(Please Print)

PATIENT INFORMATION S(ﬂ"(l””ﬂh Date —
Plastic Surgery
- Doctor
7208 Hodgson Memorial Dr.
Savannah, GA 31406
www.SavannahPlasticSurgery.com
1-800-424-8478
Patient's Name: Marital Status | Date of Birth Age Sex
S M| D|W
Email address Home Phone No.
( )
Street Address [:l Permanent |:| Temporary City and State Zip Code Business Phone No.
( )
Patient's Employer Occupation How Long Emp.? Cell Phone No.
( )
Employer's Street Address City and State Zip Code Social Security No.
Primary Care Physician PCP Phone # Spouse's Name Spouse's Date of Birth
How did you hear about us?
Spouse’'s Employer Employer's Street Address ICily and State Zip Code
E
1 S—
Spouse's Occupation How Long Emp.? Spouse's Business Phone No. Spouse’s Social Security
No.
( )
In Case of Emergency Contact (Not living with you) Relationship Home Phone Business Phone
( ) ( )
Contact's Street Address City and State Zip Code
IF THE PATIENT ISAMINOR OR STUDENT
Mother's Name Street Address, City, State and Zip Code Home Phone No.
( )
Mother's Employer Occupation How Long Business Phone No.
Emp.? ( )
Employer’'s Street Address, City, State and Zip Code Social Security No.
Father's Name Street Address, City, State and Zip Code Home Phone No.
( )
Father's Employer Occupation How Long Business Phone No.
Emp.? ( )
Employer's Street Address, City, State and Zip Code Social Security No.




Savannah

Plastic Sl.H‘g(J!‘y PATIENT HISTORY Age L S Wt

Chief Complaint: For what reason are you seeing the doctor today?

PAST MEDICAL HISTORY

List any medications to which you are allergic:

Foods? ) Other

What medications do you currently take? __

Have you ever had a blood transfusion before? When?

Have you ever had a blood transfusion reaction? When?

Have you had or presently have any of the following? (check)

[] Aids or tested HIV positive [J Muscle Disease [] stomach/Intestinal Disease

[] piabetes [C] Nervous Conditions [] Rheumatic Fever

[] cancer [] Kidney Disease [] cancer of Breast

D Tuberculosis |:| Liver Disease |:| Heart Attack

[] Pneumonia [] skin Cancer [ stroke

[] Epilepsy [] Mental lliness [] Thyroid Disease

|:| Hepatitis E[ Heart Murmur No. of pregnancies

|:| Anemia D Irregular Heart Beats No. of living children __

[] Heart Disease D High Blood Pressure Last tetanus

D Lung Disease D Bleeding Tendencies Last menstrual period
Are you pregnant? Date of last mammogram

List any childhood ilinesses you have had:

Children - Are immunizations current? _

List any serious injuries you have received and when they occured:

FAMILY HISTORY

Age Living ) Dead Cause of Death Major Diseases

Father
Mother

Sisters

Brothers

Check any illnesses that have affected any close relatives (parents, siblings):

[] cancer [] Heart Disease [] Brain Hemorrhage

[] Heart Attacks [] Rheumatic Fever [] Breast Cancer

[] strokes [] sickle Cell Anemia [] others

[] Diabetes [] Bleeding Tendencies

[J Hemophilia [] High Blood Pressure



SOCIAL HISTORY

Do you live alone? Occupation:
Habits: Smoking: [ ] Yes [ ] No [] cigarettes [ ] Pipe [ ] Cigars [ ] Other
How much?
Former Smoker? When did you stop? ______ How Long?
Alcohol: [ ] None [] Occasionally [ ] Frequently —How much?
Please answer the following regarding your health:
1. Have you had recent fevers or ChillS7 . ... . et [] Yes ] No
2. Have you had a significant change in WeIGht? ... . e [Jyes [JNo
Increase or Decrease (circle one) How much?
3. Do you have tearing, dry eyes, wear contacts or glasses? (GIrCle ONE)...............c.oovoovooveooeeieoeeeeeeeeeee . [ ves [ nNo

