MORIAH R. MOFFITT, M.D.

PLASTIC & RECONSTRUCTIVE SURGERY

508 SOUTH HABANA AVENUE, SUITE 180

TAMPA, FLORIDA  33609

(813) 414-0908

FAX:  (813) 414-9354

NEW PATIENT QUESTIONNAIRE

NAME:  ________________________________________________________________
ADDRESS:  ____________________________________________________________


_____________________________________________________________
DOB: _________________ 

PHONE: ___________________________________________

EMAIL: ____________________________________________

REASON FOR VISIT:  ____________________________________________________
______________________________________________________________________
Would you be interested in a complimentary skin care consultation? ________________________________________

Are you currently using Botox, Collagen, Restylane or any other injectables? 

Yes______  No______

How did you hear about Dr. Moffitt? ______________________

PATIENT HISTORY  FORM

NAME ___________________________________________________ DATE______________________________

REASON FOR TODAY’S  VISIT______________________________________________________________________________________________

REFERRING PHYSICIAN ______________________________ ADDRESS ________________​​​​​​​​____________________​​​​ PHONE ______________

FAMILY PHYSICIAN __________________________________ADDRESS _____________________________________PHONE ______________

ADVANCE DIRECTIVE:  YES______   NO _______

PAST MEDICAL HISTORY

ALLERGIES TO MEDICINE ________________________________________________________________________________________________

CURRENT MEDICATION:  ASPIRIN (  )  OTHERS: ___________________________________________________________________________

ANY SURGERY?  WHICH BODY PART
YEAR


HOSPITAL


CITY/STATE

______________________________________
______
_______________________________________      _________________________________

______________________________________
______
_______________________________________
    ______________________________

______________________________________
______
_______________________________________
    ______________________________

FRACTURES AND/OR TRAUMA ___________________________________________________________________________________________

HOSPITALIZATIONS REASON

YEAR


HOSPITAL


CITY/STATE

______________________________________
______
_______________________________________
   _______________________________

______________________________________
______
_______________________________________
   _______________________________     ______________________________________
______
_______________________________________
   _______________________________ 







(  ) GLAUCOMA     (  ) DIABETES      (  ) HEART     (  ) STROKE      (  ) LUNG DISEASE     (  ) KIDNEY

(  ) CANCER, LOCATION ______________________________________________________________ (  ) CHEMO     (  ) RADIATION

FAMILY HISTORY

FATHER

MOTHER

BROTHERS & SISTERS


CHILDREN

AGE ______________
AGE _______________
AGES ___________________________
AGES _________________________

HEALTH __________
HEALTH ___________
HEALTH ________________________
HEALTH ______________________

LIST DISEASES THAT RUN IN YOUR FAMILY ___________________________________________________________________________

SOCIAL HISTORY

OCCUPATION _______________________________________    MARITAL STATUS _______  (  ) TOBACCO ______ PACKS PER DAY  

(  ) ALCOHOL CONSUMPTION – (  ) SOCIALLY  (  ) BINGES  (  ) DRUGS _______________________

REVIEW OF SYSTEMS

HAVE YOU HAD OR DO YOU HAVE PROBLEMS WITH ANY OF THE FOLLOWING:

HEENT
(  ) VISION  (  ) SWALLOWING  (  ) HEADACHES  (  ) SINUS  (  ) NOSE BLEEDS  (LOSS OF HEARING)  

