Wittenborn Plastic Surgery
REGISTRATION FORM

	(Please Print)

	Today’s date:      
	PCP:      

	PATIENT INFORMATION

	Last Name                First      
	
	MI 
	 FORMCHECKBOX 
Mr.
 FORMCHECKBOX 
Mrs.

 FORMCHECKBOX 
Dr.
	 FORMCHECKBOX 
Ms.
 FORMCHECKBOX 
Miss
	Marital Status

	
	
	
	 FORMCHECKBOX 
Single FORMCHECKBOX 
Mar   FORMCHECKBOX 
Div   FORMCHECKBOX 
Sep  FORMCHECKBOX 
Wid

	Driver’s License #
	E-mail Address
	Social Security #
	Birth date:
	Age:
	Sex:

	
	
	     
	     
	     /     /     
	     
	 FORMCHECKBOX 
M    FORMCHECKBOX 
F
	

	Street address:
	Home phone 
	Business Phone

	     
	(      )     -     
	(        )     -     

	City
	State:
	Zip Code
	Cell Phone

	     
	     
	     
	(       )     -     

	Occupation/Employer
	Employer Address
	

	     
	     
	

	Referred by      
	 FORMCHECKBOX 
Dr     
	
	 FORMCHECKBOX 
Insurance
	 FORMCHECKBOX 
Hospital

	 FORMCHECKBOX 
Family
	 FORMCHECKBOX 
Friend
	 FORMCHECKBOX 
Ad
	 FORMCHECKBOX 
Phone Book
	 FORMCHECKBOX 
Internet Source     
	

	Would you like to receive e-mail  updates/offers?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No   Email      
	

	INSURANCE INFORMATION

	(Please give your insurance card to the receptionist.)

	Responsible Party (if different)
	Birth date:
	Address (if different):
	Home phone no.:

	
	       
	     
	(         )     -     

	Occupation:
	Employer:
	Employer address:
	Employer phone no.:

	     
	     
	     
	(          )      -     

	Is this patient covered by insurance?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	

	Please indicate primary insurance
	 FORMCHECKBOX 
Medicare
	 FORMCHECKBOX 
Blue Cross
	 FORMCHECKBOX 
Aetna
	 FORMCHECKBOX 
Cigna
	 FORMCHECKBOX 
United

	 FORMCHECKBOX 
Web TPA
	 FORMCHECKBOX 
Self Insured Plan
	 FORMCHECKBOX 
Humana
	 FORMCHECKBOX 
Other     
	 FORMCHECKBOX 
None
	

	Subscriber’s name:
	Subscriber’s S.S. no.:
	Birth date:
	Group no.:
	Policy no.:
	Co-payment:

	     
	     
	            /  /    
	     
	     
	$     

	Patient’s relationship to subscriber:
	 FORMCHECKBOX 
Self
	 FORMCHECKBOX 
Spouse
	 FORMCHECKBOX 
Child
	
	

	Name of secondary insurance (if applicable):
	Subscriber’s name:
	Group no.:
	Policy no.:

	     
	     
	     
	     

	Patient’s relationship to subscriber:
	 FORMCHECKBOX 
Self
	 FORMCHECKBOX 
Spouse
	 FORMCHECKBOX 
Child
	
	

	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to patient:
	Home phone.:
	Work phone.:

	     
	     
	(       )     -     
	(     )     -        

	The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible for any balance. I also authorize  MACROBUTTON  DoFieldClick [Name of Practice] or insurance company to release any information required to process my claims.

	
	
	
	     /     /     
	

	
	Patient/Guardian signature
	
	Date
	


Wittenborn Plastic Surgery

WILLIAM S. WITTENBORN, MD

Board Certified Plastic Surgeon

Thank You for Choosing Our Practice! 

Please take a moment to complete all information on this record. The information you provide is treated as confidential.

PATIENT HISTORY

Patient Name:      






Date:
     


Reason for your visit today:     










Medical Problems:     











Previous Surgeries:      










Medications currently taken on a regular basis:     







Family History of Cancer, disease? FORMCHECKBOX 
No    FORMCHECKBOX 
Yes  What?      






Height:      
        Weight:      



Do you have any of the following?

 FORMCHECKBOX 
 Change in vision
 FORMCHECKBOX 
 Difficulty swallowing
  FORMCHECKBOX 
 Short of breath 
 FORMCHECKBOX 
 Numbness-


 FORMCHECKBOX 
 Sinus problems
 FORMCHECKBOX 
 Chest pain

  FORMCHECKBOX 
 Leg swelling

 FORMCHECKBOX 
 Fevers

 FORMCHECKBOX 
 Headaches

 FORMCHECKBOX 
 Convulsions

  FORMCHECKBOX 
 Weight loss

 FORMCHECKBOX 
 Anxiety

 FORMCHECKBOX 
 Dizziness

 FORMCHECKBOX 
 Palpitations

  FORMCHECKBOX 
 Weight gain

 FORMCHECKBOX 
 Depression

 FORMCHECKBOX 
 Muscle weakness
 FORMCHECKBOX 
 Wheezing

  FORMCHECKBOX 
 Diarrhea

 FORMCHECKBOX 
 Bleeding problems
 FORMCHECKBOX 
 Other:     













Allergies:     













Do you smoke?   FORMCHECKBOX 
No     FORMCHECKBOX 
Yes
 How many cigarettes per day?
     





