TEXOMA

Plastic Surgery
Phillip . Stephan, M.D., F.A.CS.

Patient Information
Date:
Referred by:
Pharmacy:
Primary Dr:

Patient’s Legal Name:
Preferred Name: Guardian {if minor)

Address
City

State Zip
Email Mome Phone

Waork Phone Celi Phone

Date of Birth: Sex:
SS#: Preferred Language:

Marital Status {circle one}
Single Married Separated Divarced Widowed

Empioyment {if minor, responsible parties)
Ernplover
Position
Address

May we call you at work?

In case of Emargency
MName
Relafionship
Name
Relationship
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Phone

Phone

tunderstand thatl am ﬁnancia!ly responstble for all charges. Payment for services is due gt the
time services are rendered unfess paymerd zrrangements have baen approved in advance. We
accept cash, checks, money ordsr and credit cards Visa, MasterCard and Discover,

Sighature Bate

2200 Kell Blvd. = Wichitn Folls TX76308 + 9402642600 » FAX S40-254-2601
drphifstephan.com ’



Health History and Anesthesia History

PtName Date
AGE WEIGHT. HEIGHT.

Reason for VisTt today, .

PRIMARY CARE DOCTOR, CTHER DOCTORS

ALLERGIES AND REACTIONS TO MEDICATION?

Do you take ANY diet pills, Naturel Herbs or Health food supplements?

PLEASE LIST AL MEDICATIONS BELOW

| REASON FOR TAKING FREQYDOSE

NAME

Have you taken Sterolds in Iast year? If Yes explain

Pravicus

surgeries;

Family History of Breast Cancer Yes or No, Fsowho
_date

Age Diagnosed

Hawve you ever had a mammogram ves or ho, If so where

Are you pregnant? Yes No

Do you take Aspitin on regular hasis?

-
o

Date MP Are you done having chifdren? Yes Mo

Yes Np Do you use ANY Tobaceo products? Yes No



Cirele aif that apply-Pest/Current History

Lung Disease  Mitral Valve Prolapse Asthma Neck Problems Fever Blisters

Liver Disease  Heart Disezse Hepatitis Sleep Apnea  Abnormal/Excessive Bleeding

Kidney Diszase Chest Paim HiV Dry Eyes Taken Accutane w/in last year
High 8P Dizbetes Sefzures Keloids Blood Disorders

CHF Stroke Chronic Acid Reflux Difficulty Opening Mouth
Other

Have yous had any reactions, allergic or otherwise, to the medications you received in past chiring

surgicz! proceduras?
Is there a family history of allergic reactions or fevers during anesthesia? Yes Ng

Are any of youteeth: loose fragile cepped fals2 Be you drink Alcoholic Beverages? Yes No

Have yout had 2ny lab work or ECG within last & months? Yes Mo Where:

Have you: had a Tever, infeetion, productive cough, or taken artibiotics with last two xr;feeks? Yes No

Have you ever been told that you have a difficult srway? Yes No

Any concams regarding undergoing anesthesia?

Pt Signatre



TEXOMA PLASTIC SURGERY

2200 KELL BLVD.,

WICHITA FALLS, TEXAS 76309

llunderstand that my estimate of insurance benefits is not a guarantee of
payment by my insurance company. | understand that the estimate reflects

benefits available, deductibles, coinsurance that apply and is subject to my
eligibility on the date of service.

| further understand that any unpaid balance due to Texoma Plastic Surgery
remaining is my financial responsibility.

Patient/Responsible party signature:

Date:




TEXOMA

Plastic Surgery
Phillip ]. Stephan, MD,, F.ACS.