(  ) OTHER _____________________________

HEART

(  ) SHORTNESS OF BREATH  (  ) CHEST PAIN  (  ) BLOOD PRESSURE  (  ) ANKLE SWELLING



(  ) HEART ATTACK  (  ) RHEUMATIC FEVER  (  ) HEART MURMER  (  ) OTHER ____________________________

LUNGS

(  ) BRONCHITIS  (  ) CHRONIC COUGH  (  ) COUGH UP BLOOD  (  ) EMPHYSEMA   (  ) SHORTNESS OF  BREATH



(  ) PNEUMONIA  (  ) ASTHMA  (  ) OTHER _____________________________________

GI

(  ) STOMACH  (  ) ULCERS  (  ) BLOODY BOWEL MOVEMENTS  (  ) VOMIT BLOOD  (  ) APPETITE



(  ) BLACK BOWEL MOVEMENTS  (  ) INDIGESTION  (  ) HEPATITIS  (  ) GALLBLADDER  (  ) OTHER _________

GU

(  ) DISCHARGE  (  ) SWELLING/TENDERNESS  (  ) BLOOD IN URINE  (  ) PAIN/DIFFICULTY URINATING



(  ) INCONTINENCE  (  ) OTHER _______________________________________

NEURO

(  ) PARALYSIS  (   ) DIZZY SPELLS  (  ) TINGLING/NUMBNESS  (  ) MEMORY LOSS  (  ) BLACKOUTS OR SPELLS



(  ) SEIZURES OR CONVULSIONS  (  ) OTHER _________________________________

SKIN

(  ) BRUSING  (  ) BLEEDING  (  ) LUMPS OR BUMPS   (  ) UNUSUAL MOLES  (  ) OTHER _______________________

BREAST
(  ) DISCHARGE  (  ) LUMPS  (  ) NIPPLE CHANGES  (  ) OTHER ______________________________________________

FOR WOMEN ONLY

DATE OF LAST MAMMOGRAM _______________
LAST BREAST EXAM __________________
  LMP ___________________________

ANY PROBLEM WITH PREGNANCIES ____________________________________________________________________________________


# PREGNANCIES ___________   # FULL TERM ____________  # PREMATURE ____________  #  MISCARRIAGES ___________


# LIVING CHILDREN _____________  # C-SECTIONS ____________  # VAGINAL DELIVERIES ______________

Moriah R. Moffitt, M.D.





508 South Habana Avenue Suite 180

Tampa, FL  33609-4144

(813) 414-0908 

(813) 414-9354 (Fax)

PATIENT’S NAME:  ____________________________________________________



DATE:   _____________________

SOCIAL SECURITY NUMBER:  __________________________________________

CONSENT FOR PHOTOGRAPHY

I authorize Dr. Moriah Moffitt to photograph and agree that she may use the photographs for purposes of scientific use such as teaching, publication or research.

       
                                      
     Yes   _____
     No   _____ 

It is clearly understood that any identifiable photographs will not be shown to the lay public or to other patients.

__________________________________________________

DATE:  ______________________

                                  Signature of Patient 

__________________________________________________

DATE:  ______________________

         Signature of Parent or Guardian if Patient is a Minor

[image: image1.jpg]Moriah R. Moffitt, MD

Plastic & Reconstructive Surgery

Call: (813) 414-0908




FINANCIAL POLICY

We are doing everything possible to hold down the cost of medical care. You can help a great deal by reducing the number of bills we send to you. The following is a summary of our payment policy.

ALL PAYMENT IS EXPECTED AT THE TIME OF SERVICE

Payment is required at the time services are rendered unless other arrangements have been made in advance. This includes applicable coinsurance and copayments for participating insurance companies. Moriah R. Moffitt, MD accepts cash, personal checks (in-state only), VISA, and MasterCard. There is a service charge for returned checks.

INSURANCE:

Your insurance card and referral, if required, must be presented for your initial visit, otherwise full payment will be due.  Members are responsible for getting pre-approval from the primary care physicians for each visit.  We bill participating insurance companies as a courtesy to you. You are expected to pay your deductible and copayments at the time of service. If we have not received payment from your insurance company within 45 days of the date of service, you may be expected to pay the balance in full. You are responsible to be sure all charges are paid whether by you or by your insurance carrier.

Regarding Health Reimbursement Accounts (HRA), after all insurance payments have been made; the remaining balance is your patient responsibility and is due within 30 days of receipt of your EOB (Explanation of Benefits).

If you need assistance or have questions, please contact Erin Radford, the Office Coordinator between 8:30 a.m. and 4:00 p.m., Monday through Friday at 813-414-0908.

MISSED APPOINTMENTS/LATE CANCELLATIONS:

Broken appointments represent a cost to us, to you and to other patients who could have been seen in the time set aside for you. Cancellations are requested 24 hours prior to the consultation/appointment and 72 hours prior to a scheduled surgery. We reserve the right to charge for missed or late-canceled appointments and/or surgeries.

I have read and understand Moriah R, Moffitt’s Financial Policy. I agree to assign insurance benefits to the Moriah R. Moffitt’s Practice whenever necessary. I also agree that if it becomes necessary to forward my account to a collection agency, in addition to the amount owed, I also will be responsible for the fee charged by the collection agency for costs of collections.

