Patient Contact Information as of _____/_____/_____

Full Name ___________________________________________ M / F

DOB ____/_____/______

Age ________

Address ____________________________________________________________________________________________
Street
City
State
Zip
Home Phone _________________________ Cell Phone ______________________ Other Phone____________________
Email Address _______________________________________________________________________________________
May we contact you via email regarding specials, promotions and updates ?
SS# _______-______-__________ Marital Status (Circle) SINGLE

MARRIED

YES

NO

DIVORCED WIDOWED OTHER

Emergency Contact Name _________________________________________ Relationship _______________________
Address ____________________________________________________________________________________________
Street
City
State
Zip
Home Phone _________________________ Cell Phone ______________________ Other Phone____________________

Employer ______________________________________ Occupation _______________________________________
Address ____________________________________________________________________________________________
Street
City
State
Zip
Work Phone _________________________ May we contact you at work (Circle)?
YES
NO

Primary Care Physician ______________________________________Phone Number___________________________
Cardiologist _______________________________________________ Phone Number ___________________________
Pulmonologist ______________________________________________Phone Number ___________________________
Pharmacy _________________________________________________ Phone Number____________________________
How did you hear about us? _____________________________ May we thank them for referring you? YES

NO

Primary Health Insurance Company (insurance procedures only) ___________________________________________
Policy #__________________________________ Group #________________________ Phone # ___________________
Policyholder’s Full Name (if not yourself) _______________________________________ Their DOB ____/____/______
Relationship to Policyholder (ex: spouse, dependent) __________________ Policyholder Employer__________________
Secondary Health Insurance Company (insurance procedures only) _________________________________________
Policy #__________________________________ Group #________________________ Phone # ___________________
Policyholder’s Full Name (if not yourself) _______________________________________ Their DOB ____/____/______

Patient Contact Information as of _____/_____/_____

PATIENT MEDICAL INFORMATION

Name _______________________________________________ M / F DOB ____/_____/______

Age __________

Reason for consultation _______________________________________________________________________________
Height _________________________ Weight ______________________ Normal Weight is______________________
Allergies or intolerance to medications __________________________________________________________________
Current Prescription Medications (name, dosage, frequency)________________________________________________
___________________________________________________________________________________________________
Current over the counter medications (especially NSAIDS, Asprin, etc) ______________________________________
___________________________________________________________________________________________________
Medical History______________________________________________________________________________________
___________________________________________________________________________________________________
Surgical History (include hospitalizations, childbirth, etc) _________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
Anesthesia Problems ________________________________________________________________________________
Do you drink alcohol? (circle)
Do you smoke cigarettes? (circle)

YES

NO

YES NO

If so, how often? (circle)

1-3/week

4-6/week

6+/week

If no but you quit, how long ago since last use? _________________

If yes, how many? (circle) 1-5/day 5+/day Other_______________ For how long? __________________________
Do you use any other tobacco products or substances recreationally? (circle) YES NO ________________________
Have you ever had testing for the following?
Tuberculosis (circle) YES NO Date_____________ Results ______________________________________________
HIV
(circle) YES NO Date_____________ Results ______________________________________________
Hepatitis
(circle) YES NO Date_____________ Results ______________________________________________
Family History of cancer/heart disease/diabetes, other?____________________________________________________
Date of last physical exam __________________ Physician________________________ Phone___________________
Last EKG ______________________ Chest X-ray _________________________ Blood work __________________
Mammogram ___________________ Any findings? ______________________________________________________
Flu Shot _______________________

Pneumonia Vaccination ____________________________________________

Patient Contact Information as of _____/_____/_____

Name _______________________________________________ M / F DOB ____/_____/______

Have you ever had?
Seizures or epilepsy

Yes

No

Have you ever had?
Asthma

Last Episode _______________

Last Episode: ________________________

Frequency of Episodes _______________
Any other neurological disorder

Frequency of Episodes _________________
Any other pulmonary disorders

Type of Disorder: ___________________

Type of Disorder: ____________________

Cancer

Stroke

Type:_____________________________

When? _____________________________

Immune disorders

Peripheral vascular disease

Type of Disorder: __________________
Anemia

Ulcers

Any other blood disorders

Diabetes

Type of Disorder: ___________________

When Diagnosed: ___________________
Last HA1c : ________________________

High blood pressure

Thyroid problems

Mitral valve prolapsed

Hepatitis/jaundice

Angina

Kidney Failure / Dialysis

Heart attack

Urinary tract disorders

When? __________________________
Heart failure

Depression or other mood disorder

Shortness of breath

Alcohol or drug dependency

Emphysema

Anxiety disorder

Deep Vein Thrombosis (DVT)
When? ___________________________

Yes

No

Patient Contact Information as of _____/_____/_____

HIPPA CONSENT FORM
Our Notice of Privacy Practices provides information about how we may use and disclose protected health
information about you. The notice contains a Patient Rights section describing your rights under the law.
You have the right to review our Notice before signing this Consent. The terms of our Notice may change.
If we change our Notice, you may obtain a revised copy by contacting our office.
You have the right to request that we restrict how protected health information about you is used or
disclosed for treatment, payment of health care operations. We are not required to agree to this restriction,
but if we do, we shall honor that agreement.
By signing this form, you consent to our use and disclosure of protected health information about you for
treatment, payment and health care operations. You have the right to revoke this Consent, in writing,
signed by you. However, such a revocation shall not affect any disclosures we have already made in
reliance on your prior consent. The Practice provides this form to comply with the Health Insurance
Portability and Accountability Act of 1996 (HIPAA).
The patient understands that:
• Protected health information may be disclosed or used for treatment, payment of health care
operations
• The Practice has a Notice of Privacy Practices and that the patient has the opportunity to
review this Notice
• The Practice reserves the right to change the Notice of Privacy Practices
• The patient has the right to restrict the uses of their information but the practice does not have
to agree to those restrictions
• The patient may revoke this Consent in writing at any time and all future disclosures will then
cease
• The Practice may condition treatment upon the execution of this Consent.
Communicating Health Information to the Patient:
I may be contacted by (Check ALL that apply):
⃝ OTHER

