Associated Plastic Surgeons & Consultants, P.C.
Cosmetic & Reconstructive Plastic Surgery

PATIENT MEDICAL QUESTIONNAIRE

Diplomates American Board of Plastic Surgery

864 West Jericho Turnpike
Huntington, NY 11743
631-423-1000

Patient’s Name: Birth Date: Date:
Allergies Please List
[C] None
Medications | Please List
[JNone
Family History
_ Father | Mother Father | Mother
Age (if living) Health (G) Bad(B) Stroke
, Epilepsy

Cancer Nervous Breakdown

Tuberculosis Asthma, Hives, Hay Fever

Diabetes Blood Disease

Heart Trouble Age (At Death)

High Blood Pressure Cause of Death

Personal History
Have you ever had: Y [N Y [N
Scarlet Fever Jaundice Broken Bones
Diphtheria Epilepsy Recurrent Dislocations
Smallpox Migraine DConcussion [[]Head
Inj
Pneumonia Tuberculosis Unconsciousness
Pleurisy v ; Diabetes Latex Sensitivity
] Rheumatic Fever [_] Heart Cancer Chronic Fatigue
]2_isease Syndrome
| Arthritis [ | Rheumatism Colonoscopy/Sigmoidoscopy Any other Disease
' || Bone Disease [ Joint Disease High Blood Pressure Explain

[ | Neuritis [ | Neuralgia Nervous Breakdown
[ ] Bursitis [_] Sciatica [ | [ Hay Fever [_] Asthma Current Wt

Lumbago

[ ]Polio [ ] Meningitis

[ | Hives [ ] Eczema

Wt 1 year ago

Venereal Disease Frqt []Colds [] Sore Max Wt/Min Wt
Throat
Anemia Frqt [ | Infections [ ]| Boils Height

Previous Surgery

Procedure

Date

Surgeon




Associated Plastic Surgeons & Consultants, P.C.

Cosmetic & Reconstructive Plastic Surgery
Diplomates American Board of Plastic Surgery

864 West Jericho Turnpike
Huntington, NY 11743
631-423-1000

Emotions
Are you Often ... | Y | N | Are you Often ... Y|N
Depressed Jumpy
Anxious Jittery
Irritable Is Concentration Difficult?

Review of Systems

Do you now have, or have you ever had ... Y | N | Do you now have, or have you ever had ...
[ ]Eye Disease [ ] Eye Injury || Impaired Extreme: [ | Tiredness [ ]| Weakness
Sight
[] Ear Disease [ ] Ear Injury [ ] Impaired Kidney [ |Disease [_] Stones
Hearing
Any trouble with: Bladder Disease
[ ] Nose [] Sinuses [] Mouth [] Throat
Fainting Spells Blood in Urine
Convulsions [ I Protein [JSugar []Pus [ ]Otherin
Urine '
Paralysis Difficulty in Urination
Dizziness Abnormal Thirst
Headaches: [ ] Frequent [ | Severe Prostate Trouble
Enlarged Glands D Stomach Trouble [ | Ulcer
Thyroid: [_] Overactive [] Underactive Indigestion
(] Enlarged
Enlarged Goiter [ ]Gas [] Belching
Skin Disease Appendicitis
Cough: [ ] Frequent [ | Chronic [ ] Liver Disease [ ] Gall Bladder Disease
[ ] Chest Pain [] Angina Pectoris [ ] Colitis [ ] Other Bowel Disease
Spitting Up Blood | Hemorrhoids [ ] Rectal Bleeding
Night Sweats Black Tarry Stools ‘
Shortness of Breath [ | Exertion [] At Night ] Constipation [ | Diarrhea
[] Palpitation [ ] Fluttering Heart [ | Parasites [ ] Worms
Swelling of [ |Hands [ ] Feet [ ] Ankles [ ] Any change in appetite [ ] Eating Habits
Varicose Veins [] Any change in bowel movements
Social History
Do you ... Y | N | Do you use

Exercise Adequately?

