PATIENT INFORMATION
Today’s Date:

Name: Date of Birth:

Address: Social Security#

City, State & Zip

Home Phone# Work# Cell#

Employer: Address:

(PLEASE CIRCLE AS APPLIES) SEX: F M SINGLE MARRIED DIVORCED WIDOWED OTHER

Who is your primary care physician; Phone#:
Pharmacy: Phone #
HOW DID YOU HEAR OF US: Billboard __ US1 __ Hazen Website ___ internet Search
Who referred you: Other(PIease explain)
Please Circle Yes or No:

Would you like to receive e-mails about specials? Yes No

Would you like to receive announcements by Mail Yes No

ADD E-MAIL ADDRESS

Reason for being seen today:

MEDICAL HISTORY

LIST ALL MEDICATION (include over the counter):

DO YOU HAVE A LATEX ALLERGY: YES NO PENICILLIN YES NO
PLEASE LIST ANY OTHER ALLERGIES:

LIST ALL PREVIOUS SURGERIES AND DATES:

Do You Smoke: YES NO How Much? How Long?

PLEASE CHECK AS IT APPLIES: Headaches Dizziness Hypoglycemia High/Low Blood Pressure

Thyroid Emphysema Asthma Heart Attack  Stroke _Diabetes HIV Hepatitis

Other:




If patient is a minor (under 18) do we have permission to treat the child?

Authorized Signature: Today’s Date
Relationship to child:

PLEASE CIRCLE TYPE OF CLAIM: WORKER’S COMP. AUTO ACCIDENT
Date of Injury: Claim#

If W/C, Employer —Contact Person: Phone#
Insurance Carrier: Phone#

Insurance Carrier Address:

Please be advised that we are strictly out of net work with all insurance plans including
Medicare. As a courtesy to you, we will submit to your insurance carrier. IF YOU HAVE ANY
QUESTIONS REGARDING YOUR PLAN COVERAGE PLEASE, CALL YOUR INSURANCE
CARRIER. LEARN WHAT YOUR DEDUCTIBLE IS, WHAT MAY OR MAY NOT BE COVERED
ETC.

LESION REMOVAL FOR COSMETIC OR MEDICAL REASONS
We send all lesions, cysts and moles to a lab for analysis. Please provide your insurance
information so that we may send it to the lab with the specimen.

INSURANCE INFORMATION for Lab/ Medical Procedure(not cosmetic)

Insurance Co: ID#
Insurance Address: Group#

City, State & Zip:

Policy Holder Name: Date of Birth:
Policy Holder’s Address: Social Security#

Policy Holder’s Employer:

Patient Relationship to Policy Holder: (crcieoney  SELF SPOUSE CHILD OTHER

ASSIGNMENT OF BENEFITS AND RELEASE INFORMATION

I, the undersigned, hereby authorize my insurance carrier to make payment of
medical/surgical benefits directly to Dr. Jill Hazen. I authorize the release of any medical
information and or photographs to assist in collecting from my insurance carrier.

Date:

Signature of Patient and/or Legal Guardian

I, the undersigned, realize that all medical and surgical charges incurred by me or my
dependents are my financial responsibility.
Date:

Signature of Patient and/or Legal Guardian

CONSENT FOR PHOTOGRAPHY

It is a routine part of plastic surgery to take pre-operative, intra-operative and post-
operative photographs. By signing below I consent to my pictures being shown to other
prospective patients. I consent to the use of these photos for scientific meetings,
publications, internet web sites, for the commercial, non-profit and or educational purpose of
informing the medical profession or the general public about plastic surgery methods.

Date:

Signature of Patient and/or Legal Guardian




PLEASE CIRCLE ONE:
WOULD YOU LIKE TO RECEIVE E-MAILS ABOUT SPECIALS?  YES NO
WOULD YOU LIKE TO RECEIVE ANNOUNCEMENTS BY MAIL  YES NO



