FACIAL/PLASTIC SURGERY

WWW. MAROTTAMD.CcOM

(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
ADDRE SS NY
STREET & APT # CITY STATE ZIP

CELL OTHER

HOME PHONE PHONE PHONE

ANY RESTRICTIONS FOR

CONTACTING YOU? 0 No 0O YEs

CONTACT RESTRICTIONS:

DO YOU GIVE US PERMISSION
TO LEAVE A MESSAGE ON
YOUR ANSWERING MACHINE? YES NO

AGE BIRTHDATE SSH#
MARITAL

STATUS!

[J SINGLE [IMARRIED TO:

E-MAIL

WOULD YOU LIKE. TO SUBSCRIBE. TO RECEIVE. PRACTICE NEWS AND
EXCLUSIVE OFFERS FROM MFPS?  YES NO

DRIVERS LICENSE
H#
(INCLUDE STATE)

SEX | FEMALE MALE

) OTHER:

PATIENT'S EMPLOYER

OCCUPATION

WORK
PHONE EXT:

ADDRESS

IS IT OKAY TO CALL YOU AT

WORK? 0 YEs [0 No

STREET & SUITE #
EMERGENCY CONTACT

CITY STATE ZIP
RELATIONSHIP TO

PATIENT

WORK

HOME PHONE PHONE

ADDRESS

OTHER
PHONE

STREET & APT #
PRIMARY HEALTH INSURANCE COMPANY

City STATE ZIp

ID#:

GROUP #

REFERRAL

REQUIRED? LUNo UYEs

INSURED: NAME
SECONDARY HEALTH INSURANCE COMPANY

COPAY?

DOB

INS. PHONE

[JNo [YEs $

EMPLOYER

ID#:

GROUP #

REFERRAL

REQUIRED? ONo DYEs

INSURED: NAME

How DID YOU HEAR ABOUT US?

NAME

COPAY?

DOB

INS. PHONE

0ONo [YESs, $

EMPLOYER

PHONE

[] PHYSICIAN REFERRED

[] FRIEND, RELATIVE,
PATIENT

[JOTHER (PLEASE
EXPLAIN):

[] SEMINAR OR LECTURE

[] OTHER WEBSITE

[] OUrR 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. IF MY INSURANCE COMPANY DOES NOT PAY FOR A TREATMENT RENDERED, | AM
RESPONSIBLE FOR PAYMENT. | UNDERSTAND THAT MY CONTRACT IS BETWEEN DR. MAROTTA AND ME.

SIGNATURE

DATE




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. [N 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.

PRINT NAME MEDICARE ID#

BENEFICIARY DATE
SIGNATURE




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. 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.