Other drug use?
   FORMCHECKBOX 
No     FORMCHECKBOX 
Yes
     














Any recent hospitalizations?    FORMCHECKBOX 
No   FORMCHECKBOX 
Yes
     








Any problems with anesthesia?    FORMCHECKBOX 
No   FORMCHECKBOX 
Yes     















Are you under the care of a physician at this time for any problem?  FORMCHECKBOX 
No   FORMCHECKBOX 
Yes
     




Have you ever consulted a plastic surgeon?  FORMCHECKBOX 
No    FORMCHECKBOX 
Yes
For the same reason as today?  FORMCHECKBOX 
No    FORMCHECKBOX 
Yes
Have you had previous plastic surgery?  FORMCHECKBOX 
No    FORMCHECKBOX 
Yes

Is there any additional information you are interested in? (Procedures, skincare, etc.)     



Can we contact you via e-mail? Specials, newsletters, updates regarding our office.  FORMCHECKBOX 
No    FORMCHECKBOX 
Yes

Wittenborn Plastic Surgery

WILLIAM S. WITTENBORN, MD

Board Certified Plastic Surgeon

Patient Name:      
	CONSENT FOR TREATMENT


I hereby voluntarily consent to and authorize medical care/diagnostic treatment and /or minor surgical treatment by William S. Wittenborn, MD deemed advisable and necessary in the diagnosis and treatment of my condition. I am aware that the practice of medicine is not an exact science and I acknowledge that no guarantees have been made to me as a result of treatment or examination in the office. I authorize the use and disclosure of any of my past/current medical records for treatment and healthcare operations. 

Signed:                                                                    Date: 
     

Print Name: 
     
                         
	AUTHORIZATION AND ASSIGNMENT


I hereby assign all medical/diagnostic/surgical benefits payable for the services rendered, to include major medical benefits to which I am entitled, including Medicare, Private Insurance and other health plans to Wittenborn Plastic Surgery. I hereby authorize said assignee to release to CMS/Insurance Carriers and it agents all information needed to determine these benefits or benefits related to services. I understand that any unpaid balance not covered by this policy will be payable by me. I understand and agree, regardless of my insurance status, that I am ultimately responsible for the balance of any professional services rendered. I understand that I am responsible for any charges incurred if my account is sent to a collection agency and for any returned checks. I understand that Medicare and/or other Insurance Carriers do not cover all office services/ procedures. I agree to take full responsibility for any unpaid balances and that such payment will be made to the said assignee for services. 

Signed: Date: 

       
Print Name: 
     
   
	AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION


(Initial)                    I authorize discussion of my general medical condition and diagnosis (including treatment, payment and healthcare operations) with: Please list the family members or significant others, if any, whom we may inform about your medical condition. 
Name: 
     
                         Relation: 
     
                      Phone Number: 
     

Name: 
     
                         Relation: 
     
                      Phone Number: 
     

Name: 
     
                         Relation: 
     
                           Phone Number: 
     
 

Can appointment reminders be left on your telephone answering machine or voice mail?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
Can other confidential messages (lab results, etc.) be left on your telephone answering machine or voice mail?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
If YES, please indicate what types of messages may be left on your machine.  FORMCHECKBOX 
Lab results  FORMCHECKBOX 
X-Ray Results FORMCHECKBOX 
 Follow-up Needed 

	CONSENT FOR TAKING AND/OR PUBLISHING PHOTOGRAPHS


I hereby grant authority to Wittenborn Plastic Surgery and/or his designated representatives to take photographs of myself/ my child (please circle appropriate identifier) with the understanding that such photographs are for confidential clinical purposes of evaluation and treatment, and that all photographs remain the property of Wittenborn Plastic Surgery. I understand that the said photographs are a permanent part of my medical record, and as such may be submitted to my insurance for the specific purpose of obtaining reimbursement for authorized services. 

Signed: 

                            Print: 
     
                         Date: 
     

In additional to the use of these photographs for above purposes, I consent for to their use for: 

Educational purposes for professional journals or medical books knowing in such publication I shall not be identified by name. FORMCHECKBOX 
 Yes  FORMCHECKBOX 
No 

For use in patient education knowing it may be seen by others. It is specifically understood you shall not be identified by name. FORMCHECKBOX 
 Yes FORMCHECKBOX 
 No 

Signed:                                             Print: 
     
 Date: 
     

	PRIVACY NOTICE


(Initial)              I have received a copy of WILLIAM S. WITTENBORN, MD’s office privacy notice as required by HIPAA that provides a complete description of personal health information uses and disclosures. I have been provided an opportunity to review it. 

