FACIAL/PLASTIC SURGERY

WWW. MAROTTAMD.COM

(631) 9822022
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
CELL OTHER
HOME PHONE PHONE PHONE
ANY RESTRICTIONS FOR CONTACTING
YOu? No [1YEs E-MAIL
CONTACT DRIVERS LICENSE #
RESTRICTIONS: (INCLUDE STATE)
AGE BIRTHDATE SSH SEX [0 FEMALE [ MALE
MARITAL
STATUS [1 SINGLE [1 MARRIED TO: OTHER:
PATIENT’S EMPLOYER OCCUPATION
WORK IS IT OKAY TO CALL YOU AT
PHONE EXT: WORK? YEs [ No
ADDRESS
STREET & SUITE # CITY STATE ZIP
EMERGENCY CONTACT RELATIONSHIP TO
PATIENT
OTHER
HOME PHONE WORK PHONE PHONE
ADDRESS
STREET & APT # CITY STATE ZIp
PRIMARY HEALTH INSURANCE COMPANY
ID#:
GROUP # INS. PHONE
REFERRAL REQUIRED? [0 No [ YEs COPAY? INo [1YEs $
INSURED: NAME DOB EMPLOYER
SECONDARY HEALTH INSURANCE COMPANY
ID#:
GROUP # INS. PHONE
REFERRAL REQUIRED? [INo [1YES COPAY? [INo [1YES $
INSURED: NAME DOB EMPLOYER
How DID YOU HEAR ABOUT US?
NAME PHONE

[J PHYSICIAN REFERRED

[0 FRIEND, RELATIVE, PATIENT

[JOTHER (PLEASE EXPLAIN):

[J SEMINAR OR LECTURE

[0 OTHER WEBSITE

[J Our WEBSITE

| 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, | AUTHORIZE DR. MAROTTA TO BILL MY
INSURANCE COMPANY AND RELEASE ANY MEDICAL INFORMATION NECESSARY TO PROCESS MY CLAIM.
INSURANCE COMPANY DOES NOT PAY FOR A TREATMENT RENDERED, |

IF MY
AM RESPONSIBLE FOR PAYMENT. |

UNDERSTAND THAT MY CONTRACT IS BETWEEN DR. MAROTTA AND ME.

SIGNATURE

DATE




PATIENT'S NAME

LAST FIRST MIDDLE

BIRTHDATE

MEDICARE PATIENTS ONLY — MEDICARE SIGNATURE ON FILE

| REQUEST THAT PAYMENT OF AUTHORIZED MEDICARE BENEFITS BE MADE ON MY
BEHALF TO THE PROVIDER FOR ANY SERVICES FURNISHED ME. | 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.

| 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 © 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




FACIAL/PLASTIC SURGERY

WWW . .MAROTTAMD.COM

(631) 9822022
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)
CONGESTIVEHEART FAILURE ... YES ___NO_ | | BLADDERPROBLEMS, DIVERTICULUMORSTONE __ . _ .. _____|
HEART ATTACK YES No DIALYSIS YES NO
CHESTPAN ... Yes ___No_| |HEPATIMS . YES __NO_|
PALPITATION, IRREGULAR PULSE, OR YES No JAUNDICE (YELLOW SKIN) YES NO