Alcoholic beverages other than socially

Have you ever been treated for alcoholism

Tobacco

Have you ever been treated for drug abuse




e-Prescriptions

New York State requires that all prescriptions be electronically transmitted directly to your pharmacy. Please complete
the information below. Should you have a change in your pharmacy, it is your responsibility to contact us in writing to
amend the information contained below. In the event that the information is not up-to-date and the prescription needs
to be resent , there will be a $25 administrative charge per prescription

First Name Last Name
Sex: [ _]Male []Female Date of Birth
Mobile Phone e-mail

| consent to:

[] send Mobile Text Notifications
[] Send voice notifications
[ ] send e-mail notifications

MY HOME ADDRESS

Address:

City ____State Zip

MY PHARMACY

Pharmacy Name:

Pharmacy Address:

City, State Zip:

Telephone Number:

Medication Allergies:

Please write none if you have no allergies

Signature:

Print:

Date:




ARS

Date

Name (First, Last)
Address

City, State, Zip

Home Phone

Business Phone
Date of Birth
Social Security #
E-Mail

Sex , Marital Status
Referred by
Address

Phone #

Family Physician
Address or Phone #

If you have recently been treated by our doctors in the Emergency
Room please fill in below:

Date of Emergency Room Visit

Hospital

Name of Treating Physician

Guarantor Insurance Information
Name of Guarantor,

Address of Guarantor

Place of Employment
Employment Address
Employer Telephone

Insurance Company
Plan

Group #

Insured’s Name
Insured Party ID¥#
Relationship
Insured Party SS#

If injury or consultation stems from a work related
(compensation) injury, car accident (no-fault), or third party
insurance company please notify the receptionist.

Payment for services is due at the time services are rendered uniess
payment arrangements have been approved in advance by our staff.

Associated Plastic Surgeons & Consultants, P.C.

Cosmetic & Reconstructive Plastic Surgery
Diplomates Axmﬂcm Bomd of P}asue Surgery

864 Wm )mcho Tump; ke
West Hills, NY 11743
Tel: 631-423-1000

Fax: 631-271-6900

We accept cash, checks, Visa or MasterCard. We will be happy to
assist you in the processing of your insurance claim form. Any such request
must be aceompanied by a completed insurance form.

Returned checks and balances older than 30 days will be subject 1o
additional collection fees. Charges may also be made for broken appointments
and sppoiniments canceled without 24 hours advance notice, All legal fees
associated with & delinquent account are the responsibility of the patient, parent
or guardian. In the event that your account goes to collection, you will be
responsible for a service fee of $250.00 or 33% on the unpaid balance. This fee
is in addition to all legal fees previously mentioned. On all delinquent accounts
greater than 60 days from the date services are rendered, interest may be charged
at the rate of 1.25%/month.

You must realize, however, that if we do not participate with your insurance:

1. Your insusance is a contract botween you, your insurance company
and/or employer. We are not a party to that contract.

2. Our fees are generally congidered to fall within the acceptable range
by most companies and, therefore, are covered up to the maximum
allowance determined by each carrier. This applies only o companies
that pay a percentage (such as 50% or 80%) of the usual, customary
and reasonsble fees as determined by most companies. This statement
does not spply to companies who reimburse based on an arbitrary
schedule of fees, which bears no relationship to the current standard
and cost of care in this area.

3. Not all services are covered benefits of all contracts. Some insurance
companies arbitrarily select cortain services that they will not cover.
Cosmetic procedures are usually not & covered expense.

4 If you are insured with a company with whom we currently participate,
please have your insurance ID card available for our information.
Should this ingurance company, for any reason, not reimbuise us
directly, or if we should not hear from this company in reference to a
¢claim, you will be responsible for full payment.

We must emphasize that as medical care providers, our relationship is
with you, not your insurance company. While the filing of insurance claims is 2
courtesy that we extend to our patients, all charges are your responsibility from
the date the services are rendered.

