Stephen J. Scully, M.D.
A Center for Aesthetic Surgery
451 Andover Street
North Andover MA 01845
978-687-1313
REGISTRATION FORM
	(Please Print)
DATE:  

	PATIENT INFORMATION

	Patient’s Last name:
	First:
	Middle:
	 Mr.
 Mrs.
	 Miss
 Ms.
	Marital status (circle one)

	
	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	 Reason For today’s visit:
 
    
	Birth date:
	Age:
	Sex:

  M        F 

	
	       /          /
	 
	

	Social Security #:
	Home Phone #:
	Cell#:

	
	(          )
	(          )

	Street address:
	City:
	State:
	ZIP Code:

	
	
	
	

	Occupation:
	Employer:
	Employer phone no.:

	
	
	(          )

	[bookmark: Check3]Where do you prefer to receive your calls? 
	Can we leave a message stating physician’s name?     Yes        No

	 Referred to office by 
(please check one box):
	 Family/Friend
	 Yellow Pages
	Internet
	

	 Physician
	    Other
	  Insurance Co.
	  Website

	INSURANCE INFORMATION

	(Please give your insurance card to the receptionist.)

	Subscriber Name:
	Birth Date:
	Social Security #:
	Sex:

	
	     /        / 
	
	 M                    F

	Name of Insurance Co:                                      Policy ID#:                                  Group Name:                                      Group No:                                   

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

	
	
	
	(          )

	Is this patient covered by insurance?
	 Yes
	 No
	

	Please indicate primary insurance:
	 BCBS HMO
	 BCBS PPO
	 Tufts HMO
	 Tufts PPO
	 United HC

	 Medicare
	 Commercial 
	 Workers Comp
	 Accident/Attorney
	 Other
	

	Patient’s relationship to subscriber:
	 Self
	 Spouse
	 Child
	 Other
	

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

	
	
	
	

	Patient’s relationship to subscriber:
	 Self
	 Spouse
	 Child
	 Other
	

	

	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to patient:
	Home phone no.:
	Work phone no.:

	
	
	(          )
	(          )

	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  or insurance company to release any information required to process my claims.

	
	
	
	
	

	
	Patient/Guardian signature
	
	Date
	



	HEALTH HISTORY QUESTIONNAIRE

	All questions contained in this questionnaire are strictly confidential 
and will become part of your medical record.

	Name (Last, First, M.I.):
	
	
Referring Physician:
	

	PERSONAL HEALTH HISTORY

	Surgeries/Hospitalizations:

	Year
	Reason
	Hospital

	
	
	

	
	
	

	
	
	

	List MEDICATIONS YOU ARE CURRENTLY TAKING

	Name the Drug
	Strength
	Frequency Taken

	
	
	

	
	
	

	
	
	

	Allergies to medications

	Name the Drug
	Reaction You Had

	
	

	
	

	HEALTH HABITS AND PERSONAL SAFETY
All questions contained in this questionnaire are optional and will be kept strictly confidential.

	Exercise
	 Sedentary (No exercise)

	
	 Mild exercise (i.e., climb stairs, walk 3 blocks, golf)

	
	 Occasional vigorous exercise (i.e., work or recreation, less than 4x/week for 30 min.)

	
	 Regular vigorous exercise (i.e., work or recreation 4x/week for 30 minutes)

	Diet
	Are you dieting?
	
	Yes
	
	No

	
	If yes, are you on a physician prescribed medical diet?
	
	Yes
	
	No

	
	# of meals you eat in an average day?

	
	Rank salt intake
	 Hi
	 Med
	 Low

	
	Rank fat intake
	 Hi
	 Med
	 Low

	Caffeine
	 None
	 Coffee          _____per day
	 Tea     ________per day
	 Cola          _______per day

	Alcohol
	Do you drink Alcohol?         Yes      No            __________________per day/_________per week 
 

	Tobacco
	Do you use tobacco?             Yes      No                # of Years:     ___________________
	
	 
	 
	 

	
	  Cigarettes – pks./day
	  Chew - #/day
	  Pipe - #/day
	  Cigars - #/day

	Drugs
	Do you currently use recreational or street drugs?
	
	Yes
	
	No

	FAMILY HEALTH HISTORY

	Please check off any significant past family history:

	 High Blood Pressure
Cancer

	    



	Tuberculosis                                               Heart Disease          
 Epilepsy                                                    Stroke                     
Diabetes                                                    Other                      




