PREMIER PLASTIC SURGERY CENTER OF NEW JERSEY

310 Madison Avenue, Suite 100, Morristown, NJ 07960
Phone: 973.889.9300 Fax: 973.889.9400 Web: www.drbrianglatt.com

Patient’s NAM@..................ooooo Date of Birth...........cccccocceerrrreeececereeene
AQAIESS....oooceetieee et eeess st essseeneed L) OSSO State......cccooocuunnn. WA | o SN
HOME #..ooeeeiei e eeesi e Cll #oo i) 10 1T | OO
SS Heee et Gender: Female___ Male___ Marital Status Single___ Married___ Other___
EMPIOYEN.........oooieie ettt bbb OCCUPATION. ...
WOTK #.oeeeee e EXE #essssess s Is it ok to call you at work?:  Yes No
AQAIESS....oooceetieceeti it seeseeesss s neeneed L) OSSR State.......ccoooeuunnn. WA | o SN

Release of Protected Health Information (PHI)
Due to HIPAA constraints, we are unable to speak to anyone regarding any aspect of your care, billing or appointments without
your expressed written consent. If you wish to allow us to speak to anyone other than you, please include their name below and
sign.

Name of person you authorize Your Signature

Office Policies

Privacy Policy

The privacy of your medical information is of the utmost importance to our practice. We adhere to all laws governing protection of your medical
information as outlined in the Health Insurance Portability and Accountability Act of 1996. You may obtain a copy of our Privacy Policy at the
time of your visit to our office. It may be necessary to release your protected health information to banks, insurance companies, financing
companies and/or credit card entities to facilitate your payment. By initialing below | consent to allow Premier Plastic Surgery Center of New
Jersey to use and disclose this information to the above named entities when such information is requested to process a payment.

Initial:

Financial Policy Summary

Office visits are payable on the day of service. For your convenience, we accept American Express, Discover, MasterCard, Visa, checks and cash.
Any returned check will incur a bank fee charge. Unpaid accounts are subject to collection fees up to 50% of the outstanding balance. Credit
Card refunds incur a 3% service charge.

Dr. Glatt does not participate with commercial insurance, therefore if you intend to utilize your out of network benefits, we will submit insurance
claims on your behalf; however any balance remains your responsibility. A copy of our complete Financial Policy is available at our office and will
be provided to you upon request. Initial:

Appointment Policy Summary

Appointments are in high demand. If you are unable to keep your appointment, please notify our office at least 24 hours prior to your scheduled
time, so we are able to offer this time to another patient. If notice is not provided within 24 hours, a $50 fee will be assessed and must be paid
before future appointments can be scheduled. Initial:

Communication

May we send mail to your home address? Yes_ No_
May we contact you via email? Yes_ No__
May we contact you via text message? Yes_ No__

My signature certifies that | have read, understand and agree to the above POIICIES. ...
Signature Date




PREMIER PLASTIC SURGERY CENTER OF NEW JERSEY

310 Madison Avenue, Suite 100, Morristown, NJ 07960
Phone: 973.889.9300 Fax: 973.889.9400 Web: www.drbrianglatt.com

Medications and Allergies

Are you taking aspirin? No___  Yes___ Ifyes: 81mg(baby)___ 325mg___
Are you taking Coumadin? No___Yes_
Usage of non-steroidal anti-inflammatory drugs (ex. Motrin, Aleve etc.)

Daily___ Occasionally___ Weekly___ Rarely___ Never

Are you currently taking medications, vitamins or supplements? No__ Yes_  If"Yes” list below:

Medication / Supplements Dosage

Are you allergicto latex? No___ Yes___ NotSure___
Are you allergic to nickel? No___ Yes___ NotSure___

Do you have any allergies? No___ Yes_  NotSure_



PREMIER PLASTIC SURGERY CENTER OF NEW JERSEY

310 Madison Avenue, Suite 100, Morristown, NJ 07960
Phone: 973.889.9300 Fax: 973.889.9400 Web: www.drbrianglatt.com

Medical History

This Medical History Form is part of a Confidential Medical Record and will not be released unless you have authorized us to do so.
The information contained in this form will be used by Dr. Glatt in decisions regarding your medical care and treatment. Please

answer all questions to the best of your knowledge.

A T 1 1= Date of Birth.........ooooocoooeeeeeeeeeeeeseeeeeeeeeeeeseeeerise, Today’s Date..........ccooorverermeeercrrerennes
AAAIESS.....ooceeerreteees s essssesssan LG /2SO State......ccoovuee WA o S
HEIGNT o) WeIGht oo Date of last physical @Xam.......ccccccooeemrrrrrreceevrvvnsssssseenee.
Primary PRySiCian...................coooooocese s PRONE........oooeee s
o Lo =SSN L) OO State.......couuuwenn. A o RN
EMergency CONtAC ... o] T

Please check any conditions below that you have or had in the past (indicate date(s) of occurrence).

O Blood Clots in your legs

Goiter/Thyroid Disease

O  Blood Clots in your lungs Hyperthyroidism

] D,abetes ....................................................................................................... H ypOtherIdlsm .....................................................................................
i Tubercmos,s ............................................................................................... P neumoma ...............................................................................................
i Arth”tls ........................................................................................................ B ronChms ..................................................................................................
. Hypertensmn ............................................................................................. B |eed,ng-|-endency ...............................................................................

O Hypercholesterol Epilepsy
O Heart Attack Stroke
O Congenital Heart Disease HIV+

O No medical issues.

Do you have any children? No__ Yes_

If Yes, what are their ages?............cveuoeeeevosensesssessesssesessssesessssessssssesessens

Do you smoke cigarettes?No___ Never___ Yes_

If Yes, currently, how many per day? ...........cooevoereresmereeresenennnns 20T g g oYV [T o o N

If you previously smoked and have quit, when did you quit?...........


http://www.drbrianglatt.com

Medical History (continued)

AlcoholUsage No___ Yes_
If YES, WAt TYPE @NT NOW MIUCK. ...ttt eessss bR

Do you use or have you used recreational drugs? No___ Yes_
LRIV o =Y A= 10T o 1TV 0 = 7200

Have you ever had treatment by a counselor, psychiatrist or psychologist? No_ Yes_
ST Y o Y=Y oI Ta Ve I To T oV o = L 0TSO

If so, were you prescribed any medication as part of this treatment? No___ Yes_
IfYes, list MEAICATION (S) PIESCITDEM:.......... .ot eeeee oo oot eeeeee e e e es e e et ee et oot eee e see e s et eee s ee s s ee e see e eneeeeseeees

Do you have any implants / artificial limbs / prostheses? No__ Yes_

Have you ever had an adverse reaction to anesthesia / surgery? No__ Yes
LA LS =4 0] - 1o 0T

Women Only

Hormone Replacement Therapy? Never____ CurrentUsage___ Past___

Oral Contraceptives? Never___ CurrentUsage___ Past___

Have you ever had a discharge from the nipple of your breast? NO _ YES_  WRENT..ceoeeeeeeeeeeeeeeseeeeeeee e

Do you regularly have PAP smears? No___ Yes_ Ifyes, date Of [ast?.........ooovooooooeeeoooeeeeeeeeeeeeeeeevoeeeseseeeeeeeeee s seeeeeesseeeeenins

What are the ages Of YOUT CRIIAIENT............ i8££k

Are you planning on having more children? No___ Yes

Sign Below

| certify that the medical information | have provided is accurate and complete to the best of my knowledge.

Signature Date