4. Do you have problems with your hearing, sore throats, congested sinus or snoring? (circle one) .......... D Yes |:| No
5. Do you get tightness, pressure, or squeezing in your chest? ..................coccocovooveeieeoeceeeceoeeeeeee. L] Yes ] No
6. Are you under treatment for high DIOOT PrESSUIE? .......... ..o [Jves [ No

7. Do you frequently suffer from chest colds, chronic coughing,

bronchitis, asthma or difficulty breathing? (GIFCIE ONE) ... oo oo [Jyes []No
8. Have you had diarrhea, nausea or vOmIting? (CIrCIE ONE) .....oooiiiiiiiiee e |:| Yes [] No
9. Have you had a recent change in bowel habits? ... [] ves [] No
10. Do you have burning With UFINALONT ...............oo.vvieieoeieeeeeeeee oo [Jves [JNo
11. Do you have pain in the joints, muscle aches or spasms? ....... e [Jyes [ No
Where?
12. Have you noticed a change in @ mole or SKIN I@SI0NT ... [0 yes [ nNo
Describe

(size, color, shape, itching or bleeding)
13. Have you had excessive exposure to the Sun or @ tanming BEA7 ..............ocoiovivevereeeoeeeeeose oo [Jyes [ No

14. Have you had or do you have @ breast IUMP? ..o |:] Yes [:| No

15. Do you perform a regular breast self-examination? ... [0 ves [ No
16. Are you under treatment for ePrEeSSIONT ... .o e [] Yes [ No
17. Have you ever had a problem with bleeding or blood clotting? ... D Yes [ Ne
18. Has anyone in your family had bleeding tendencies or hemophilia? ..o [Jyes []No
Please list any additional information you feel is pertinent to your care: ___

SIGNATURE . ~ Date



PAYMENT POLICY AND ASSIGNMENT OF BENEFITS

All services provided by the physicians in this office are on a fee for service basis. We will provide you with all the necessary
information required for you to file your insurance. If you have surgery performed we will file all of your charges.

We have customarily waited up to 45 days for payment from insurance companies. If your insurance company has not
reimbursed us for services rendered within 45 days from the date filed, we ask that you make arrangements to pay your balance
with this office.

If your services may be covered by Workman's Compensation or an Attorney is handling your injury case it is imperative that
you notify the receptionist prior to being seen. Please indicate the name, address and phone number of your representing
Attorney if the above statement applies:

Attorney’s Name Attorney's Address Phone Number

| hereby authorize and assign payment directly to Lawrence E. Ruf, M.D., P.C. or Scott W. Vann, M.D., P.C. or Barbara L.
Davies, M.D., P.C. or F. Chris Pettigrew, M.D., P.C., E.D. DeLoach, M.D., P.C. or Carl B. Pearl, M.D., or Savannah Plastic
Surgicenter, any medical or surgical benefits that the professional corporation may be entitled to under my medical-surgical
plan.

| understand that | am responsible for any balance due for professional services in excess of the benefits provided by my
policy. | understand that if my insurance plan does not make payment within 45 days | will begin making monthly payments
on the balance due.

| hereby agree that in the event of default in payment of any amount due and if this account is placed in the hands of a
collection agency or attorney, | will pay an additional charge equal to the cost of collection agency fee, attorney's fee and court
cost incurred and permitted by laws covering these transactions.

RESPONSIBLE PARTY'S SIGNATURE PATIENT'S SIGNATURE

DATE SIGNED WITNESSED BY

Due to the multitude of changes in many of the different insurance plans, it is required for our patients to provide the following
information listed below at all times. This will not only expedite but also comply with your specific carrier requirements. IT IS
UP TO THE PATIENT TO KNOW WHICH HOSPITAL AND LAB YOUR INSURANCE COMPANY REQUIRES YOU TO USE.

Our office requires that you bring your insurance card and co-payment to every visit. If you do not bring your
insurance card, you will be considered self pay and be responsible for your charges. Payment will be
expected in full on the date of service.

Insurance Company Name B

Referral required from Primary Care Doctor? Yes No

My lab must be sent to N _ Laboratory.

My insurance company requires me to go to R Hospital.

| UNDERSTAND THAT PRECERTIFICATION OF SERVICES ISNOT AGUARANTEE OF PAYMENT. |
ALSO UNDERSTAND THAT | AM RESPONSIBLE FORALL RELATED EXPENSES.

Signature Date



