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436 North Bedford Drive Suite 215
Beverly Hills, California 90210

www.losangelesplasticsurgery.com                                                                                                                                                    310-888-4048

Patient History & Physical
I. Contact Information

	Patient Name:
	
	Today’s Date:           /         /

	Date of Birth:           /        /
	
	Gender:    ☐ Male     ☐ Female

	Patient SS:
	
	

	Mailing Address:
	
	

	City:
	State:
	Zip code:

	Please Indicate the Best Phone Number (by denoting a *)

	Phone Number:
	                    
	                      

	Mobile Number:
	                     Can the Office Contact You via Text/MMS Message?  ☐ Yes    ☐ No

	Email Address:
	                                     Can the Office Email You?                                    ☐ Yes    ☐ No

	Instagram Username: 
	                                     Can the Office Contact You?                                ☐ Yes    ☐ No 

	Facebook  Username: 
	                                     Can the Office Contact You?                                ☐ Yes    ☐ No


	Have you seen Dr. Anastasatos before?          ☐ Yes 
	☐ No

	If No, how did you hear about Dr. Anastasatos?
	

	Did anyone accompany you today?     ☐ Yes
	☐ No

	      If Yes: Name:
	Relationship to Patient:

	      Are they interested in having a consultation today?
	☐ Yes    ☐ No


	Marital Status:         ☐ Single         ☐ Married         ☐ Divorced         ☐ Widowed

	Employer:
	Occupation:

	Emergency Contact:
	Emergency Phone Number:

	Relationship to Patient:
	


	Pharmacy Name and Number:

	Pharmacy Address:

	Primary Care Physician and Number:

	Primary Care Physician Address:


II. Insurance

	Does your insurance require a referral?
	☐ Yes    ☐ No 

	Primary Insurance Company Type:
	☐ HMO      ☐ PPO      ☐ Other

	Policy Holder’s Full Name:
	Co-Pay: $

	Policy Number:
	Phone Number:


	Secondary Insurance Company Type:
	☐ HMO      ☐ PPO      ☐ Other

	Policy Holder’s Full Name
	Co-Pay: $

	Policy Number:
	Phone Number:


III. Cosmetic Concerns

	What area(s) would you like to enhance or address?

	

	

	How long have these areas been of concern?




IV. Medications & Allergies
	Medications: List all the current prescriptions and dietary supplements – Include dose and frequency if known.

	

	

	

	

	

	

	


	Allergies: List any medications or anesthetics you are allergic to – If applicable describe the reaction.

	

	

	


	Surgeries: List any previous surgeries or hospitalizations – Include dates.

	

	

	


V. Medical Conditions – Please Check all that Apply:

Surgery in the facial area within the previous 9 months?

☐ Yes
☐ No

Limited neck mobility? 





☐ Yes
☐ No 

Abnormal scarring? 






☐ Yes
☐ No

Reaction to Lidocaine or Latex? 




☐ Yes
☐ No

Severe dry eyes? 






☐ Yes
☐ No

History of eye surgery? 





☐ Yes
☐ No


If Yes: When?







Are you currently pregnant? 




☐ Yes
☐ No


If Yes: How Many Weeks/Trimester(s)? 



Radiation therapy or chemotherapy for cancer? 


☐ Yes
☐ No 

Diabetes? 







☐ Yes
☐ No

Sleep Apnea or Sleep Disorder?




☐ Yes
☐ No

Do you smoke? 






☐ Yes
☐ No


If Yes: How Much? 
​​​                           If No: Have You Ever? 



Asthma that is inhaler-dependent  




☐ Yes
☐ No

COPD?  







☐ Yes
☐ No

Other lung problems? 





☐ Yes
☐ No

Anesthesia problems? 





☐ Yes
☐ No
Severe emphysema? 






☐ Yes
☐ No

High blood pressure? 





☐ Yes
☐ No


  
( High 
( Low

(Normal 120/80

Heart attack? 







☐ Yes
☐ No

Heart disease or heart problems? 




☐ Yes
☐ No

Angioplasty with stent placement? 




☐ Yes
☐ No

Heart catheterization/stress test? 




☐ Yes
☐ No


Date 



( Normal  
(Abnormal
Aortic aneurysm? 






