



GULF COAST AESTHETIC CENTER
 PATIENT HISTORY & INFORMATION (PHI)

DATE: _________________________				              PATIENT #______________________________

PATIENT’S NAME: ______________________________________________   MARITAL STATUS:   M   S   W   D
ADDRESS: _____________________________________CITY: _____________ST: ________   ZIP: ____________________
HOME PHONE: __________________________WORK PHONE: ______________________CELL: _____________________
EMAIL ADDRESS: ______________________________________________________________________________________
AGE: _______ BIRTHDATE: _____________   SEX:  ____ M   ____ F   SOCIAL SECURITY#:  ______________________
EMPLOYER: __________________________________________________OCCUPATION: ____________________________
EMPLOYER ADDRESS & PHONE NUMBER: ______________________________________________EXT _____________
SPOUSE OR GUARDIAN NAME: _____________________________________BIRTHDATE: ________________________
SOCIAL SECURITY # ____________________ EMPLOYER: ________________________  PHONE: ____________________
NAME, ADDRESS & PHONE NUMBER OF NEAREST RELATIVE (OR FRIEND) NOT LIVING WITH YOU:
_____________________________________________________RELATIONSHIP: ___________________________________
REFERRED BY (DOCTOR, HOSPITAL, FRIEND, YELLOW PAGES, NEWSPAPER, RADIO, WEB SITE, ETC.)
________________________________________________________________________________________________________
NAME OF INSURANCE COMPANY: _______________________________________________________________________
NAME & LOCATION OF PHARMACY YOU USE:_____________________________________________________________
WHY ARE YOU HERE SEEING THE DOCTOR?   __________________________________________________________
IF INJURY, WHAT DATE DID IT HAPPEN? _________________________________________________________________
DO YOU SMOKE? _____________   IF YES, HOW MUCH ____________________________________________________
KNOWN MEDICAL PROBLEMS & NAME OF PHYSICIAN TREATING YOU: (DIABETES, HIGH BLOOD PRESSURE, HEART DISEASE, ETC.) ________________________________________________________________________________________________________
________________________________________________________________________________________________________
PAST MAJOR SURGERIES PERFORMED:  __________________________________________________________________
________________________________________________________________________________________________________
*DAILY MEDICATIONS (INCLUDE ASPIRIN, ANTI-INFLAMMATORIES, VITAMIN E, HERBAL SUPPLEMENTS)
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
ARE YOU CURRENTLY TAKING DIET PILLS?___YES  /  NO  __________________________
*ARE YOU ALLERGIC TO ANY MEDICATIONS?  (EITHER MARK NONE OR LIST THEM)
_______________________________________________________________________________________________________
________________________________________________________________________________________________________
_______________________________________________________________________________________________________
RESPONSIBLE PARTY (IF OTHER THAN PATIENT)
[bookmark: _GoBack]NAME: _____________________________________ RELATIONSHIP TO PATIENT:________________________________
ADDRESS: _____________________________________CITY: _____________ST: ________   ZIP: ____________________
SEX:  ____ M ____ F        SOCIAL SECURITY# ____________________     BIRTHDATE:____________________________
HOME PHONE: ____________________WORK PHONE: ___________________CELL PHONE: ______________________
EMPLOYER: ___________________________________________________________________________________________




ERIC J. WYBLE, M.D.


PATIENT’S NAME: ____________________________________________________

PERSONAL HISTORY
DO YOU SMOKE? ___________ HOW MUCH? ___________HOW LONG HAVE YOU SMOKED? _________________
IF YOU SMOKED IN THE PAST, WHEN DID YOU STOP? __________________________________________________
HOW MUCH ALCOHOL DO YOU DRINK ON THE AVERAGE PER DAY OR WEEK? ________________________
ARE YOU ON A SPECIAL DIET? ______________________   WHAT DIET? ___________________________________
HAVE YOU RECENTLY GAINED OR LOST WEIGHT?  GAINED__________ LOST___________ N/A _____________
 
OPERATIONS:							
HAVE YOU HAD ANY OF THE FOLLOWING:					
		 	    		  NO		  YES		          DATE				
TONSILS			_____ 		_____  		 ______________		
APPENDIX			_____ 		 _____ 	 	______________			
GALLBLADDER 			_____		 _____ 		______________			
SMALL INTESTINE		_____		 _____ 	 	______________		
KIDNEY				_____		______  		______________			
COLON				_____		______  		______________	
HEMORRHOID			_____		______		______________		
THYROID			_____		______ 	 	______________	
HERNIA (RUPTURE)		_____		______  		______________	
UTERUS				_____  		______  		______________	
OVARIES			_____  		______ 	 	______________	
PROSTATE			_____ 		______ 	 	______________		
BREAST				_____ 		______  		______________	
OTHER SURGERY		_____ 	 	______ 		______________	

IF YES, PLEASE NAME:	_______________________________________________________________
_______________________________________________________________

OTHER HOSPITALIZATIONS: __________________________________________________________________________
IF YES, PLEASE NAME:	_______________________________________________________________
_______________________________________________________________






FAMILY HISTORY:

