Regina L. Rosenthal, M.D., Inc.

3803 S. Bascom Avenue, #206

Campbell, CA  95008

(408)559-4700
Welcome and thank you for choosing our office.  In order to serve you properly, we kindly ask that you provide us with the following information.  Please print clearly.  All information will be held strictly confidential.

First Name:     ________________________Last Name: ________________________________________
Date of Birth: _______________   Age: _____ Check Appropriate:  ( Mr.      ( Mrs.
  ( Ms.     ( Miss       (Dr.   

Address: _____________________________City: ____________________ Sate: _______   Zip: ________
Contact Information: Please check the best method to communicate with you.

( Home: (         ) _____ -_________ ( Work: (         ) _____ -________  ( Cell: (         )_____-_______
( Email Address: ______________________________________________________________________  

Have you been seen by Dr. Rosenthal: (YES   (NO  If so, when were you last seen? ________________________
How did you hear about Dr. Rosenthal? Please list all that apply.  
( Google          

( Yelp


( Facebook

( Twitter
( smartbeautyguide.com 
( Metro

( Yellow Pages

( Word of Mouth
( Walk-In 
( surgery.com
( Liposuction.com
( Plasticsurgery.com
( faboverfifty.com
( implantinfo.com

        
( Past Patient (Please list name of patient):  ________________________________  

( Physician Referral: _________________   
( Other Source:​​​​​​ ​​​ __________________
Reason(s) for today’s visit:
( Breast Augmentation


( Eyelids
 

( Reduction Protruding Ears

( Breast Implant Exchange/Removal
( Face/Neck Lift

( Removal of Moles/Lesion 
( Breast Reduction


( Forehead Lift 

( Rhinoplasty (nose)
      
( Breast Lift
     


( Fullness of Eyelashes

( Scar Revision       


( Botox/Injectable Filler

( Liposuction


( Skin Resurfacing
( Chin




( Reconstruction

( Tummy Tuck 
( Zerona

Employer: _____________________________________   Occupation: ____________________________
Business Address: ________________________City: _________________ State: ______  Zip: ___________
Spouse/Partner Name: ___________________________Employer: ________________________________

Occupation: _______________________________Work #: (          )________________________________ 

Person to contact in case of an emergency: ___________________________________Relationship: _________

Contact Phone #: (          )____________________________  or (          )______________________________

          Authorization to Release Medical Records

I consent to the taking of photographs pre-operatively, intra-operatively and post-operatively for documentation and patient/doctor education.  This is not an authorization to publish photos on our website or in our photo books.  A photocopy of this authorization is as valid as the original.

Authorized Person’s Signature:  _______________________________  Date:  ________________________
NOTICE TO CONSUMERS

Medical doctors are licensed and regulated by the

Medical Board of California 

800-633-2322

www.mbc.gov
I understand that Dr. Rosenthal is licensed and regulated by the Medical Board of California

Authorized Person’s Signature:  _______________________________  Date:  ________________________
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Patient Name: ______________________________   Today’s Date: _____________________

Primary Care Doctor: _______________________________________Phone# :(          )_________-________

In this time of rapidly expanding medical knowledge and the increasing specialization associated therewith, there exists a very real risk of the specialist physician not being aware of the general health and medical background of 
the patient. On occasion such information may critically affect what procedures we may safely undertake on you 
and under what circumstances. We, therefore, ask that you give the following medical information.

Age: ______ 

Height: ______

Weight: ______

Occupation: ____________

Please list all medications including herbal supplements which you are currently taking or have used in the past 6 months. Be sure to include any of the following: birth control pills, aspirin or ibuprofen containing drugs, diet pills, diabetic medications, steroids, glaucoma drops, asthma medications, Digoxin, Lanoxin, nitroglycerin, Isordil, Inderal, other heart medications, Lasix, other diuretics, high blood pressure medications, Coumadin, Persantine, tranquilizers, sleeping pills, anti-depressants, pain pills or shots, epilepsy medications.

Medications:




Amount:


Frequency:
________________________________________________________________________________________________________________________________________________________________
List all drug allergies: ________________________________________________________________________________Have you ever used: 
(LSD

( Speed
( Cocaine
( Marijuana
        ( Heroin
Are you a smoker? ( YES
(NO

                Ex-Smoker? 
 ( YES

( NO      

How much are/were you smoking? _______________ How long? ___________ When did you quit?_______

How much alcohol do you drink? _________________ Caffeine? ___________________

Please check all the following medical conditions you now have or have had in the past:
( Asthma or Wheezing

( Chest Pain

( Epilepsy


( High Blood Pressure

( Bleeding Tendency

( Depression

( Glaucoma


( HIV/AIDS

( Blood Clots to Legs

( Diabetes

( Heart Attack


( Intestinal Ulcers or Bleeding

( Blood Clots to Lungs

( Drug/Alcohol Abuse 
( Heart Burn


( Irregular Heartbeat 

( Blood Transfusions 

( Dry Eyes

( Heart Disease

( Mental Illness

( Bronchitis


(Emphysema

( Hepatitis A, B, C (Circle one)
( Stroke
( Any Other Serious Illness or Injury? If Yes, Please List: _____________________
( None of the Above