☐ Yes
☐ No

Stroke?







☐ Yes
☐ No

Pacemaker? 







☐ Yes
☐ No

Angina or chest pain w/exercise? 




☐ Yes
☐ No

Plavix, Coumadin or aspirin on doctor’s orders? 


☐ Yes
☐ No

Other anticoagulants (blood thinners)?    If so please list them.

_________________________________________________________________________________________________________________________
Cancer?   







☐ Yes
☐ No

Connective tissue disorders (e.g., Ehlers Danlos Syndrome)? 
☐ Yes
☐ No

Skin Disorders? 






☐ Yes
☐ No

Bleeding disorder? 






☐ Yes
☐ No

Easy Bruising ? 






☐ Yes
☐ No

Phlebitis or blood clots? 





☐ Yes
☐ No

History of Neurologic Problems (seizures, nerve paralysis, etc)? ☐ Yes
☐ No
History of Psychiatric Illness? 




☐ Yes
☐ No

HIV/AIDS? 







☐ Yes
☐ No

Cold Sores or Herpes






☐ Yes
☐ No

Kidney disease or insufficiency? 




☐ Yes
☐ No

Liver disease, insufficiency or cirrhosis?



☐ Yes
☐ No

Hepatitis ?







☐ Yes
☐ No

Thyroid Disease?






☐ Yes
☐ No

Have you used Accutane?  Date of Last Use:  ______________

☐ Yes
☐ No
For any questions answered YES above, please elaborate below:

	

	

	

	

	

	

	

	


Please list anything else your doctor should know about your health and/or in preparation for possible surgery, including any drug allergies, previous surgeries, other medical problems or special concerns:

	

	

	

	

	

	

	

	


I certify that I have listed all of my current medications, allergies, hospitalizations, medical conditions and previous surgeries to the best of my knowledge and ability.

	Signature
	Date         /      /


AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION

TELEPHONE CONSENT FORM
Completion of this document authorizes the disclosure and/or use of health information about you. The purpose is to give your health care provider permission to leave certain health information on your phone messaging service. Failure to provide all information requested may invalidate this authorization.
Name of patient: _____________________________________________________________________________________________________
USE AND DISCLOSURE OF HEALTH INFORMATION
I hereby authorize Dr. Anastasatos and Staff to be able to call telephone number: _______________________

and leave a detailed message/voicemail with the following information:


☐ Details about my next appointment (physician name and date) 


☐ Leave message with a call back number only 

☐ Test and other exam results 

☐ Only the following records or types of health information (including any dates):


____________________________________________________________________________________________________________



____________________________________________________________________________________________________________

☐ Other 

☐ I DECLINE. Please do not leave any messages.
I am giving permission to Dr. Anastasatos and Staff to speak with following people regarding my care, treatment, or payment:


Name:




      
       Relationship to Patient:                  Telephone Number:


1.    ____________________________________
        _________________________

     ____________________________

2.    ____________________________________
        _________________________

     ____________________________

3.    ____________________________________
        _________________________

     ____________________________
PURPOSE

Purpose of requested use or disclosure: ☐ Patient request; OR ☐ Other health provider request


____________________________________________________________________________________________________________



____________________________________________________________________________________________________________
EXPIRATION

This authorization expires: 

	Signature
	Date         /      /


MY RIGHTS

I may refuse to sign this authorization. My refusal will not affect my ability to obtain treatment or payment or eligibility for benefits.

If the health information is being disclosed or used, I may inspect or obtain a copy of this health information.
I may revoke this authorization at any time, but I must do so in writing and submit it to the following address: 
Dr. John Anastasatos 



Attn: Medical Records



436 North Bedford Drive, Suite 215


Beverly Hills, CA 90210
ACKNOWLEDGMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES

I received a copy of John M. Anastasatos, MD’s Notice of Privacy Practices.

	Signature
	Date         /      /


Patient (or Personal Representative*)

	Printed Name
	Date         /      /


Patient (or Personal Representative*) 

Relationship of Personal Representative: __________________________________________________
*The Personal Representative is the patient’s decision maker if the patient cannot act for themselves. It can be the parent, legal guardian, health care surrogate, or other person.

	Signature
	Date         /      /
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