SIGNATURE

PRINT NAME DATE



FAciaL/ Prastic SURGERY

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

SSH#

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

CONGESTIVEHEARTFAILURE _____________________YES ____ No __| |. BLADDER PROBLEMS, DIVERTICULUM ORSTONE _____________________]
HEART ATTACK YES No DIALYSIS YES NoO
CHESTPAIN ___ ... YES_____ No ___| |- HEPATITIS YEs___No_|
PALPITATION, IRREGULAR PULSE, OR YES No JAUNDICE (YELLOW SKIN) YES NoO
ARRHYTHMIA
_HEART MURMUR OR HEART VALVE PROBLEM _______YES _____ No____| [ GALLSTONES OR GALLBLADDERTROUBLE _______________ YEsS___No __
OTHER HEART PROBLEMS YES NoO CIRRHOSIS OF THE LIVER OR LIVER FAILURE YES NO
ABNORMALEKG ____ __ __  ______________________YES ____ No | | ESOPHAGEAL VARICES OR VOMITING BLOOD . YES __NO_|
HYPERTENSION OR HIGH BLOOD PRESSURE YES No FREQUENT INDIGESTION OR REFLUX (GERD) YES NoO
ATHEROSCLEROSIS, POOR LEG CIRCULATION, YES No STOMACH ULCERS OR GASTRITIS YEsS NoO
PAININTHE LEGS WITHWALKING || ]
SWELLING OR ULCERS ON THE LEGS YES No COLITIS OR DIVERTICULOSIS YES NO
SHORTNESSOF BREATH___________________________YES ____ No ___| |. SEVERE CONSTIPATION. ____________ ... YES __No_|
ASTHMA YES NoO TARRY OR BLOODY BOWEL MOVEMENTS YES NoO
BRONCHITIS . ______YES_____ No | | HEMORRHOIDS YES___NO_|
PNEUMONIA YES No HERNIA YES NoO
TUBERCULOSIS. ... YES_____ No __| |. GLAUCOMA __ .. YES___No_|
SMOKERS COUGH YES NoO VISUAL DISTURBANCES OR BLURRY VISION YES NoO
EMPHYSEMA . YES_____ No | | .WEARCONTACTSORGLASSES? ______ __________________ YES__NO_|
COUGHING OR SPITTING OF BLOOD YES No DRY EYE, EXCESSIVE TEARING OR GRITTY SENSATIONIN  YES NO
EYES
OTHERLUNGPROBLEMS ____ ____________________YES ____ No | | DIFFICULTY BREATHING THROUGH YOURNOSE ___________ YES __NO_|
STROKE, TIA, OR “MINI-STROKE” YES No NASAL ALLERGIES OR HAY FEVER YES NoO
_SEIZURES OR CONVULSIONS OR FAINTING SPELLS __ YES _____ No ___| |. SINUS DISEASE (SINUSITIS) OR NASAL POLYPS ____________ YES___No_|
PALSY OR PARALYSIS OR WEAKNESS OF THE YES No TRAUMA OR INJURY TO THE NOSE OR FACE YES NO
ARMS OR LEGS
NERVOUS BREAKDOWN ORDISORDER _____________YES ____ No ___| L. RECURRENTNOSEBLEEDS . ____________________ YES___NO |
EATING DISORDER, ANOREXIA, BULIMIA YES No COLD SORES OR HERPES SIMPLEX VIRUS YES NoO
INsomNIA _  ________YES_____ No | | FACIAL WEAKNESS ORBELL'SPALSY . YES___NoO_|
ALCOHOLISM OR DRUG DEPENDENCY YES No BLOOD TRANSFUSION YES NoO
SELF-DESTRUCTIVETENDENCIES __________________YES ____ No ___| |. POSITIVE BLOOD TEST FOR: HIV, AIDS, HEPATITIS _______ YES __No_|
PSYCHIATRIC HOSPITALIZATION OR CARE YES No SKIN DISORDERS, ECZEMA, PSORIASIS, ANY YES NO
DERMATITIS
RECENT DIVORCE OR LIFE CHANGING SITUATION YES No POOR HEALING, KELOID, OR RAISED SCAR FORMATION YEsS NoO
E.G. DEATH IN THE FAMILY
DIABETES YES No AUTOIMMUNE DISEASE, LUPUS, SCLERODERMA, YES NoO
_______________________________________________________________________ SJOGREN'S ORWEGENER'S | ...
HYPERTHYROIDISM (“OVER-ACTIVE THYROID"”) YES No CANCER OF ANY KIND, HISTORY OF CHEMOTHERAPY OR YES NO
RADIATION THERAPY
_HYPOTHYROIDISM ("UNDERACTIVE 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, YES NO
EASY BRUISING, OR EXCESSIVE BLEEDING DURING A
PROCEDURE
KIDNEY OR RENAL DISEASE YES No FAMILY HISTORY OF BLEEDING DISORDER YES NO
ANY REACTION TO ANESTHESIA OR FAMILY YES No ANY HISTORY OF BLOOD CLOTS IN THE LEGS OR YES NO
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 3-6 YES NoO
CROWNS, BONDING MOS.

PLEASE PROVIDE BELOW ANY ADDITIONAL MEDICAL PROBLEMS (NOT LISTED ABOVE) YOU HAVE HAD OR HAVE NOW:




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.

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

AMULTIVITAMIN ______________________________YES_____ No | | GRAPESEEDEXTRACT YES __NO_|
VITAMIN E (IN ADDITION TO A MULTIVITAMIN) YES No LICORICE ROOT YES NoO
VITAMIN A (IN ADDITION TO AMULTIVITAMIN) ________YES _____ No ___| |. ST.JOHN'SWORT _____ ... YES___No_|
ZINC (IN ADDITION TO A MULTIVITAMIN) YES No YOHIMBE YES NO
ASPIRIN, MOTRIN, IBUPROFEN, ADVIL OR OTHER YES No STEROIDS FOR ASTHMA OR ANY OTHER CONDITIONE.G.  YES NO
NSAID )L CORTISONE __ ]
ANY DRUGS FOR ARTHRITIS, COLCHICINE YES NoO MONOAMINE OXIDASE INHIBITORS (MAQOIS) 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 NoO
GINKOBILOBAORGINKOBA _____________ .. .. YES ____ No __| [ GLYCOLIC ACID, SALICYLIC ACID PRODUCTS ORPEELS __YES __NO _|

1. DO YOU HAVE AN ALLERGIC REACTION TO ANY MEDICATION? [JYEsS [JNoO WHICH?

ARE YOU ALLERGIC OR HAVE YOU HAD ANY REACTION TO TAPE ADHESIVE? TO LATEX? [JYES [ NoO WHICH?

DO YOU REACT ABNORMALLY TO ANY MEDICATION E.G. LOCAL ANESTHETICS OR EPINEPHRINE? [JYEs [JNoO WHICH?

A woN

DO YOU HAVE COCKTAILS REGULARLY, OR CONSUME REGULAR AMOUNTS OF ALCOHOLIC BEVERAGES, INCLUDING BEER, WINE, OR OTHER
ALCOHOL?

OYes [ONo IFso, HOW MUCH?

Do You sMOKE? [JYEs [ No IF SO, HOW MUCH? FOR HOW LONG?