We realize that temporary financial problems may affect timely payment
of your account. If such problems do arise, we encourage you 1o contact us
promptly for assistance in the management of your account.

Please be advised that a referval is needed for each visit. If your primary
care physician has informed you that a referral is “in the system™ be sdvised that
if it cannot be retrieved, you will be held personally responsible for payment.

If you have any questions about the above informstion or any
uncertainty regarding insurance coverage, please do not hesiwte to ask us. We
are here to help you,

I have read all the information on this sheet. | understand and agrec that,
regardless of my insurance status, 1 am ultimately responsible for the balance on
my account. 1 wifl notify you of any changes in my heaith insurance status.

1 have received/been offered a copy of Privacy Regulations and Patient’s Rights.

Signature

Please Print Name

Date




Associated Plastic Surge'ons & Consultants, P.C.

! - Cosmetic & Reconstructive Plastic Surgery

, < : * Diplomates Amencan Board of Plastic Surgery

Ell:'l 8. Duboys, MD. F.AC.S.* . ' V354 Jest Jencho Tu:x:g’ike
Lawencs Sirots, DO . FAC S - L 4351000

Fax. 831-271-8800

Signature on File
. I hereby authorize: '

use of this form on all my insurance submissions

release of information to all my Insurance Companies _ . .
.my.doctor to act as my agent in helping me obtain payment from my Insurance Companies
‘psyment direct to my doctor S . S
that a copy of this form be used in place of the original

| - Guarantee of Payment
Many insurance companies, including managed care organizations, require prior written authorization for
treatment and follow-up visits It is your responsibility as a patient to obtain all necessary authorizations
from your insurance company prior to.receiving medical services. If you have not received prior spproval
for the service or authorization has been denied, you are fully responsible for all charges if your insurance
company does not agree to pay. In addition, you will be responsible for-all deductibles, co-insirance, and
Co-pyments, any service that is net covered by your insurance plan, and any service that your insurance
company has determined not to be “medically necessary.” . o ‘
I have read and understand this information. | understand that my insurance company may deny coverage.
Therefore, ] authorize Associated Plastic Surgeons & Consultants, PC (APS) 1o perform medical services

. on my behalf. [agree tobe fully responsible for all charges. I understand that APS is relying on this _
promise and is rendering services without requiring payment at the time of service based on such reliance.

HIPAA |
I'have been given the opportunity to read the above regulations a copy of which is on file at the front desk
or with the office manager. : F '

Permission is granted for Associated Plastic Surgeons & Consultants to speak to the following individual(s) -
about my treatment. “This permission will continue until it is revoked in writing.

' By my signature below, 1 agree to all items (Signature on File, Guarantee of Payment and HIPAA outlined
above. T '

Signature -ﬁau
(Please Print Namel

‘ 3 file - notice we paticats doc
F Forms Signature an file e



To Our Medicare Patients

1. Please be advised that We participate with Medicare. Certain Medicare
policies have a deductible and by your signature below, you acknowledge
that these fees are your personal responsibility.

2. Should you have secondary insurance, we will automatically bill your
insurance carrier. Please be advised that any deductibles and/or
coinsurance are your responsibility.

3. While we are more than happy to write letters requesting prior approval
© Medicare, Medicare will not pre-approve a procedure. Please be advised
that in the event that Medicare denies payment for services for any reason,
payment is acknowledged to be your personal responsibility. Should the
procedure be performed in the hospital, also be advised that any
associated costs, such as anesthesia, hospital costs, laboratory costs, etc.,
will be your responsibility.

4. In the event that Medicare denies payment for services already rendered,
there will be an administrative charge of $250.00 for any written appeal

sent by Associated Plastic Surgeons and Consultants, P.C. to Medicare.

By my signature, | understand and acknowledge the above.

Date:

Signature:

Print Name:




