
Patient Information 

Date: ________________                                                                                             Referred By:_____________________________ 

Patient’s Name:________________________________________________  Date of Birth:___________________  Age:___________ 

Marital Status:     S      M      W      D      Sep.                 Sex:     M      F     Height:__________    Weight:_______  Ideal Weight:______ 

Address:____________________________________________  City:_________________________  State:______  Zip:__________ 

Home Telephone:______________________  Cell #:________________________  Work Telephone:_________________________ 

Patient’s Employer:_________________________________  City:_________________________  State:_______  Zip:___________ 

Email Address:______________________________________  Preferred method of contact:  ___________________    Text:     Y     N 

Spouse’s/Parent’s Name:____________________________________ SS#:______________________ Date of Birth:_____________ 

Spouse’s Telephone:________________________  Cell#:_________________________ Work Telephone:_____________________ 

Spouse’s/Parent’s Employer:_______________________________________  Occupation:__________________________________ 

Employer’s Address:___________________________________  City:_________________________  State:______ Zip:___________ 

Responsible Party Information 

Name of Responsible Party:__________________________________  SS#:________________________ Date of Birth:___________  

Address:___________________________________________  City:________________________  State:_______  Zip:____________ 
Telephone:_______________________________  Cell #:_____________________________ Work #:__________________________ 

Responsible Party’s Employer:_________________________________________  Occupation:________________________________ 

Employer’s Address:_________________________________  City:_________________________ State:_______ Zip:_____________ 

Relationship to Patient:__________________________________ 

Insurance Information 

Name of Insurance Co.:_________________________________  Contract #:___________________  Group No.:_______________ 

Name of Insured as it Appears on Card:______________________________  Date of Birth:__________  SS#:__________________ 

Name of Secondary Insurance Co.:__________________________ Contract #:_____________________  Group #_____________ 
Name of Insured as it Appears on Card:______________________________  Date of Birth:__________  SS#:__________________ 

Were You Injured in a Motor Vehicle Accident?   Yes    No           Date of Accident:____________  State of Accident:_________ 

In Case of Emergency Notify (other than Responsible Party) 

Name:________________________________  Phone:______________________  Relationship:______________________ 

Address:_____________________________________  City:_______________________ State:_________  Zip:__________ 

Explanation of Payment Policy and Insurance Filing Procedures 
I hereby authorize Grotting & Cohn Plastic Surgery to release any and all information acquired in my examination and treatment to my insurer listed 
above.  If I am covered by Blue Cross, Medicare, and/or Medicaid I will furnish my insurance card and signature.  If I am covered by other insurance, I 
will furnish the necessary forms to this office. 

I hereby assign and authorize payment directly to the above named clinic.  Any medical and surgical benefits otherwise payable to me, should an 
insurance payment be received that is less than the physician’s usual charge for the services provided, I will be responsible for the difference. 

I also agree to pay all cost of collection including, but not limited to reasonable attorney’s fees, and waiver all claims of exemption under the law of the 
state of Alabama. 

I authorize treatment by Grotting & Cohn Plastic Surgery and personnel. 
**Form must be signed and dated by patient or responsible party. 

Date:_________________    Signature:________________________________________________________________ 
 



Name:_______________________________________________________                                Date:_________________ 

What Procedure are you interested in?
___________________________________________________________________________________________________________ 

HABITS 

Smoke:       Y      N      Amount: ___________ Coffee/Tea/Soda:        Y      N      Amount: ___________ 
Alcohol:       Y      N      Amount: ___________ Daily Exercise:         Y      N      Amount:___________  

Medications (list dose or number of pills per day) 
Prescription Drugs            Non-Prescription (Vitamins; Herbs) 

Regular Aspirin Use:        Y      N      Dosage & Frequency:   __________________________________________________________ 

NSA (Advil, Motrin, Ibuprofen):       Y      N      Dosage & Frequency:   __________________________________________________________ 

*Drug Allergy:   Y      N    List Drug(s) & type of reaction: 

___________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________ 

Latex Allergy:       Y       N  Tape Allergy:       Y       N 

Family History 

Have any blood relatives ever had any of the following 

Abnormal Bleeding: Y N Coronary Surgery: Y N Kidney Disease:        Y     N 
Abnormal Clotting: Y N Diabetes:  Y N Tuberculosis:        Y     N 
Anesthetic Problems: Y N Heart Attack:  Y N Other Illness:               Y         N 
Cancer:   Y N Hypertension:  Y N  
Please describe questions with “Yes” answer: 
___________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________ 

Personal History 

Have you ever had any of the following? 

Abnormal Bleeding: Y N Asthma:   Y N Hypertension: Y N 
Abnormal Clotting: Y N Diabetes:  Y N Sleep Apnea: Y N 
Acid Regurgitation: Y N Fainting Spell:  Y N Snoring:         Y N 
Anemia:   Y N Heart Attack:  Y N Hepatitis: Y   N 
Angina:   Y N Weight Change (12 mo): Y N Other Illness: Y N 
Please describe questions with “Yes” answer: 
___________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________ 

Have you ever received a Transfusion? Y N If Yes, explain: _____________________________________________ 

Have you ever been tested for HIV?  Y N If Yes, What year___________ Results:  Pos Neg 

Do you wear any of the following: 

Contact Lenses:      Y     N      Eye Glasses:    Y     N     Hearing Aid:      Y        N         Dentures:        Y        N  

Previous Surgery:  Type of Procedure & Year: 
___________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________ 

__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________

_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________ 
_____________________________________________



Indicate the Type(s) of anesthesia received in the past. List any complications/reactions you experienced: 

Local Anesthesia:  Complication/Reaction: 
___________________________________________________________________________________________________________ 
General Anesthesia: Complication/Reaction: 
___________________________________________________________________________________________________________ 
Spinal/Epidural:  Complication/Reaction: 
___________________________________________________________________________________________________________ 

Primary Care Physician (Name):_____________________ (Phone):_______________________ Date Last Seen:_________________ 

For Women Only: 
Number of Pregnancies: _____ Number of Children: _____ Breast Feed? _______ How Long? ___________ Last Period: __________ 
Date of Last Mammogram: ______________              Results: ___________________              Current Bra Size: ________________ 

Authorization for Disclosure of Information 
I authorize Grotting & Cohn Plastic Surgery to disclose complete information concerning his medical findings and treatment of the undersigned, from the 
initial office visit until the date of the conclusion of such treatment to those individuals who, in Grotting & Cohn Plastic Surgery’s sole determination, are 
required to receive such information for the purpose of medical treatment, medical quality assurance and peer review. 

Patient Signature: ________________________________________________________________       Date: ____________________
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