PLASTIC SURGERY CENTER OF TAMPA

JAIME PEREZ, M.D., FACS AND TRACT M TEMMEN, M.D.

Plastle & Reconstructive Strgery
307 S Mucdill Ave
TAMPA, L 33609
PHONE: (81318773739 FAX (8] 38773738

PATIENT INFORMATION SHEET

Date:

f.ast Name First Name __ Ml

SSN# - DOB___ [ f  Age Sex __ Relationship Status ,
Home Address

City State ZIp

Home Phone Work  Lell

Oecupation Employer/School

c-mail address

Reason for visit?-

Who referred you or how did you find out about ns?

Health Insurance Company ) Policy #

SPOUSE/PARENT/SIGNIFICANT OTHER

Last Name First Name Relationship
Address
City State 7P o
Home Work el
EMERGENCY CQﬁTACT(s)
3 Same as above

1) Name Relationship _

Home _ Work Cell

2) Name Relationship

Home Work _ el

Date

Signature




PLASTIC SURGERY CENTER OF TAMPA

Patlent Name:

Jaime Perez, MLD

Traci M Tennmen, ML.D

PATIENT MEDICAL HISTORY

Ager  Bew

Drug Alfergies: _

Date of 1ast Tefanus:

Height: Weight:

—

List all suediéations taken on a relutar basis: (Please Include over the counter medications currest pescriptions)

Do you smoke: [ YES 00 NO Amount/Type:

Please list ull medical problems and past surgéries: (Pleass inctuds year of surgery)

_ Aleohol: [T YES OINO Amount;___,

Have you ever had any complications with general anesthesia? O YES OO NO

Are you pregnant? [1 YES [0 NO (7 UNKNOWN

Year of last Mammogram __

Do you have children? (1 YES O NO
PLEASE CHECK AND DATE ALL, THAT APPLY

If so how many? ____

Diate of your last menstrual period

_Agpes

CIHRHOSIS

| MENTAL DEPRESSION-

o , W ¥
ADRENAL DISEASE DIABETES MUSCLE WEAXNESS
ANEMIL DIFFICULTY SWALLOWING NASAL DESTRUCTION
ARTHRITIS DIZZIMESS T HAUSEA / VOMITING
ASTHMA DIVERTICULITIS NERYE INJURY e
BACKPAIN EMPHYBENA PACE MIAKER
BLADDER INFECTIONS CEPILEPSY / SEIZURES PERSISTENT HOARSERESS
BLEEDING TENDENCIES EXE ORYISION PRUBLERS PITUITARY DISEASE
BLODD DISEASE GALL BLADDER BISFASE PNEUMONIA
BLOOD IN §TODL CLAUCOMA . PROSTATE PROBLEMS
BLOOD IY URINE HEADACHES . RUELBIATIC FEVER
BLOOD PRESSURE (JIIGH) L HEARING PROBLEMS SEVERE NERVOUSNESS
1 BLOGD PRESSURE (LOY) HFART DISEARE 1 SHORTNESS OF BREATI

| BREAST PRUBLEMS HEPATITIS & SINUSITIS

| BROXEN BONES HERNIA STROKE
BRONCHITIS | HIVES /RASH SWOLLEN LYMPH NODES
CANCER HIV/ATDS THYROI ] GOITERS

T CHEST PATY JOINT PAIN WEIGHT GAIN {RAPID)
CHROHIC COUGH KIDWEY DISEASE WEIGHT LOSS (RATID)

' RREGULAR HEARTBEAT

CONSTIPATION

MISCARRIAGES

OTHER

{ C¥ETS

MONONUCLEQSIS

“*

Patient’s $ignature (or Parent, if patient is a minor




PLASTIC SURGERY CENTER OF TAMPA
Jaime Perez, M.D
Traci M. Temmen, M.D

PATIENT RECORD OF DISCLOSURES

Patient Name: Date:

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures of their protected
health information. (PHI) The individual is also provided the right to request confidential communications or that a
communication of PEHT be made by alternative means, such as sending correspondence the individuals office instead of the
individuals home.