ARRHYTHMIA
HEART MURMUR OR HEART VALVE YES No GALLSTONES OR GALLBLADDER TROUBLE YES No
PROBLEM ]
OTHER HEART PROBLEMS YES No CIRRHOSIS OF THE LIVER OR LIVER FAILURE YES NO
ABNORMALEKG . YES __NO_ | | ESOPHAGEAL VARICES ORVOMITING BLOOD YES __NO_
HYPERTENSION OR HIGH BLOOD PRESSURE YES No FREQUENT INDIGESTION OR REFLUX (GERD) YES NO
ATHEROSCLEROSIS, POOR LEG YES No STOMACH ULCERS OR GASTRITIS YES NoO
CIRCULATION, PAIN IN THE LEGS WITH
WALKING e
SWELLING OR ULCERS ON THE LEGS YES No COLITIS OR DIVERTICULOSIS YES NO
SHORTNESSOF BREATH____________.___.._.___ YES __NoO_| | SEVERECONSTIPATION __ . __ . .. ... YES __NO_|
ASTHMA YES No TARRY OR BLOODY BOWEL MOVEMENTS YES NO
BrRONCHITIS ... YES __ NO_ | |HEMORRHOIDS .. YEs __NO_|
PNEUMONIA YES NO HERNIA YES NO
TUBERCULOSIS ... YES___NoO_| [ GLAUCOMA .. _ ... YES __NO_|
SMOKERS COUGH YES NO VISUAL DISTURBANCES OR BLURRY VISION YES NO
EMPHYSEMA ... YEs__No_ | |_ WEAR CONTACTS ORGLASSES? ... _. YES ___No__
COUGHING OR SPITTING OF BLOOD YES No DRY EYE, EXCESSIVE TEARING OR GRITTY YES NO
SENSATION IN EYES
OTHERLUNGPROBLEMS ... YES ____NO_| | DIFFICULTY BREATHING THROUGH YOURNOSE _____ YES ___No__
STROKE, TIA, OR “MINI-STROKE” YES NO NASAL ALLERGIES OR HAY FEVER YES NO
SEIZURES OR CONVULSIONS OR FAINTING YES No SINUS DISEASE (SINUSITIS) OR NASAL POLYPS YES NO
OPEL LS e L
PALSY OR PARALYSIS OR WEAKNESS OF YES No TRAUMA OR INJURY TO THE NOSE OR FACE YES NoO
THE ARMS OR LEGS
NERVOUS BREAKDOWN ORDISORDER ________YES __ NO_ | | RECURRENTNOSEBLEEDS YES __NO_
EATING DISORDER, ANOREXIA, BULIMIA YES NO COLD SORES OR HERPES SIMPLEX VIRUS YES NO
INSOMNIA . ........._.YES___No_| | FACIAL WEAKNESSORBELL'SPALSY . _ . YES ___NO__
ALCOHOLISM OR DRUG DEPENDENCY YES No BLOOD TRANSFUSION YES NO
SELF-DESTRUCTIVE TENDENCIES YES No POSITIVE BLOOD TEST FOR: HIV, AIDS, YES NO
] | HERATITIS ]
PSYCHIATRIC HOSPITALIZATION OR CARE YES No SKIN DISORDERS, ECZEMA, PSORIASIS, ANY YES NoO
DERMATITIS
RECENT DIVORCE OR LIFE CHANGING YES No POOR HEALING, KELOID, OR RAISED SCAR YEsS NoO
SITUATION E.G. DEATH IN THE FAMILY FORMATION
DIABETES YES No AUTOIMMUNE DISEASE, LUPUS, SCLERODERMA, YES NoO
o] |.SJOGREN'SORWEGENER'S. ...
HYPERTHYROIDISM (“OVER-ACTIVE YES No CANCER OF ANY KIND, HISTORY OF YES No
THYROID”) CHEMOTHERAPY OR RADIATION THERAPY
HYPOTHYROIDISM (“UNDER-ACTIVE YES No ARTHRITIS YES NoO
THYROID) e
GOITER YES No BACK OR NECK PAIN, SLIPPED DISK, OR YEsS NoO
FRACTURE
CUSHING SYNDROME YES No BLEEDING TENDENCY, ABNORMAL BLEEDING YES NoO
TEST, EASY BRUISING, OR EXCESSIVE BLEEDING
DURING A PROCEDURE
KIDNEY OR RENAL DISEASE YES NoO FAMILY HISTORY OF BLEEDING DISORDER YES NoO
ANY REACTION TO ANESTHESIA OR FAMILY YES No ANY HISTORY OF BLOOD CLOTS IN THE LEGS OR YES NoO
HISTORY OF ANESTHESIA PROBLEMS PULMONARY EMBOLISM
LOOSE TEETH YES No A CURRENT INFECTION OR ILLNESS YES No
DENTURES, BRIDGES, CAPPED TEETH OR YES No PLANNED WEIGHT LOSS OF >15LBS. IN THE NEXT  YES No
CROWNS, BONDING 3-6 MOS.




PATIENT:

DOB AGE SS#

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 FREQUENCY E.G. ONCE A DAY

GRAMS

1.

2.

3.

4.

5.

G.

7.

8.

9.

10.




PATIENT:

DOB

AGE

SSH#

DO YOU TAKE NOW OR HAVE. YOU EVER TAKEN... (YOU MUST CIRCLE AN ANSWER FOR EACH INDIVIDUAL ITEM)

AMULTIVITAMIN ... YEs___No_ | | GRAPE SEEDEXTRACT. ... 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'SWORT ... YEs _NO_|
ZINC (IN ADDITION TO A MULTIVITAMIN) YES No YOHIMBE YES NO
ASPIRIN, MOTRIN, IBUPROFEN, ADVIL OR YES No STEROIDS FOR ASTHMA OR ANY OTHER YES NO
OTHERNSAID ] | CONDITION E.G. CORTISONE .. _.__|
ANY DRUGS FOR ARTHRITIS, COLCHICINE YES NO MONOAMINE OXIDASE INHIBITORS (MAQOIS) YES NO
COUMADIN OR ANY OTHER BLOOD THINNER  YES No ACCUTANE OR ISOTRETINOIN FOR ACNE OR YES NO
RETIN-A
ALA — AMINO LEVULANIC ACID YES NO DOXYCYCLINE YES NO
GINKOBILOBA OR GINKOBA YES No GLYCOLIC ACID, SALICYLIC ACID PRODUCTS YES NO
OR PEELS

