 Riverside Plastic Surgery & Sinus Center

Frank J. Scaccia, M.D., F.A.C.S.

70 E. Front Street 3 rd Floor

Red Bank, New Jersey 07701

Welcome to our office. In order to serve you properly, we will need the following information. (Please Print) All information will be strictly confidential.

PATIENT INFORMATION

Full Name of Patient: _____________________________________________________

Male ____ Female_____ Patient’s Date of Birth: Month ____Day_____Year ______ Age__________ Weight___________ Height____________ Race/Ethnicity__________

Married_______Widowed______Single______Divorced _______

Full Street Address_______________________________________________________

City, State, Zip Code______________________________________________________

Home Telephone Number _____________Cell #_______________Work#_____________ Which voice mail#, if any may we leave medical results on?_________________________

Social Security # of Patient ____________________ Email address ___________________

Occupation________________ Emergency Contact(s)__________ Telephone # __________ 

Primary Insurance _____________________________________________________________

Identification Number: _________________________________________________________

Name of Policy Holder: ________________________________________________________

Policy Holders Date of Birth: ___________________ SS # ____________________________

Relationship to Patient: ________________________________________________________

Policy Holders Place of Employment: _____________________________________________

Secondary Insurance: __________________________________________________________

Name of Policy Holder: ________________________________________________________

Policy Holders Date of Birth: ____________________ SS#____________________________

Relationship to Patient: _________________________________________________________

Did your Physician refer you? Yes _____________ No ___________________________

Name, address & phone # of your Primary Care Physician (Medicare patients must fill out):   ________________________________________________________________________

If no, how did you hear about us? ___________________________________________________________________

Are you being seen as a result of an automobile accident? Yes __________ No ________

Are you being seen as a result of Workmen’s Compensation? Yes _______ No ________

1. Chief Complaint: ________________________________________________

2. Do you have any drug allergies? __________________________________

3. Have you been treated for Diabetes, High Blood Pressure, Ulcers, Angina, Cancer or recent heart trouble? __________________________________________

4. Have you had any surgery or other medical problems not mentioned above? ______________________________________________________________________________________________________________________________________________________________________________________________________

5. Have you ever been or are you currently being treated for psychological disorders? ______________________________________________________________

6. What medications are you currently taking? ____________________________________________________________________________________________________________________________________

7. Have you ever had Hepatitis, HIV or any liver problems? ___________________________________________________________________________________________________________________________

8. Do you have any history of a bleeding disorder? _________________________________________________________________________________________________________________________________

9. Do you smoke? __________________When was the last time you smoked? _________

10. How much alcohol do you drink in one week? ____________________________

11. Use of Drugs. Never__________Type/Frequency_______________________

12. Excessive Exposure at home or work to: Fumes_____Dust_______Solvents_____ Airborne Particles______ Noise_____

13. Do you have a living will? Yes __________________ No _________________

14. Durable Power of Attorney Yes __________________ No _________________

15. If yes, who ________________________________________________________

16. Are you an organ donor? Yes ________________ No ____________________

I understand that Advance Directives are not honored here at the Riverside Plastic Surgery and Sinus Center.

Family Medical History:



Age


Diseases

If Deceased, Cause of Death

Father________           ____________________________    ___________________

Mother _______          ____________________________    ____________________

Sibling’s _______
       ____________________________    ____________________

                   ________        ____________________________    ____________________

Patients Signature (or signature of representative) ________________________________________________________________________

Representative’s relationship to patient: _______________________________________

Date: __________________________________________________________________


Witness








Date

Consent to Use and Disclosure of Protected Health Information

Use and Disclosure of Your 

Protected Health Information


Your protected health information will be used by Riverside Plastic Surgery & Sinus Center or disclosed to others for the 


Purposes of treatment, obtaining payment, or supporting the day-to-day health care operations of the practice.

Notice of Privacy Practices

You should review the Notice of Privacy Practices for a more complete description of how your protected health information may be used or disclosed.  You may review the notice prior to signing this consent.

Requesting a Restriction on the 

Use or Disclosure or Your Information


You may request a restriction on the use or disclosure of your protected health information.


Riverside Plastic Surgery & Sinus Center may or may not agree to restrict the use or disclosure of your protected health information.


If Riverside Plastic Surgery & Sinus Center agrees to your request, the restriction will be binding on the practice.  Use or disclosure of protected information in violation of an agreed upon restriction will be a violation of the federal privacy standards.

Revocation of Consent


You may revoke this consent to the use and disclosure of your protected health information.  You must revoke this consent in writing.  Any use or disclosure that has already occurred prior to the date on which your revocation of consent is received will not be affected.

Reservation of Right to

Change Privacy Practices


Riverside Plastic Surgery & Sinus Center reserves the right to modify the privacy practices outlined in the notice.

Signature


I have reviewed and received a copy of Notice of Privacy Practices.  I have reviewed this consent form and give my permission to Riverside Plastic Surgery & Sinus Center to use and disclose my health information in accordance with it.


__________________________________________


Name of Patient (Please Print)

__________________________________________


Signature of Patient


__________________________________________


Date


__________________________________________


Signature of Patient Representative
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