Wittenborn Plastic Surgery
WILLIAM S. WITTENBORN, MD

Board Certified Plastic Surgeon

NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION 
This notice describes how medical information about you may be used and disclosed and how you may get access to this information. Please review it carefully. 

We Safeguard Information about Your Health and Person: 

We collect information from you and store it in a medical record as well as on a computer. Charts are stored in a secure area and available only to a designated staff and only for designated reasons. Housekeeping, maintenance and other non-office personnel have no access to the chart area. Service technicians may have access to the computer, but only for service of computer operations. 

Typical Uses and Disclosures of Medical Information:

We collect medical information from you. Within our office, we restrict the disclosure of the information to doctors, nurses, technicians and insurance and billing personnel. We may use your medical information for treatment and care, payment to insurers and for healthcare operations. Outside our office, we restrict the disclosure to those people, entities and agencies for whom you authorize disclosure such as other healthcare providers (doctors, nurses, extended care facilities), insurance companies, billing agencies, hospitals and surgery sites, or those agencies and entities for whom legal and administrative requirements demand disclosure such as: 

• When required by law 

• Public health activities (death, child abuse, neglect, domestic violence, problems with products, reactions to medications, product recalls, disease/infection exposure, disease/injury/disability control/prevention) 

• Health oversight activities (audits, investigations, inspections) 

• Judicial and administrative proceedings (court order) 

• Appropriate law enforcement requests (to identify or locate a suspect, fugitive, material witness, or missing person) 

• Deceased person information to coroners, medical examiners, funeral directors 

• Organ and tissue donation 

• Research, provided authorization is IRB-approved or privacy board-approved 

• Emergencies or to avert serious threat to health or safety 

• Specialized government functions (military, inmates) 

• Workers Compensation 

• Disaster Relief and Fund-raising 

We will not use or disclose your medical information for any purpose not listed without your specific written authorization. Any specific written authorization you provide may be revoked at any time by writing to us. 

Patient Privacy Rights 
Notice of Privacy Practices for Protected Health Information 
You Have The Right To: 
• Inspect and request copies of your medical information from your chart. Your request must be submitted in writing to the contact person (Privacy Officer) listed at the end of this notice. Copies are subject to charges of $1.00 per page for the first 25 pages. Each addition page in excess of the first 25 pages will be subject to charges of $0.25 per page. Copies made for Workers Compensation will be subject to a charge of $0.50 per page. Postage charges will apply if you request to have the copies mailed to you. We must respond within 30 days if the record is readily available and within 60 days if it is not readily available. 

• Request that we amend medical information in your chart. You may identify inaccurate or incomplete information in your chart. Your request must be submitted in writing to the contact person (Privacy Officer) listed at the end of this notice. We must respond within 60 days. We may deny your request if we did not create the information you wanted changed or for certain other reasons. If we deny your request, we will provide you with a written explanation. You may respond with a statement of disagreement that will be added to the information you wanted changed. If we accept your request to change the information, we will make reasonable effort to tell others, including people you name, of the change and to include the changes in any future sharing of that information. 

• Receive an accounting of any disclosures made from your record over the last six years, starting April 30, 2008 . You can get this with a written request directed to our office. We must respond within 60 days. 

• Request that we place additional restrictions on our use or disclosure of your medical information. We are not requires to agree to these additional restrictions, but if we do, we will abide by our agreement (except in the case of an emergency). 

• Request that we communicate with you about your medical information by different means or to different locations. Your request must be made in writing to the contact person (Privacy Officer) listed at the end of this notice. 

• Receive a copy of this notice by printing it or with a written request directed to this office, and a copy of this notice will be given with all new patient packets. 

We may contact you for appointment reminders and we may provide you with information about health-related or product benefits and services. 

Each patient is given a copy of the Privacy Notice and an opportunity to review and understand it. 

Our Responsibility Under HIPAA: 
• We are requires by law to maintain the privacy of your personal health information, and to provide you notice of our legal duties and privacy practices and adhere to this notice. 

• We reserve the right to make changes to this notice. If any changes are made, we will post a notice that changes have been made and their effective date of the changes. Copies will be made available. 

If you have any questions about this notice or if you think that we may have violated your privacy rights, please contact us. You can submit a complaint about our privacy policy or its execution, either verbally or in writing, to our PRIVACY OFFICER at: Wittenborn Plastic Surgery, 13300-56 S. Cleveland Ave. Number 261, Fort Myers, Fl 33907. Phone (239) 561-2313 Fax(866)500-2420.
If you get no resolution to your complaint, you may send a written statement to this office or the Secretary of Health and Human Services.

Effective Date Privacy Policy: April 25, 2008