Insurance Information
ke
" {Please note: This information is for the POLICY HOLDER, not for the patient)*

Primary Insurahce
Policy # Group #

ISURED’S Name (NOT Szme ass Patient):

INSURED's S.5.% - & Male Female
[NSUREDs DOB Refaticn to Patient T

® {Please note: This information is for the POLICY HOLDER, hot for the patient) *

Secondary Insurance

Policy # . Group #

ISURED’S Name {NOT Same as Potient): . _

INSURED's 5.5, # - - Male Female
INSURED's DOB Relation to Patient o

.llltll’ﬂI.IHI‘I'I*"I’.“‘:“II"llll"!llll!.ﬂlt’.‘!lf.‘l.lﬂl'!.Il‘lll’ltkl.ll.'l

Assignment of Benefits: | hereby assign all medical and/or surgical henefits for private
inserance to: Texoms Plastic Surgery. The assignment will remain in effect untl) revoked by me
in writing. A photocopy of this assisnment is to be considered as valid ag an origimal. |
understand that 1 am financialfy responsible for all charges whether or not paid by said
nsurance. 1hereby authorize said assignee to release aff information to secure the payment.

Date:

Signed:

2200 Kell Bhed. = Wichite Folls TX 76310 « 240-264 2600 ~ EAX 940-2564-2507
drphistepbon.com -




TEXOMA

. Plastic Surgery
Phillip J. Stephian, M.D,, EACS.

NOTICE OF PRIVALY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABGUT YOU MAY BE USED AND DISCLOSED AND
HOW YO CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREEULLY.

Pretecting your privacy
Protecting your privacy and your medical information is 2t the core of our business. We recognize our

pbligetion te keep your information seeure and confidential whether on paper or the internet. At
Texoma Plastic Surgery, privaty is one of our highast prierities.

Keaping your information
Keeping the medical and health information we have about you secure is one of our most impertant

responsibilities. We value vour trust 2nd will handle your informetion with care. Our employees access
information about you onfy when necessary to provide treatment, verify elizibility, obizin authorization,
arocess caims aad otherwise meet your neads. We may also aocess information about you when

considering a reqguest from vou or when exerdising our rights under the law ar any agreement with YO

We safeguard information during all businsss practizes according fo established security standayds and
procedres, and we continually assess new tecimology for protecting information. Our employess are
trained to understand and comply with these information principles.

Waorking o raget your needs through inforomiion
in the course of doing businass, we collect and use various types of nformation, like name and address

and claims Information. We use this to provide senvice to you, to process your thaims and to bringyou
hezith that might be of Interest to you.

Keeping information accuraie

Keeping your health informatiph accurate and up-to-date Is very importamt, hike name, address and
insurance informatioh.

How/Way information is shared
We limit who receives information and what type of information is shared.

Signature Date

2700 Kell Blvd » Wichita Falls TX 76308 « Q40-264-2500 » FAX 9407642607
drphifstepharn.com -




TEXOMA
Plastic Surgery
Phillip J. Stephan, M.D., F.A.CS.

Patient Consert and Acknowledsment of Recsint of Privacy Notice

! undersiand that as part of the provision of heafthcare services, Texoma Plastic S urgery creates and
maimteins health records and other information describing ameng other things, my health history,
sympioms, examination and test results, diagntses, trestment, and any plans for future care or

reatmnent.

I have been provided with a Notice of Privacy Practices that provides a more complete description ofthe
uses and disclosures of cerfain health information. | understand that 1 have the right 1o review the
rotice prior to signing this consent. understand that the organization reserves the right to change their
Notice and practices and priorip implementation will mall 3 copy of any revised notice to the address |
have provided. 1undersiand that | have the right te request resirictions zs to how iy health
information may be used or disclosed to carry out treatment payment, or healtheare aperations {quafity
assassrnent and improvement activities, undenwriting, premaium rating, conducting or arranging for
medical review, lagal services, and auditing functions, sic.} and that the organization i not reguired to

agree to the restrictions requested.

By signing this form, [ consent to the use and disclosure of protected health information ebowt me for
the purposes of trestment, payment and health care operations. | have the right to revoke this consent,
in writing, except where disclosures have already been made I relfance on my prior consent.