Is there any possibility that you may be pregnant at this time?  ( YES  
( NO

List all surgeries that you have had (including plastic surgery) and date of surgery:

________________________________________________________________________________

Have you or anyone in your family ever had unusual reactions to anesthesia? (Muscle weakness, jaundice, breathing problems or unexpected fevers)   ( YES
( NO

Do you have (CHECK): ( Loose or Chipped Teeth    ( Crowns-Caps    ( Dentures    ( Contact lenses ( None 

Have you ever seen a cardiologist?  ( YES
(NO
 Date of Last EKG: ________________
Doctor who performed EKG: ________________________________
Patient Print Name ___________________Patient Signature ________________Date______________
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Notice of HIPAA Privacy Practices

All information that is obtained from you by this office is protected and kept confidential. Every reasonable measure to prevent disclosure of your protected health information is practiced.

Use and Disclosures

Your protected health information is accessed and used for health care related purposes only.

Your protected health information is never sold, rented, transferred, exchanged, and /or used for non-heath related purposes including marketing activities without your written authorization.

Your protected health information is disclosed to third-party entities without your written authorization for the purpose of treatment, to obtain payment for treatment, and for health care operations.

Certain Circumstances

Your protected health information can be disclosed without your written authorization in certain limited circumstances: medical emergencies, in situations required by law, individuals involved in your care, when requested by public health agency, and when requested by law enforcement agency. For any purpose other than treatment, obtaining payment, health care operations, or certain circumstances, we will ask for your written authorization before using or disclosing your protected health information. If you choose to sign an authorization to disclose protected health information, you can revoke that authorization in writing at any time.

Patient Rights

You have the right to request in writing to inspect and/ or receive a copy of your health information.

You have the right to request an alternate means or location to receive your communications regarding your health information. You have the right to request in writing to amend, correct, or delete any recorded health information in our possession. You have the right to request in writing to restrict some of the used and disclosure of your health information. You have the right to request in writing an accounting of certain disclosures of your health information that were made by this office. Conditions and limitations may apply; obtain additional form front desk.

Patient Print Name ___________________   Patient Signature ___________________

Date______________
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Patient Consent Form

I hereby consent of the following:

· Administration and performance of all treatments 

· Administration of any needed anesthetics

· Performance of such procedures as may be deemed necessary or advisable in the treatment of this patient

· Use of prescribed medication

· Performance of diagnostic procedures/tests

· Taking and utilization of cultures

· Performance of other medically accepted laboratory test that may be considered medically necessary or advisable based on the judgment of the attending physician or their assigned designees

I hereby understand that this is given in advance of any specific diagnosis or treatment. This consent to be continuing in nature even after a specific diagnosis has been made and treatment recommended. The consent will remain in full force until revoked in writing. I understand that Regina L. Rosenthal, MD, Inc. includes consent at satellite offices under common ownership. The undersigned, authorizes that Regina L. Rosenthal, MD, Inc. will use and disclose my information for the purposes of treatment, payment, and healthcare operations. 

Treatment: Includes but is not limited to: the administration and performance of all treatments, the administration of any needed anesthetics, the use of prescribed medication; the performance of such procedures as may be deemed necessary or advisable in the treatment of this patient, such as diagnostic procedures, the taking and utilization of cultures and of other medically accepted laboratory tests, all of which based on the judgment of the attending physician or their assigned designees, may be considered medically necessary or advisable. 

Payment: Includes but is not limited to: the authorization of payment directly to Regina L. Rosenthal, MD, Inc. of benefits otherwise payable to me. I hereby authorize the release of my medical records to third party insurers or authorized persons to whom disclosure is necessary to establish or collect a fee for services provided, such as billing and collection services, insurance payers, auto accident insurers, or for work related injury, to my employer or designee understand that I am financially responsible for charges not covered. I understand that patient’s records may be stored electronically and made available through computer networks. 

Healthcare Operations: Include but are not limited to: release of my medical information to any of my physicians and their offices or insurance companies participating in my care or treatment and the quality of that care.

I fully understand that this is given in advance of any specific diagnosis or treatment. I intend this consent to be continuing in nature even after a specific diagnosis has been made and treatment recommended. The consent will remain in full force until revoked in writing. This consent specifically includes the release of medical information concerning drug-free related conditions, alcoholism, psychological conditions, psychiatric conditions, and/or infectious diseases including but not limited to blood-borne diseases. 

A photocopy of this consent shall be considered as valid as the original. 

If there is an exposure, and the patient’s test is positive, the attending physician will notify the patient. I acknowledge that I have been given the Notice of Privacy Practices. I understand that if I have questions or complaints that I should contact the Privacy Official. 

Patient Initial: ______________________
I certify that I have read and fully understand the above statements and consent fully and voluntarily to its contents.

PATIENT PRINT _____________________________ PATIENT SIGNATURE __________________  
DATE ______________
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