ADDITIONAL INFORMATION:

DISABILITY FORMS: There will be a $25.00 service charge for those requiring disability forms due to surgery for their place of work. This will be due before any forms are sent.

RETURNED CHECKS:  Insufficient funds are subject to prosecution under the Laws of the State of Florida.  There will be a $25.00 service charge on any returned checks.

SIGNED (patient or guarantor):_____________________________________________________________________

FOR (print patient name):____________________________________________________​​​​______________________​​​​​​​​​​​​​​​​_​​​

DATE :______________________

Moriah R. Moffitt, MD

508 S. Habana Ave.

Suite 180

Tampa, FL 33609
Moriah R. Moffitt, MD
NOTICE OF PRIVACY PRACTICES

This notice describes how your health information may be used and disclosed and how you can access this information. Please review it carefully.

At the practice of Moriah R. Moffitt, M.D. we have always kept your health information secure and confidential. A new law requires us to continue maintaining your privacy, to you this notice to follow the terms of this notice.

The law permits us to use or disclose your health information to those involved in your treatment. For example, a review of your file by a specialist doctor whom we may involve in your care.

We may use or disclose your health information for payment of your services. For example, we may send a report of your progress to your insurance company.

We may share your medical information with our business associates, such as a transcription service. We have a written contract with each business associate that requires them to protect your privacy.

We may use your information to contact you. For example, we may send newsletters or other information. We may also want to call and remind you about your appointments. If you are not home, we may leave this information on your answering machine or with the person who answers the telephone.

In an emergency, we may disclose your health information to a family member or another person responsible for your care. We may release some or all of your health information when required by law. If this practice is sold, your information will become the property of the new owner.

Except as described above, this practice will not use or disclose your health information without your prior written authorization.

You may request in writing that we not use or disclose your health information as described above. We will let you now if we can fulfill your request.

You have the right to know of any uses or disclosures we make with your health information beyond the above normal uses.

As we will need to contact you from time to time, we will use whatever address or telephone number you prefer. You have the right to transfer copies of your health information to another practice. We will mail your files for you. You also have the right to see and receive a copy of your health information, with a few exceptions. Give us a written request regarding the information you want to see. If you also want a copy of your records, we may charge you a reasonable fee for the copies.

You have the right to request an amendment or change to your health information. Give us your request to make changes in writing. If you wish to include a statement in your file, please give it to us in writing. We may or may not make the changes you request, but will be happy to include your statement in your file. If we agree to an amendment or change, we will not remove nor alter earlier documents, but will add new information.

You have the right to receive a copy of this notice. If we change the details of this notice, we will notify you of the changes in writing.

You may file a complaint with the Department of Health and Human Services, 200 Independence Avenue, S.W., Room 509F, Washington, DC 20201. You will not be retaliated against for filing a complaint.

However, before filing a complaint, or for more information or assistance regarding your health information privacy, please contact our Privacy Officer, Erin Radford, at (813) 414-0908.

This notice goes in effect as of April 14, 2003.

Acknowledgement


I have read a copy of the Moriah R. Moffitt, M.D. Notice of Privacy Practices.    Date:​​________________________

Signed______________________________________             Print Name_________________________________________

If signing as a parent or guardian, please note the name of the patient_____________________________________________
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We would like to take this opportunity to welcome you as a patient and to thank you for choosing our cosmetic plastic surgery practice.  It is our goal to assist you with all of your cosmetic and plastic surgery needs.  We wish to make your visits informative and your surgical experience pleasant and rewarding.

Dr. Moriah Moffitt’s goal is to provide patients with the highest quality plastic surgical care. This begins with your initial consultation and continues through the final result of your plastic surgery procedure. The decision to have a cosmetic or reconstructive procedure is a serious one that should not be made quickly or lightly. You and Dr. Moffitt will discuss your needs and expectations to help you make an informed decision. Dr. Moffitt is certified by the American Board of Plastic Surgery and dedicated to providing outstanding service from the moment you enter our office through your recovery and beyond. With our team of highly trained professionals, Dr. Moffitt seeks to provide the highest quality care in a state-of-the-art environment where the patient’s safety is always the top priority.
We look forward to meeting you soon!

Please remember to fill out this new patient packet and bring it with you on the day of your consultation, along with your driver’s license and insurance card (if needed).