Plastic Surgery Center of Tampa typically communicates with their patient’s by telephone. If you do not
approve of this method or have an alternate manner of communication, please provide us with this
information by completing the following”

How would you like to be contacted regarding appointments, treatment and/or other information pertinent
to your healthcare and/or payment for your healthcare provided at the Plastic Surgery Center of Tampa.

(Check all that apply):
VERBAL COMMUNICATIONS
Home Telephone: Work Number:
o Speak only to patient o Speak only to patient
o Leave a detailed message on answering machine o Leave a detailed message on answering machine
o Leave call back number only o Leave call back number only

WRITTEN COMMUNICATIONS

a1 O.K to mail to home address:

o O.K to mail to work address:

Please list any other restrictions regarding messages or reminders about your healthcare or account:

Please list below any other persons authorized to discuss your account.

Patient signature:




Spction 381,026, Florida Statutes, addresses the Patient’s Bill of Rights and Respousitilities, The purpose of this section Is
to promote the interests and well being of patients and to promote better commuuication bepween the patientand the
tealth care provider, Florida law requires that your health care provi der or health care facllity recognize your rights while
you-are receiving medical care and that you respect the health care provider’s or health care facility's right to expect
certain behavior on the part of patients. You may request a copy of the full textof this law from your health care provider

or health care facility. A summary of your rights and responsibilities follows.
T 4
A patienthas the rightto:
Be treated with courtesy and respect; with appreciation of his or her dignity, and with protection of privacy.

Recoive a promptand reaconahle responss o questions and requests,
4

Kiiow wha is providing medical services and who Is responsible fur his or lier care.

Kyraw what patient support sevvices are available, including ifan interpreter is available if the satiant does not speak Exsalish,
PE ‘D P S ;

o

now what rules and regulations apply 1o his orher condoct. -

Be given by tha health care provider inforrration such as diagnosis, planned vourss of treatment, alterimiives, yisks, and prognosis.

Rafuse any freatrient, except as ptherwise provided by law,
Be piven foll tnfermation and necessary counseling on the ava flabiiity of known finanglal resorces for care.
*
tnaw whether the health care provider or faellity acropts the Medicare assigument rale, if the patien] i covered by Mediears,

Py .
s

Recoive mror Lo restmient, 1 reasouable esliiniate of charges fov medical tan,
Recelve acopy ofan anderstandable ftemizerd bill and, Eroquested, to have the charges explatasd.
fecelve modical breatmant or accommodations, vegardless ofrace, national drigin, religion, handicap, or yource of payment. ,
Recaive treatment for any emergency medical randitlan that will deteriorate from Eailure to provide reatment.,
Know if meglical treabihent is for purposes of experimental research and to give his or herconsent gr refusal to partisipate in such
ressdrch. ©
Txpress corplaints regavding any violation of his or hev rights, )
A patient is responsible for
Glying the health tare provider accurate Information abput present complaints, past illnesses, hospilalizations, medications, and
any oiher Information abaut his or her health,

1
Réporting unexpacted dhanges In his or her condition ta the heal th cars provider,

3
Reporting (o the health care provider whether be or she understands a planned cowrse of action and whatls expectedofhimor

her,

Folowing the treatment plan recommenged by the health care provider, :

Keeping appolntments and, when unable to do 56, notifying the health care provider or fazility,

His or her actions if treatment is refnsed orifthe patient does not follge: the health care provider's instrucions.

¥ +
3

Making sure fmanctal responsibilities are carriad out.

Following health care facilily conduct rules and regulations. . ,

1 acknowledge that | have read and understand the Patlent’s Bill of Rights.

5 Date

<

i

I

gture

by
—in
pigat




Plastic Surgery Center of Tampa
Jaime Perez, M.D.
Traci M. Temmen, M.I.

?

Pre-Operative Questionnaire for Malignant Hyperthermia

)
Does patient have a family history of unexpected death(s) following general
anesthesia? ,

Yes No
Has family or pérsonal history of MH, a muscle or neuromuscular disorder?
Yes No _
High temperature following exercise?

¥

Yes No . .
Personal history of muscle spasm, dark or chocolate colored urine?

¥es  No v C
Unanticipated fever immediately following anesthésia or serious prercise?
Yes No .

