
    WWW. MarottaMD.com                        

 (631) 982-2022 

Welcome!  Please provide us with the following information: 

      Patient Information as of ______________ (enter today’s date) 

(Print Legibly & Fill In All Fields) 

 

 

Patient’s Name    

 Last First Middle 

Address     

 Street & Apt # City State Zip 

Home Phone  

Cell 

Phone  

Other 

Phone   

Any restrictions for contacting 

you?  No    Yes E-mail  

Contact 

Restrictions:  

Drivers License #  

(Include State)  

Age  Birthdate  SS#             Sex  Female    Male 

Marital 

Status  Single  Married to:  

 

Other:  

Patient’s Employer  Occupation  

Work 

Phone  Ext:  

Is it okay to call you at 

work?  Yes    No 

Address       

 Street & Suite # City State Zip 

Emergency Contact 

  

Relationship to 

Patient  

Home Phone  Work Phone  

Other 

Phone  

Address     

 Street & Apt # City State Zip 

Primary Health Insurance Company  

ID#: 

 Group #  Ins. Phone  
 

Referral Required?  No    Yes Copay?  No    Yes $  

Insured: Name  DOB  Employer  

Secondary Health Insurance Company  

ID#: 

 Group #  Ins. Phone  
 

Referral Required?  No    Yes Copay?  No    Yes $  

Insured: Name  DOB  Employer  

 

How did you hear about us? 

 

 
Name Phone  

 Physician Referred 
   

 Friend, Relative, Patient   Other (please explain): 

 Seminar or Lecture    

 Other Website  
 Our Website 

 

I understand that payment for all office services is payable on the day service is rendered.  As is 

standard practice, full payment for any cosmetic surgery and any related fees will be paid three 

weeks prior to surgery.  If my treatment is covered by insurance, I authorize Dr. Marotta to bill my 

insurance company and release any medical information necessary to process my claim.  If my 

insurance company does not pay for a treatment rendered, I am responsible for payment.  I 

understand that my contract is between Dr. Marotta and me. 

 

Signature  Date  



 

 

 

Medicare Patients Only – Medicare Signature on File 

 

 

I request that payment of authorized Medicare benefits be made on my 

behalf to the provider for any services furnished me.  I authorize any holder 

of medical information about me to release to the Health Care Financing 

Administration and its agents any information needed to determine these 

benefits payable for related services. 

I understand my signature requests that payment be made and 

authorizes release of medical information necessary to pay the claim.  If 

“other health insurance” is indicated in Item 9 of the HCFA-1500 form, or 

elsewhere on other approved claim forms or electronically submitted 

claims, my signature authorizes release of the information to the insurer or 

agency shown.  In Medicare assigned cases, the provider or supplier agrees 

to accept the charge determination of the Medicare carrier as the full 

charge, and the patient is responsible only for the deductible, co-insurance, 

and non-covered services.  Co-insurance and the deductible are based upon 

the charge determination of the Medicare carrier. 

 

 

 

Beneficiary 

Signature 

  

Date 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Patient’s Name    

 Last First Middle 

Birthdate  



 WWW.MarottaMD.COM 

 (631) 982-2022 

267 East Main St. Building B, Smithtown, NY 11787 

Health Information as of ______________ (enter today’s date) 

(Please Print Legibly & Fill In All Fields) 

Patient:   

DOB    Age  SS#            

DO YOU NOW OR HAVE YOU EVER HAD……….. ( You must circle an answer for each individual item) 

Congestive Heart Failure Yes No  Bladder problems, Diverticulum or Stone   

Heart Attack Yes No  Dialysis Yes No 

Chest Pain Yes No  Hepatitis Yes No 

Palpitation, Irregular Pulse, or 

Arrhythmia 

Yes No  Jaundice (Yellow skin) Yes No 

Heart Murmur or Heart Valve 

Problem 

Yes No  Gallstones or Gallbladder Trouble Yes No 

Other Heart Problems Yes No  Cirrhosis of the Liver or Liver Failure Yes No 

Abnormal EKG Yes No  Esophageal Varices or Vomiting Blood Yes No 

Hypertension or High Blood Pressure Yes No  Frequent Indigestion or Reflux (GERD) Yes No 