HAVE YOU OR ANY MEMBER OF YOUR FAMILY HAD ANY OF THE FOLLOWING?				          							
                                                    			YOURSELF / WHAT RELATIVE             
CANCER/LEUKEMIA			N   Y	     	 ________ /_____________________        
TUBERCULOSIS				N   Y	     	 ________ /_____________________
DIABETES				N   Y  	     	 ________ /_____________________
HEART TROUBLE			N   Y   	     	 ________ /_____________________
HIGH BLOOD PRESSURE			N   Y	     	 ________ /_____________________	             
STROKE					N   Y            	 ________ /_____________________
EPILEPSY				N   Y  	     	 ________ /_____________________
BLEEDING DISORDER			N   Y            	 ________ /_____________________
ASTHMA				N   Y            	 ________ /_____________________
MIGRAINE HEADACHES			N   Y	     	 ________ /_____________________
ALCOHOLISM				N   Y          	 ________ /______________________
EMPHYSEMA				N   Y           	 ________ /______________________
KIDNEY DISEASE			N   Y            	 _________ /______________________
SICKLE CELL ANEMIA			N   Y          	 _________ /______________________      
ANEMIA					N   Y	     	  ________ /______________________
MENTAL ILLNESS			N   Y  	     	  ________ /______________________
SUICIDE					N   Y           	  ________ /______________________
OTHER SERIOUS DISEASE		N   Y	   	  ________ /______________________

IF SO, WHAT: _______________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________












ERIC J. WYBLE, M.D.



RECEIPT OF NOTICE OF PRIVACY PRACTICES WRITTEN ACKNOWLEDGEMENT FORM


PLEASE FILL IN THE APPROPRIATE INFORMATION; FOR ACKNOWLEDGEMENT OF NOTICE:


	

	I, ____________________________________________________________________________________________,					                        	       (PATIENT’S NAME)

HAVE READ AND UNDERSTAND ERIC J. WYBLE, M.D.’S—GULF COAST AESTHETIC CENTER, LLC’S,  NOTICE OF PRIVACY PRACTICES IN ACCORDANCE WITH HIPPA LAWS AT THIS TIME.

		
		____________________________________		_____________________
				PATIENT’S SIGNATURE			               DATE
 
                     ____________________________________		_____________________
			WITNESS’S SIGNATURE			               DATE
	







 

                          *I AUTHORIZE YOU TO SHARE MY MEDICAL INFORMATION WITH THE FOLLOWING PERSON/S:

NAME: ___________________________________________________________________
ADDRESS: _________________________________________________________________
TELEPHONE: _______________________________________________________________
SIGNATURE OF PATIENT: ________________________________________________________
 





EFFECTIVE DATE: THIS NOTICE IS EFFECTIVE JUNE 26, 2009








ERIC J. WYBLE, M.D.


AUTHORIZATION 
(MUST BE SIGNED BEFORE SEEN BY THE PHYSICIAN)



I UNDERSTAND THAT, ALTHOUGH THE PHYSICIAN’S OFFICE MAY FILE A CLAIM TO MY INSURANCE COMPANY AS A COURTESY TO ME, I AM FULLY RESPONSIBLE FOR PAYMENT IN FULL FOR ANY SERVICES RENDERED.  I ALSO UNDERSTAND THAT IT IS MY RESPONSIBILITY TO VERIFY THAT DR. ERIC WYBLE/DR. JOHN H. MILLER IS CONTRACTED WITH MY INSURANCE COMPANY AS WELL AS ANY SURGICAL CENTER WHERE SERVICES ARE RENDERED.  SHOULD MY ACCOUNT BECOME DELINQUENT ANY EXPENSES INCUREED BY THE PHYSICIAN’S OFFICE BY REQUIRING THE AID OF AN ATTORNEY, COLLECTION AGENCY, CREDIT BUREAU, ETC., A 33% SERVICE FEE MY BE ADDED TO MY ACCOUNT FOR ANY UNPAID BALANCE.
 I AUTHORIZE YOU TO RELEASE TO MY INSURANCE COMPANY (INCLUDING MEDICARE AND ANY MEDIGAP, IF APPLICABLE) ANY INORMATION REGARDING MY ILLNESS OR TREATMENT AND I HEREBY ASSIGN TO THE PHYSICIAN ALL PAYMENTS FOR SERVICES RENDERED TO MYSELF OR MY DEPENDENTS.
I AUTHORIZE THE PHYSICIAN’S OFFICE AND/OR HIS HEALTH CARE PROVIDERS TO TAKE PREOPERATIVE, INTRAOPERATIVE, AND POSTOPREATIVE PHOTOGRAPHS, SLIDES, AND/OR VIDEO TAPES (IF APPLICABLE).
I CERTIFY THAT MY SIGNATURE REPRESENTS THAT I HAVE READ AND AGREE TO THE ABOVE INFORMATION.  I HAVE HAD THE OPPORTUNITY TO ASK ANY QUESTIONS AND HAVE DONE SO WITH ALL QUESTIONS ANSWERED AND UNDERSTOOD.
NARCOTIC PRESCRIPTION POLICY
IT IS OUR OFFICE POLICY TO NOT AUTHORIZE REFILLS IN THE EVENINGS OR ON THE WEEKEND (FRIDAY THRU MONDAY). IF YOU ARE OUT OF YOUR NARCOTIC MEDICATION THEN PLEASE PROCEED TO YOUR NEAREST EMERGENCY DEPARTMENT.  STATE AND FEDERAL LAWS FORBID EARLY REFILLS IN NARCOTIC MEDICATION IN THE ABSENCE OF AN EMERGENCY SITUATION OR CHANGE IN PRESCRIPTION. THEREFORE, WHEN YOU NOTICE YOU HAVE ONLY A SMALL AMOUNT OF MEDICATION REMAINING, PLEASE INQUIRE FROM YOUR PHYSICIAN FOR A REFILL AT YOUR NEXT OFFICE VISIT OR DURING REGULAR OFFICE HOURS.

______________________________________________________             _______________________________
PATIENT’S SIGNATURE (OR GUARDIAN)	     	                  DATE


________________________________________________________
WITNESS
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