⃝ HOME PHONE

⃝ CELL PHONE

⃝ EMAIL

Persons Authorized to be informed of my medical conditions, if any:
Relation
Relation

Print name (Patient or Representative)

Relationship to Patient

Signature

Date

Patient Contact Information as of _____/_____/_____

FINANCIAL AGREEMENT FORM
Your health and wellbeing are our primary concerns. We feel we provide the highest quality in plastic
surgery available to our patients. It is important for our patients to understand the fees involved so they can
consider their payment options. To avoid any misunderstanding, we wish to explain our office policy
regarding payment or fees relating to your insurance supplemented or self-pay case.
Surgery Supplemented by Health Insurance
The most common misunderstanding about insurance is the belief that your policy will cover the total cost
of surgical charges. Insurance is designed to reduce your costs; it is not pre-paid medical care. We remind
our patients that insurance is considered a method of reimbursement not a substitute for payment. You will
generally see three to four bills depending on the procedure you are having. All of these entities bill
separately and you could have a bill from each. We will make every effort to fully inform you of all surgery
fees and charges prior to your surgery.
The amount that is due on your pre-op date is your unsatisfied deductible for the year and the estimate
percentage of what your insurance will not pay. Any unpaid amount, within the reasonable and customary
fees are regulated by the insurance company must be paid by the patient within 45 days from the billing
date.
Cosmetic Surgery
To reserve a cosmetic surgery date, a non-refundable deposit of $500 is required, which will be applied
towards Dr. Godat’s surgery fee. The balance of the surgery fee is due on the pre-operative visit, which
must be 7-30 days before surgery. Rescheduling less than 7 days prior to surgery may be subject to a $250
rescheduling fee. Any cancellations less than 7 days prior to surgery are subject to a $500 cancellation fee.
There are no refunds on cosmetic procedures.
Outstanding Balance Policy
Payments for services rendered are due at the time of service. For insurance cases, our office will collect at
the time of service estimated financial patient responsibilities and bill or refund any differences upon
receiving an explanation of benefits from your insurance carrier, if applicable. Any account that becomes
delinquent may be subject to additional charges. Our office will take necessary steps to collect this debt,
which may include turning the account over to a collection agency.
FULL PAYMENT IS DUE AT THE TIME OF SERVICE OR PRIOR TO THE SERVICE. WE
ACCEPT CASH, PERSONAL CHECKS, VISA, MASTERCARD, DISCOVER, AMERICAN
EXPRESS, AND CARE CREDIT.
I HAVE READ AND COMPLETELY UNDERSTAND THIS FINANCIAL POLICY.

Print name (Patient or Representative)

Relationship to Patient

Signature

Date

Patient Contact Information as of _____/_____/_____

PHOTO RELEASE FORM
Patient Name
I consent to the taking of photographs by David M. Godat, M.D., P.A. or his designee, of myself or parts
of my body in connection with the plastic surgery procedure(s) to be performed by David M. Godat, M.D.,
P.A. I further authorize David M. Godat, M.D., P.A. or one of his/her associates to release to the
American Society of Plastic Surgeons® (“ASPS®”) such photographs.
I provide this authorization as a voluntary contribution in the interests of public education. I understand
that such photographs shall become the property of David M. Godat, M.D., P.A. and may be retained by
David M. Godat, M.D., P.A. or released by David M. Godat, M.D., P.A. for the limited purpose of
including them in any print, visual or electronic media, specifically including, but not limited to, medical
journals, textbooks, or Web sites for the purpose of informing the medical profession or the general public
about plastic surgery procedures and methods.
Neither I, nor any member of my family, will be identified by name in any publication. I understand that
in some circumstances the photographs may portray features that will make my identity recognizable.
I understand that I may refuse to authorize the release of any health information and that my refusal to
consent to the release of health information will prevent the disclosure of such information, but will not
affect the health care services I presently receive, or will receive, from David M. Godat, M.D., P.A.
I understand that I have the right to inspect and copy the information that I have authorized to be
disclosed. I further understand that I have the right to revoke this authorization in writing at any time, but
if I do so it won’t have any effect on any actions taken prior to my revocation. If I do not revoke this
authorization, it will expire ten years from the date written below.
I understand that the information disclosed, or some portion thereof, may be protected by state law, and/or
the federal Health Insurance Portability and Accountability Act of 1996 (“HIPAA”). I further understand
that, because David M. Godat, M.D., P.A. is not receiving the information in the capacity of a health care
provider or health plan covered by HIPAA, the information described above may no longer be protected
by HIPAA.
I release and discharge David M. Godat, M.D., P.A., ASPS, and all parties acting under their license and
authority from all rights that I may have in the photographs and from any claim that I may have relating to
such use in publication, including any claim for payment in connection with distribution or publication of
the photographs.
I certify that I have read the above Authorization and Release and fully understand its terms.

Signature

Date

I have read the above Authorization and Release. I am the parent, guardian, or conservator of
_________________________, a minor. I am authorized to sign this authorization on his/her behalf and I
give this authorization as a voluntary contribution in the interest of public education.

Print name (Patient or Representative)

Signature

Relation to Patient