Atherosclerosis, Poor Leg 

Circulation, Pain in the legs with 

walking 

Yes No  Stomach Ulcers or Gastritis Yes No 

Swelling or ulcers on the legs Yes No  Colitis or Diverticulosis Yes No 

Shortness of Breath Yes No  Severe Constipation Yes No 

Asthma Yes No  Tarry or Bloody Bowel Movements  Yes No 

Bronchitis Yes No  Hemorrhoids Yes No 

Pneumonia Yes No  Hernia Yes No 

Tuberculosis Yes No  Glaucoma Yes No 

Smokers Cough Yes No  Visual Disturbances or Blurry Vision Yes No 

Emphysema Yes No   Wear contacts or glasses? Yes No 

Coughing or Spitting of Blood Yes No  Dry eye, excessive tearing or gritty 

sensation in eyes 

Yes No 

Other Lung Problems Yes No  Difficulty breathing through your nose Yes No 

Stroke, TIA, or “mini-stroke” Yes No  Nasal Allergies or Hay Fever Yes No 

Seizures or convulsions or fainting 

spells 

Yes No  Sinus disease (sinusitis) or nasal polyps Yes No 

Palsy or Paralysis or weakness of 

the arms or legs 

Yes No  Trauma or injury to the nose or face Yes No 

Nervous Breakdown or Disorder Yes No  Recurrent nose bleeds Yes No 

Eating disorder, Anorexia, Bulimia Yes No  Cold sores or herpes simplex virus Yes No 

Insomnia Yes No  Facial weakness or Bell’s palsy Yes No 

Alcoholism or Drug Dependency Yes No  Blood Transfusion Yes No 

Self-Destructive Tendencies Yes No  Positive blood test for: HIV, AIDS, 

Hepatitis 

Yes No 

Psychiatric Hospitalization or Care Yes No  Skin Disorders, Eczema, Psoriasis, any 

dermatitis 

Yes No 

Recent divorce or life changing 

situation e.g. death in the family 

Yes No  Poor healing, keloid, or raised scar 

formation 

Yes No 

Diabetes Yes No  Autoimmune Disease, Lupus, Scleroderma, 

Sjogren’s or Wegener’s 

Yes No 

Hyperthyroidism (“over-active 

thyroid”) 

Yes No  Cancer of any kind, history of 

chemotherapy or radiation therapy 

Yes No 

Hypothyroidism (“under-active 

thyroid”) 

Yes No  Arthritis Yes No 

Goiter Yes No  Back or neck pain, slipped disk, or 

fracture 

Yes No 

Cushing syndrome Yes No  Bleeding tendency, abnormal bleeding 

test, easy bruising, or excessive bleeding 

during a procedure 

Yes No 

Kidney or Renal Disease Yes No  Family history of bleeding disorder Yes No 

Any reaction to anesthesia or family 

history of anesthesia problems 

Yes No  Any history of blood clots in the legs or 

pulmonary embolism 

Yes No 

Loose teeth Yes No  A current infection or illness Yes No 

Dentures, bridges, capped teeth or 

crowns, bonding 

Yes No  Planned weight loss of >15lbs. in the next 

3-6 mos. 

Yes No 



 

1. Please provide below additional Explanation for Each “YES” Answered above and Provide any medical 

problems (not listed above) you have had or have now: 

 

  ________________________________________________________________________________________________________________  

 

 ________________________________________________________________________________________________________________  

 

 ________________________________________________________________________________________________________________  

 

  ________________________________________________________________________________________________________________  

 

  ________________________________________________________________________________________________________________  

 

  ________________________________________________________________________________________________________________   

 

 ________________________________________________________________________________________________________________  

 

 ________________________________________________________________________________________________________________  

 

  ________________________________________________________________________________________________________________  

 

  ________________________________________________________________________________________________________________  

 

  ________________________________________________________________________________________________________________  

 

 

2. Please list all present medications, including birth control pills, hormones, and vitamins, herbal 

medication, diuretics, weight loss drugs.  Provide as much detail as possible including dosage and times 

of day you take these medications.   Include over-the-counter medications.    

 

  

Medication Name Dosage in milligrams or 

grams 

Frequency  e.g. once a day 

1.   

2.   

3.   

4.   

5.   

6.   

7.   

8.   

9.   

10.   

11.   

12.   