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 [INO DESCRIBE

5. DO YOU HAVE COCKTAILS REGULARLY, OR CONSUME REGULAR AMOUNTS OF ALCOHOLIC BEVERAGES, INCLUDING BEER, WINE,

OR OTHER ALcoHOL? [JYEs []No

6. HAVE YOU EVER SMOKED? []YEs [JNo

IF SO, HOW MUCH?

HAVE YOU QUIT SMOKING? [ ] YEs [] No

7. ARE YOU PREGNANT? [1YEs [ONo[JN/A WHEN WAS YOU LAST NORMAL MENSTRUAL PERIOD?

DO YOU HAVE REGULAR MENSTRUAL PERIODS? [JYES [[] No

IF SO, HOW MUCH? FOR HOW LONG?

IF YES, WHEN?

IF YOU ARE A NEW MOTHER, ARE YOU CURRENTLY BREAST FEEDING? []YEs [JNo []NA

8. ANY UNPROTECTED SUN EXPOSURE, USED TANNING CREAMS, OR TANNING BEDS IN THE LAST 4-6 WEEKS? OYes [0 No

9. DO YOU HAVE ANY PERMANENT MAKE-UP, IMPLANTS, OR TATTO0S? [JYES [JNO 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?

13. HAVE YOU HAD ANY RECENT BLOOD WORK OR TESTING DONE? []JYES [JNO WHERE?

By wHOM?




PATIENT:

DOB AGE SSH#

14. PLEASE LIST ALL HOSPITALIZATIONS AND SURGERIES, INCLUDING SURGERIES DONE FOR COSMETIC REASONS:

SURGICAL OPERATIONS
TYPE OF OPERATION DATE SURGEON./LOGATION

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 BrRows [JEYEsS [] NOSE

[ cHiN [0 CcHEEKs[] 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, | 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 (@) 1 2 3 4
WHAT IS YOUR EYE LIGHT BLUE OR BLUE OR HAZEL, LIGHT DARK BROWNISH
COLOR? GRAY GREEN BROWN BROWN BLACK
WHAT IS THE DARK BLONDE,
NATURAL COLOR OF REDI’QESNDY BLONDE CHESTNUT, Blzgl?/\};l\l BLACK
YOUR HAIR? BROWN
WHAT IS THE COLOR
OF YOUR SKIN REDDISH VERY PALE PALET\_IIVI\[/TBEIGE B]l_R’l(GD\I;IVTN DARK BROWN
(UNEXPOSED AREAS)?
DO YOU HAVE
FRECKLES ON SUN- MANY SEVERAL FEW INCIDLENTA NONE
EXPOSED AREAS?
PAINFUL BLISTERIN BURNS,
WVI—\IIEHl\?j;gS];F:Fi]iSI,N REDNESS, G, SOMETIMES RARELY NEVER HAD
'HE SUN TOO LONG? BLISTERING, FOLLOWED | FOLLOWED BY BURNS BURNS
PEELING BY PEELING PEELING
TO WHAT DEGREE DO | HARDLY ANY OR LIGHT TAN REASONABLE TAN VERY TUBIT?%SVANRK
YOU TURN BROWN? NOT AT ALL TAN EASILY
QUICKLY
DO YOU TURN BROWN
SEVERAL HOURS
AFTER SUN NEVER SELDOM SOMETIMES OFTEN ALWAYS
EXPOSURE?
How DOES YOUR
FACE RESPOND TO VERY SENSITIVE | SENSITIVE NORMAL VERY NEVER HAD A
RESISTANT PROBLEM
THE SUN?
WHEN DID YOU LAST LESS
Eﬁ:f:&?ﬁiﬁi (';ro MORE THAN 3 M oZNEH s 1-2 MONTHS THAN 1 LESS THAN 2
BED OR SELF MONTHS AGO AGO AGO Mgcl;\gH WEEKS AGO
TANNING CREAMS?
HOW OFTEN IS THE
AREA YOU WANT TO HARDLY
HAVE TREATED NEVER EVER SOMETIMES OFTEN ALWAYS
EXPOSED TO THE
SUN?
ADD MATCH YOUR TOTAL
ABOVE SCORE WITH THE
COLUMN CORRESPONDING FITZPATRICK
FOR SKIN TYPE SKIN TYPE
TOTAL
SCORE
o7 |
8-16 II
17-25 Il
26-30 I\
OVER 30 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



