________________________

Do you get short of breath while walking?__________________________________

Previous Surgeries/Hospitalizations:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family Medical History:

Do any of your relatives have any of the following (if yes, who):

Tuberculosis___________________
No__Yes________________________

Cancer________________________
No__Yes________________________

Diabetes_______________________
No__Yes________________________

Epilepsy_______________________
No__Yes_________________________

Heart Disease__________________
No__Yes_________________________

High Blood Pressure_____________
No__Yes_________________________

Lung Disease___________________
No__Yes_________________________

Kidney Disease_________________
No__Yes_________________________

Blood or Bleeding Disorder_______
No__Yes_________________________

Asthma_______________________
No__Yes_________________________

Mental Disorders_______________
No__Yes_________________________

Insurance Information:

Primary Insurance Company________________________________________

Claims Address___________________________________________________

Telephone Number________________________________________________

ID #_____________________ Group Name/#___________________________

Subscriber(primary insured)_________________________________________

Subscirber SS#_________________ Birth Date__________________________

Subscriber’s employer______________________________________________

Relationship of Patient to subscriber___________________________________

Secondary Insurance Company_______________________________________

Claims Address___________________________________________________

Telephone Number________________________________________________

ID #_____________________ Group Name/#___________________________

Subscriber(primary insured)_________________________________________

Subscirber SS#_________________ Birth Date__________________________

Subscriber’s employer______________________________________________

Relationship of Patient to subscriber___________________________________

Workman’s Compensation:

Date of Accident:__________________________________________________

Employers Address and Phone Number: ________________________________ _________________________________________________________________

Insurance Company:________________________ Claim #__________________

Insurance Company Address:__________________________________________

Phone #:___________________________________________________________

Auto Insurance:

Auto Insurance Company:____________________Claim #__________________

Insurance Company Address:__________________________________________

Phone Number:_____________________________________________________

Assignment of Insurance/Medicare Benefits

I, the undersigned, directly assign to the Bellavita Center for Plastic and Reconstructive Surgery, P.C. and John F. Hsu, D.O., MPA, all surgical and/or medical benefits otherwise payable to me by Medicare, Private Insurance, or any other health plan for services rendered to me or my dependents.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I hereby authorize any holder of medical or other information about me to release any information necessary to secure the payment of benefits.

I authorize any holder of medical or other information about me to release this information to my insurance company; its intermediaries or carriers, to my attorney or another physician’s office.  I also permit a copy of this information to be used in place of original.  This statement will remain in effect until revoked by me in writing.

Patient Signature_____________________________________ Date________________

In compliance with Medicare regulations we are required to ask the following questions:

· Do you or your spouse work for a company that provides you with health insurance? 





Yes/No

· Are you entitled to medicare because of disability or End Stage Renal Disease? 

Yes/No

· Is the illness or injury the result of an automobile accident or other injury?

Yes/No

· Has treatment for the accident or illness been authorized by the VA? 

Yes/ No

· Are you entitled to health benefits under the Federal Black Lung Program?

Yes/No

I certify that this information is complete to the best of my knowledge.

Patient Signature_____________________________________Date________________

Notice of Privacy Practices:
The Notice of Privacy Practices explains how your protected health information may be used or disclosed.  

I have received the notice of Privacy Practices.

Patient Signature_____________________________________Date_________________

Authorization for Photography and Use of Photographs

I authorize Dr. Hsu and the Bellavita Center for Plastic and Reconstructive Surgery, P.C. to take photographs, images, video, etc. as may be deemed necessary to document and plan my treatment and outcomes.  I authorize the use of these images for the purpose of public education, professional advancement, medical education, for insurance purposes, and for promotion of the practice.  My identity will not be revealed in these photos.  I authorize my photographs to be shown to prospective patients and on Dr. Hsu’s website.  I may request to have those photos removed at any time.


Patient Signature____________________________________Date__________________

Special authorization for use of Facial Photographs

I authorize the use of the images of my face under the conditions listed above. 

Patient Signature________________________

22020 Clarendon St, Suite 208, Woodland Hills, CA 91367   Tel: (310) 982-7588 www.bellavitacenter.com


[image: image2.jpg][image: image3.jpg]Bellavita Center

Plastic & Reconstructive Surgery