Patient:   

DOB    Age  SS#            



Patient:   

DOB    Age  SS#            

 

DO YOU TAKE NOW OR HAVE YOU EVER TAKEN…  (You must circle an answer for each individual item) 

A Multivitamin Yes No  Grape seed extract Yes No 

Vitamin E (in addition to a multivitamin) Yes No  Licorice Root Yes No 

Vitamin A (in addition to a multivitamin) Yes No  St. John’s Wort Yes No 

Zinc (in addition to a multivitamin) Yes No  Yohimbe Yes No 

Aspirin, Motrin, Ibuprofen, Advil or 

other NSAID 

Yes No  Steroids for asthma or any other 

condition e.g. cortisone 

Yes No 

Any drugs for Arthritis, Colchicine Yes No  Monoamine Oxidase Inhibitors (MAOIs) Yes No 

Coumadin or any other blood thinner Yes No  Accutane or isotretinoin for Acne or 

Retin-A 

Yes No 

ALA – Amino Levulanic Acid Yes No  Doxycycline Yes No 

Ginkobiloba or Ginkoba Yes No  Glycolic Acid, Salicylic Acid Products 

or Peels 

Yes No 

 

3. Do you have an allergic reaction to any medication or other Substance?   Yes   No     

Describe 

_____________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________ 

4.   Do you have any sensitivities or reactions to any Medication or other substance? E.g. Latex,  

Local anesthetics   Yes No  Describe 

___________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________ 

5.   Do you have cocktails regularly, or consume regular amounts of alcoholic beverages, including beer, wine, 

or other alcohol?   Yes    No    If so, how much?____________________________________________________________________ 

6.   Have you ever smoked?   Yes    No    If so, how much? ________________     For how long?  _______________________  

Have you quit smoking?  Yes    No    If yes, when?_______________________________________________________ 

7.   Are you pregnant?  Yes    No  N/A   When was you last normal menstrual period?  ________________________  

Do you have regular menstrual periods? Yes  No 

If you are a new mother, are you currently breast feeding?   Yes   No    NA 

8.   any unprotected sun exposure, used tanning creams, or tanning beds in the last 4-6 weeks?       Yes   No 

9.  Do you have any permanent make-up, implants, or tattoos?  Yes No Where? __________________________________  

10.  For hair removal, any plucking, waxing, tweezing or electrolysis in the past 6 weeks?  Yes   No 

 

11.  Please list all physicians presently caring for you.  List your Primary Care Doctor first. 

Name                                                                     Type of Doctor (e.g. Primary Care)                      Phone              

 

___________________________________________________________________________________________________________________________ 

 

___________________________________________________________________________________________________________________________ 

 

___________________________________________________________________________________________________________________________ 

 

___________________________________________________________________________________________________________________________ 

 

12.  When was your last physical exam? ___________________ By whom?  ________________________________________________  

 

 

13.  Have you had any recent blood work or testing done?   Yes    No    Where?  _________________________________  



Patient:   

DOB    Age  SS#            

 

 

14.  Please list all hospitalizations and surgeries, including surgeries done for cosmetic reasons:  

  

 SURGICAL OPERATIONS  

 Type of operation                                        Date                                      Surgeon/Location 

 

  ________________________________________________________________________________________________________________  

 

  ________________________________________________________________________________________________________________  

 

  ________________________________________________________________________________________________________________  

 

  ________________________________________________________________________________________________________________  

 

 HOSPITALIZATIONS (excluding surgery) 

 Reason for Admission                                                Date                                       Hospital  

 

  ________________________________________________________________________________________________________________  

 

  ________________________________________________________________________________________________________________  

 

  ________________________________________________________________________________________________________________  

  

15.  Please list any non-surgical cosmetic procedures you’ve had in the past and where? eg. Botox -Forehead,    

Collagen-Lips, Chemical Peel – Face 

 

  ________________________________________________________________________________________________________________  

  

  ________________________________________________________________________________________________________________  

 

 

16.  What brings you to see us?________________________________________________________________________________________ 

 

_________________________________________________________________________________________________________________________    

 

 

17.   Any other areas or concerns you would like the doctor or staff to address: 

 

 Improve Skin    Wrinkles  Laser hair reduction  Hair Loss    Forehead or Brows    Eyes    Nose

 Chin   Cheeks  Lips   Neck  Ears  Improve a scar  Veins or Blood Vessels  Removal of skin 

lesion 

 

 

18.  Any specific procedure or treatment you are interested in learning more about?  

 

_________________________________________________________________________________________________________________       

 

 

 

By signing below, I agree that the above information is complete and accurate to the best of my knowledge. 