ARE YOU PREGNANT? [JYEs [ No [ NA 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? [1YEs [ No [JNA

© ® N o o

HAVE YOU HAD ANY UNPROTECTED SUN EXPOSURE, USED TANNING CREAMS, OR TANNING BEDS IN THE LAST 4-6 WEEKS? [] YEs [ No

10. DO YOU HAVE ANY PERMANENT MAKE-UP, IMPLANTS, OR TATTOOS? [] YES [ NO WHERE?

11. FOR HAIR REMOVAL HAVE YOU DONE ANY PLUCKING, WAXING, TWEEZING OR ELECTROLYSIS IN THE PAST 6 WEEKS? [JYEs [] No

12. PLEASE LIST ALL PHYSICIANS PRESENTLY CARING FOR YOU. LIST YOUR PRIMARY CARE DOCTOR FIRST.

NAME TYPE OF DOCTOR (E.G. PRIMARY CARE) PHONE

13. WHEN WAS YOUR LAST PHYSICAL EXAM? By wHOM?

14. HAVE YOU HAD ANY RECENT BLOOD WORK OR TESTING DONE? [JYEs [JNoO WHERE?

15. PLEASE LIST ALL HOSPITALIZATIONS AND SURGERIES, INCLUDING SURGERIES DONE FOR COSMETIC REASONS:
SURGICAL OPERATIONS
TYPE OF OPERATION DATE SURGEON/LOCATION




16.

17.

18.

19.

20.

HOSPITALIZATIONS (EXCLUDING SURGERY)
REASON FOR ADMISSION DATE HOSPITAL

PLEASE LIST ANY NON-SURGICAL COSMETIC PROCEDURES YOU'VE HAD IN THE PAST AND WHERE? EG. BOTOX -FOREHEAD, COLLAGEN-
LIPS, CHEMICAL PEEL — FACE

WHAT BRINGS YOU TO SEE US?

ANY OTHER AREAS OR CONCERNS YOU WOULD LIKE THE DOCTOR OR STAFF TO ADDRESS:
O IMPROVE SKIN [ WRINKLES [] LASER HAIR REDUCTION [JHAIR LOss [] FOREHEAD OR BRows [] EYES [ Nose[] CHIN
[ cHeeks Lips [ Neck [ EARs [] IMPROVE A SCAR [] VEINS OR BLOOD VESSELS [] REMOVAL OF SKIN LESION

ANY SPECIFIC PROCEDURE OR TREATMENT YOU’'RE INTERESTED IN LEARNING MORE ABOUT?

WOULD YOU LIKE A COMPLIMENTARY FORMAL SKIN EVALUATION? OYes ONo

BY SIGNING BELOW, | AGREE THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE TO THE BEST OF MY KNOWLEDGE.

SIGNATURE: DATE:




MAROTTA FACIAL PLASTIC SURGERY
SKIN TYPING FORM

NAME: DATE:
SCORE (0] 1 2 3 4
WHAT IS YOUR LIGHT BLUE BLUE OR HAZEL, LIGHT DARK BROWNISH
EYE COLOR? OR GRAY GREEN BROWN BROWN BLACK
DARK
WHAT IS THE
NATURAL COLOR RED, SANDY BLONDE BLONDE, DARK BLACK
OF YOUR HAIR? RED CHESTNUT, BROWN
’ BROWN
WHAT IS THE
COLOR OF YOUR PALE LIGHT
SKIN REDDISH VERY PALE W/ BEIGE BROWN DARK BROWN
(UNEXPOSED TINT
AREAS)?
DO YOU HAVE
FRECKLES ON
SUN-EXPOSED MANY SEVERAL FEW INCIDENTAL NONE
AREAS?
WHAT HAPPENS PAINFUL BLISTERING, BURNS,
WHEN YOU STAY REDNESS, FOLLOWED SOMETIMES RARELY NEVER HAD
IN THE SUN TOO | BLISTERING, BY PEELING FOLLOWED BURNS BURNS
LONG? PEELING BY PEELING
TO WHAT HARDLY ANY TURN DARK
DEGREE DO YOU OR NOT AT LIGHT TAN REAST(ZEABLE Tg§ s\st BROWN
TURN BROWN? ALL QUICKLY
DO YOU TURN
BROWN SEVERAL
HOURS AFTER NEVER SELDOM SOMETIMES OFTEN ALWAYS
SUN EXPOSURE?
HOwW DOES YOUR
VERY VERY NEVER HAD A
FACE RESPOND SENSITIVE NORMAL
TO THE SUN? SENSITIVE RESISTANT PROBLEM
WHEN DID YOU
LAST EXPOSE
YOURSELFTO | MORE THAN 23 1-2 MONTHS | LESS THAN 1 LESS THAN 2
THE SUN, 3 MONTHS MONTHS AGO MONTH AGO WEEKS AGO
TANNING BED OR AGO AGO
SELF TANNING
CREAMS?
HOW OFTEN IS
THE AREA YOU
WANT TO HAVE HARDLY
TREATED NEVER EVER SOMETIMES OFTEN ALWAYS
EXPOSED TO THE.
SUN?
ADD
ABOVE
COLUMN Pl Aol FITZPATRICK
TOTAL SCORE
FOR SKIN TYPE
ToTAL WITH THE
SCORE CORRESPONDING
SKIN TYPE
o7 |
816 Il
17-25 I
26-30 1\
OVER 30 V-VI
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