History of blood clots of venous thrombosis? ‘

Yes No )

Patient’s Signature (or Parent, if patient Is a minor) Daie
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Pre-Operative (Juestionnaire for Bleeding and /or Clotiing Disorders

BLEEDING DISORDERS: ‘

1. Db you have a history of unexplained bleeding or easy brulsing causing you to seek medical treatent before?
Yes Ko

2. Do you have a history of chronic anemia? -~ Yes No

3. Have you had welght-loss surgery in the past? Yes No

4. Have you or your doctors ever had difficulty getting bleeding to stop after dental work, winor injuries, or surgeries?

Yes Ho
# {
5. Do you or a family member have 2 history of hémophelia? Yes N

i

CLOTTING DISORDERS:

1, Have you had recent elective hip orknee joint replacement surgery? Yes No {5)
¢

2. Have you had a broken hip, pelvis, or leg in the last month? Yes  No (5)

3. Have you had a serious trauma (eg. car accident, brokeén bone, major fall} within the last month?
Yes No {5)
4, Have yiu had a spinal cord injury or paralysis in the last month? Yes

5. Have you ever had a blood clotin your legs or lungs? Yes No 3)

6. Do you have a family history of blood clots in the veins, legs, or lungs? Yoeg No (%)

7. Do you have a family history of blood-clotting disorders? Yes No (3)

8. Have you liad more than three days of continuous hed rest due to injary or illness {u the past mozn&’n?
Yegs © No {2)

4

9, Have you had a catheter or tube in yout neck or chest that delivers blood or medicine directly to the heart {also called
. Yes Ho (2

central venous access) within the last month? .
10, Have you had a broken limb that required a cast in the past month? Yes Ne {2)
T

11. Have yiiu had a tnajor swgery lasting more than an hour in the Jastm onth? Yes No N

[
12, Do you havé or have you ever bgen diagnosed with cancer? Yes No (2)

1%, Do you haveleg swelling every day? Yes  No {1

14, Tio you have visible varicose velns or spider yeins? Yes Ko 1)




15, Do you have Inflammatoyy bowel diseasc? Yes  No (4

A,
156, Da you have emphysema or COPD? Yes No B

Yoy No {1

18. Have you hiad a serfous infection {e.g pneumonia or kidney infpction) in the last month? Yes Mo {1}
Yes No {1

17. Have you kad & heart attack or heart failure? .

19, Aveyon overweight, obese, or weight aver 250 bs? ,

20. What is your age? Civele Dnes

Under40 41-59 {1pt) 60-74 (2pts) 75 and over {3pts]

for Women Only: \

21. Do yot use birth control pills or estrogen therapy? Yes Ha (1)
3 t

22, Aré you pregnant or have you had a baby within the last month? Yes No (1)

23. Do you ora family member have a history of multiple unexplained miscarsiages Yes Mo 0

' Cletting Diserders Total Score;

1 {Add all points for a “yes” answers and age group.)
1
Score Risk Assessment Recommended Prophylaxis Regimen®
0to2 Very Low to Low Early ambulation and/or SCD's during surgery
3toh Muoderate to High Farly ambulation, SGD's during surgery, and prophylactic

« Lovenox given {n surgery then continued until ambulating

well,

Your Risk Assessment is: .
(Very Low to Low ~OR- Moderate to High)

4
‘

Patient’s Signature {or Parent, if patient is a minor)

Date

# This is 4 general guidelng, not & guarantee of appropriate risk stratification, prevention, and/or proper treatment. Atways discuss clotuing tisorder 1isk
assessmant ard prophylash fueatment recommendalions with your doctor,

1




PLASTIC SURGERY CENTER OF TAMPA
Jaime Perez, M.D
Traci M Temmen, M.D

How long have you been considering this procedure?

When are you planning to have your procedure performed?

Are you interested in learning about financing options during your consult?

Do you smoke? If so, How many per day, for how long, and are you willing to
refrain from smoking if recommended by the doctor prior to your procedure?

Do you have any particular questions we could answer for you in reference to your desired procedure?

An overview of your visit today:

You will meet with a consultant first to get familiar with the office and inform you about the doctor and desired
procedure, after which you will be presented with pictures of patients that have had similar procedures performed.
You will meet the doctor and have the opportunity to ask more questions and will be examined shortly afterwards.
After your examination you will come into another room where, after which prices will be discussed.