 

 

 

Signature: ________________________________________________ Date:  ______________________________________________________  

 T

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
SKIN TYPING WORKSHEET 

 

Patient Name: 

 

Date of birth:                                                                                                                              Today’s Date: 

 

Score  0 1 2 3 4 

 What is your eye 

color? 

Light blue or 

gray 

Blue or 

green 

Hazel, light 

brown 

Dark 

Brown 

Brownish 

black 

 What is the 

natural color of 

your hair? 

Red, Sandy 

red 
Blonde 

Dark blonde, 

chestnut, 

Brown 

Dark 

Brown 
Black 

 What is the color 

of your skin 

(unexposed areas)? 

Reddish Very pale 
Pale w/beige 

tint 

Light 

brown 
Dark brown 

 Do you have 

freckles on sun-

exposed areas? 

Many Several Few 
Incidenta

l 
None 

 
What happens 

when you stay in 

the sun too long? 

Painful 

redness, 

blistering, 

peeling 

Blisterin

g, 

followed 

by peeling 

Burns, 

sometimes 

followed by 

peeling 

Rarely 

burns 

Never had 

burns 

 
To what degree do 

you turn brown? 

Hardly any or 

not at all 
Light tan 

Reasonable 

tan 

Tan very 

easily 

Turn dark 

brown 

quickly 

 Do you turn brown 

several hours 

after sun 

exposure? 

Never Seldom Sometimes Often Always 

 How does your 

face respond to 

the sun? 

Very sensitive Sensitive Normal 
Very 

resistant 

Never had a 

problem 

 When did you last 

expose yourself to 

the sun, tanning 

bed or self 

tanning creams? 

More than 3 

months ago 

2-3 

months 

ago 

1-2 months 

ago 

Less 

than 1 

month 

ago 

Less than 2 

weeks ago 

 How often is the 

area you want to 

have treated 

exposed to the 

sun? 

Never 
Hardly 

ever 
Sometimes Often Always 

Add 

Above 

Column 

For 

Total 

Score 

Match your total 

score with the 

corresponding 

skin type 

Fitzpatrick 

Skin Type 

 

 0-7 

8-16 

17-25 

26-30 

Over 30 

 

I 

II 

III 

IV 

V-VI 

 

 

 

 

 

 

 

 

 



 

 
Marotta Facial Plastic Surgery 

PATIENT ACKNOWLEDGMENT FORM 
 

Our Notice of Privacy Practices (Notice) provides information about how we may use 

and disclose protected health information about you.  You have the right to receive and 

review our Notice before signing this acknowledgment and may receive a copy by asking 

the receptionist at the front desk or by reading it online.   As provided in our Notice, the 

terms of our Notice may change.  If we change our Notice, you may obtain a revised 

copy. 

 

By signing this form, you acknowledge that you have been informed of our uses and 

disclosures of protected health information about you for all of the purposes set out in our 

Notice. 

 

By signing this form, you also acknowledge that a copy of our Notice has been provided 

to you, that you understand the contents of our Notice and how it applies to you, and that 

all of your questions regarding the contents of our Notice have been answered. 

 

 

We also have a Notice of Patient Rights and Responsibilities which details your rights, 

responsibilities and contains information on how to file a grievance if you feel your rights 

have been violated.  You have the right to receive and review our notice before signing 

this acknowledgment and may receive a copy by asking the receptionist at the front desk 

or by reading it online.   As provided in our Notice, the terms of our Notice may change.  

If we change our Notice, you may obtain a revised copy. 

 

By signing this form, you acknowledge that you have been informed of your rights and 

responsibilities for all of the purposes set out in our Notice. 

 

By signing this form, you also acknowledge that a copy of our Notice has been provided 

to you, that you understand the contents of our Notice and how it applies to you, and that 

all of your questions regarding the contents of our Notice have been answered. 

 

 

 

__________________________________ 

Signature  

 

______________________________________________________________________ 

Print Name                                                       Date of Birth  Today’s Date 
 

 


