Matthias B. Donelan, M.D.
PLASTIC SURGICAL ASSOCIATES, INC. . i A
2000 Washington St., Suite 444 Daniel N. Driscoll, M.D.
Newton, MA 02462
617-244-0990 Fax: 617-969-4044

DATE
PATIENT INFORMATION  (PLEASE COMPLETE ALL ITEMS AND PRINT)
Fatient's Name Age Date of Birth
Home Address City State _ Zip
Home Phone Cell Married [0 Single [] Widow (er) O Divorced [
Patient’s Occupation Patient's Employer p 2
E-mail S8#
Emergency Contact Phone
Family Internist / Pediatrician____ Address
Referred by Address
Has this office previously treated any member of your family? Yes[O NoO If Yes, whom___

FINANCIAL RESPONSIBILITY

Bill will be paid by: Patient ] Spouse [] Father [J Mother [] Workmen's Comp, [1 Other []

(specify)
Name of Spouse/Parent Spouse/Parent's Occupation
Spouse/Parent's Employer Address
Business Phone Ext la

HEALTH INSURANCE
All referrals are the responsibility of the patient.

Blue Shield: Yes 0 No[O Certificate Mo. Subscriber's Name
Medicare: Yes [0 MNe [ Claim No. 2
Medex: Yes [1 No [ Billing Control Mo.

Other Health Insurance (Specify)

IF AN ATTORNEY IS INVOLVED

Attorney’s Name

Address Phone

REV 7/10




DESCRIBE WHAT BRINGS YOU HERE: DO NOT WRITE BELOW

IF INJURY, Date Motor Vehicle [
Pedestrian [] Animal Bite []1 At Work (] Other[]
(specify)

PAST MEDICAL HISTORY
Height _ Present Weight,
Intentional weight loss? Yes [] No[J How much? Ibs.
PREVIOUS SURGERY (Please List)

Operaticn Year Complications, if any

SERIOUS INJURIES (Please List)
Type Year After Effects

MEDICATIONS, DRUGS

Please list ALL medications you are now taking (including birth

control pills, diuretics (water pills), blood pressure or heart med-
ications, tranquilizers, hormones, steroid medications, cortisone,
blood thinners, aspirin, bufferin, vitamins, etc.)




MATERNAL HISTORY

Have you ever been pregnant? YES [ NO[I If Yes, how many times? How many children do you have?
Are you now pregnant? Are you planning more children? YES[ NOLCI Don't know []
GENERAL

Are you allergic to any pills, drugs, or medicines? Yes[] MNo[d If yes, name

Have you ever had a bad reaction to any anesthetic? . ........... Yes[] No[l
Do you have high blood pressure? ... 0. .. ioiiiiiniiiiii Yes ] No[l
Doyol:smokelcigareties? e it e st L e Yes[] Noll
Do you bleed unusually easily (from cuts, surgery)? ........... .. Yes[ Ne[
Poyou formbadiscars orkeloids? . . .o e eieiie e e nine s e Yes [ No[l
Have you ever had psychiatriccare? ...............cociiiinnn Yes[] Ne[

Hava you ever seen other plastic surgeons about the SAME problem
thiat brings youhares sy s o e e Yes[OJ Ne[

LOCAL PROBL

Have you had any serious illnesses of the following? (Circle if YES)

Brain Mose Heart Bones Blood Extremities Eyes Breasts
Abdomen Reproduction Endocrine Ears lLungs Urinary Nervous Other
(Diabetes)

If circled, please explain:

PRIVACY NOTICE RECEIVED -
Signature of Patient or Mame (Please Print) Date
Authorized Representative

AUTHORIZATION AND CONSENT

I request that payment under the medical insurance progam be made directly to the above named provider on any unpaid bills for services provided on or
after the date indicated below. | authorize any holder of medical or other information about me to release to the Social Security Administration, its intermedi-
arles or carriers of insurance companies, any information needed for this or a related Medicara or insurance claim. | understand that | am financially respon-
sible for all charges not covered by my insurance, including those resulting from my failure to obtain the necessary referral and/or other authorizations from
my primary care andfor referring physician when required. | permit a copy of this authorization to be used in place of the ariginal.

SIGNATURE OF PATIENT x
OR AUTHORIZED REPRESENTATIVE e DATE / /

RELATIONSHIP TO PATIENT