This consent is given freely with the understanding that:

Arry 2nd 2l records, whether written or oral or in elecironic format, sre confidential and cannet be disclgsad for
reasons outside of irestrment, paymant or health care operations without my prior written authorization, except

as otherwise provided by law.
2. A phoiocopy or fax of this consert s as valid as the-ariginal,
I hava the right to request thét the tse of my Protectad Hezlth information, which is used or disclosed for the
purposes of treatment, payment of hesith tate bperations, be resiritted. | 2k tnderstand that the Practice and
I mustagree o any restriction on the use 2nd disciosure of my Protected Health Inforomation that 1 requestin
writing, and, when | regiest In writing, sgree fo tarminate ahy restrictions on the use and disclosure of oy
Protectad Health information which have befen previoush agreed upon.

1.

{PATIENT'S NAME PRINTED} DATE

{PATIENT'S SIGNATERE OR GUARDIAN IF A MINOR} . Social Seeurity

2200 Kell Bived, « Wichitc Folls TX 76309 « G40-264-2600 » FAX 940-264-2607
drphilstephan_com -
&

t




TEXOMA
Plastic Surgery
Phillip J. Stephan, M.D,, F.A.C.S.

Photographic Authorization and Release

By my signature below, | authorize Dr. Phillip 1. Stephan, and his employees or agents 1o photograph me
and/or make electronic recording of me (hereafter referred %0 as photographic or electronic
reproductions) in connection with the plystic surgery procedure(s) he has performed or may perform.
This consent includes the taking of photographlc or efectrenic reproductions of any part of my body.

| authorize the use of any such photographic or electronic reproductions of me for purposes of my
fraatment and quality assurance reviews. | hereby grant permission for the use of any of my medical
records including illustrations, photographs, or other imaging records created it my case, for use In
examination, testing, credentialing and/or certifying purpases by The American Board of Plastic Surgery,
Inc. To the extent that | am not identifiable from such photographic or electronic reproductions, they
may be used for following purpose, including but net limited to dissemination to physicians, health

professionals as deemed necessary by Dr Phillip Stephan, MD.

| understand that 1 may refuse to consent to the taking of any photographic or electronic reproductions
that are not intrinsie to operation or precedure without prejudice to my cara.

Nefther |, nor any member of my family, will be identHied by neme in any form of publication. Wherever
possible, the photos will be crepped so as to show only the pertinent information, but not persenally
identifying information. | understand that in some circumstanges, the photographs may portray

features that will make rmy identity recognizable.

1 have entered into this agreement in order to assist scientific treatment, education, public relations,
and/or charitable goals and hereby walve any right for compensation for these uses. fand my
successors and assignees herby hold Br. Phillip J. S_téphan,-hfs employses, and any other Person
participating in my care and their successors and assignees harmless from against any claim for injury or
compensations resulting from the acivities authorizad by this consent.

Signature Witness Sighature Date

Printed Name Prinfed Withess Name Titne

By my signature below, [ authorize permrission for use of photographs on the internet and/or website.

1

Signature ftness . Date

FAX 840-264-2601

ST

2200 Fell Bivd, + Wichifo Falls TX 76309 = 940264*2500
drphifstephan.com
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TEXOMA

PLASTIC SURGERY pA

PHILLIF J, STEFHAN, M. D., FA.C.5.
AESTHETIC AND FQEGDNSTRUC:TWE
FPLasTic SURGERY

CONFIDENTIALITY CONSENT FORM

Please list the family member and/or persons, if any, whom we may inform about your

medical conditions and vour diagnosis. If anyone calfs regarding your medical conditions and
are not listed on this form, WE CANNOT GIVE THEM ANY INFORMATION. It is the law!

%#%1&::4:%

L I R

Date:

Patient Signature:

Date:
-

Patfent/Guardian Signature;

* (940) 264-26020 * Fax (9401 Z6a-2501

2200 KELL BOULEVARD * WICHITA FaLLs, TX 76309
DRFHMILSTERHAN_COM



