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__________________
Date

Reason for visit Today: (Please include topic, be as specific as possible)_______________________

_________________________________________________________________________________
PERSONAL INFORMATION: 

Name: _____________________________________________     Sex: Male Female     

Address: _________________________________________________________________________

City:___________________________  State:___________________ Zip Code: ________________

Social Security # ________________________   Date of Birth:______________________________

Home Phone _________________ Cell Phone ________________   Work Phone _______________

E-mail Address: ___________________________________________________________________

Employer:________________________________________ Occupation:______________________

Check one: Single  Married  Separated  Divorced Widowed Other

Spouse/Significant Other's Name: _____________________________________________________

Employer:________________________________________ Occupation:______________________

Work Phone:___________________________________ Spouse Date of Birth: _________________

Emergency Contact:

Name: ______________________________ Phone:______________ Relationship:______________

Employer: _______________________________________ Occupation: ______________________

Family Physician: 

Name:____________________________________ Phone__________________

Address: ___________________ City: ________________State:___________ Zip Code: ________

Date of Last Physical Exam: ________________________
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Insurance: 

Insurance Holder Name:_________________________________________________________

Date of Birth (if different from patient): ____________________________________________

Social Security Number (if different from patient): ____________________________________

MEDICAL INFORMATION:

We are here to help you.  Please answer as truthfully and completely as possible.  Do you have:

Heart Disease Yes No Bulimia or Anorexia  Yes No
Autoimmune Disorder Yes No Hormone Replacement Therapy  Yes No
Asthma or COPD Yes No Mental Illness Yes No
Lung Disease Yes No Drug Dependency Yes No
CPAP Machine Yes No Depression Yes No
Sleep Apnea Yes No Environmental Allergies Yes No
Cancer Yes No Serious Accident Yes No
High Blood Pressure Yes No Thyroid Disease Yes No
Blood or Bleeding Disorder Yes No Diabetes Yes No
Anemia Yes No Problem with general anesthesia Yes No
Latex Allergies Yes No Chronic Illness Yes No
Birth Control Yes No Previous/Current Serious Illness Yes No
Hepatitis C Yes No HIV Yes No

Type: ___________________________ Other:____________________________________

If you answered YES to any of the above, please explain:
_________________________________________________________________________________

_________________________________________________________________________________

FAMILY HISTORY: Has any family member had any of the following?
Affected Family Member Notes

No Relevant Family History Yes No
Unknown / Adopted Yes No
Autoimmune Disorders Yes No
Cancer Yes No
Diabetes Yes No
Heart Disease Yes No
Hemophilia / Blood or Bleeding Disorder Yes No
High Blood Pressure Yes No
Lung or Respiratory Disease Yes No
Problem with General Anesthesia Yes No

Please list ALL previous surgeries, including Cosmetic Procedures:
OPERATION YEAR HOSPITAL SURGEON TYPE OF ANESTHESIA

If you have had any Cosmetic Procedures, were you happy with the outcome? Yes No 

Have you had any cardiac testing done? Yes No    Please list cardiologist, location and date of test: 

___________________________________________________________________________________

CHILDBIRTH:

Number of pregnancies: _______ How much weight did you gain with each pregnancy? __________

Number of children: _______ Age(s) of children: ________________ Did you breastfeed? Yes No

Have you stopped breastfeeding? Yes No

EYES:

Do you wear contacts?  Yes No     Glasses?  Yes No     Do you suffer from dry-eye?  Yes No

Who is your ophthalmologist? 
_________________________________________________________________________________

Are you ALLERGIC to any medications? Yes No
If yes, please list:

Medication: ________________________________  Reaction: _____________________________
Medication: ________________________________  Reaction: _____________________________
Medication: ________________________________  Reaction: _____________________________

Do you take anti-depressants? Yes No    If YES, physician prescribing them: ____________

Please list ALL MEDICATIONS and the physician who is prescribing them:

_____________________________________ _______________________________________

_____________________________________ _______________________________________

_____________________________________ _______________________________________



Insurance: 

Insurance Holder Name:_________________________________________________________

Date of Birth (if different from patient): ____________________________________________

Social Security Number (if different from patient): ____________________________________

MEDICAL INFORMATION:

We are here to help you.  Please answer as truthfully and completely as possible.  Do you have:

Heart Disease Yes No Bulimia or Anorexia  Yes No
Autoimmune Disorder Yes No Hormone Replacement Therapy  Yes No
Asthma or COPD Yes No Mental Illness Yes No
Lung Disease Yes No Drug Dependency Yes No
CPAP Machine Yes No Depression Yes No
Sleep Apnea Yes No Environmental Allergies Yes No
Cancer Yes No Serious Accident Yes No
High Blood Pressure Yes No Thyroid Disease Yes No
Blood or Bleeding Disorder Yes No Diabetes Yes No
Anemia Yes No Problem with general anesthesia Yes No
Latex Allergies Yes No Chronic Illness Yes No
Birth Control Yes No Previous/Current Serious Illness Yes No
Hepatitis C Yes No HIV Yes No

Type: ___________________________ Other:____________________________________

If you answered YES to any of the above, please explain:
_________________________________________________________________________________

_________________________________________________________________________________

FAMILY HISTORY: Has any family member had any of the following?
Affected Family Member Notes

No Relevant Family History Yes No
Unknown / Adopted Yes No
Autoimmune Disorders Yes No
Cancer Yes No
Diabetes Yes No
Heart Disease Yes No
Hemophilia / Blood or Bleeding Disorder Yes No
High Blood Pressure Yes No
Lung or Respiratory Disease Yes No
Problem with General Anesthesia Yes No

Please list ALL previous surgeries, including Cosmetic Procedures:
OPERATION YEAR HOSPITAL SURGEON TYPE OF ANESTHESIA

If you have had any Cosmetic Procedures, were you happy with the outcome? Yes No 

Have you had any cardiac testing done? Yes No    Please list cardiologist, location and date of test: 

___________________________________________________________________________________

CHILDBIRTH:

Number of pregnancies: _______ How much weight did you gain with each pregnancy? __________

Number of children: _______ Age(s) of children: ________________ Did you breastfeed? Yes No

Have you stopped breastfeeding? Yes No

EYES:

Do you wear contacts?  Yes No     Glasses?  Yes No     Do you suffer from dry-eye?  Yes No

Who is your ophthalmologist? 
_________________________________________________________________________________

Are you ALLERGIC to any medications? Yes No
If yes, please list:

Medication: ________________________________  Reaction: _____________________________
Medication: ________________________________  Reaction: _____________________________
Medication: ________________________________  Reaction: _____________________________

Do you take anti-depressants? Yes No    If YES, physician prescribing them: ____________

Please list ALL MEDICATIONS and the physician who is prescribing them:

_____________________________________ _______________________________________

_____________________________________ _______________________________________

_____________________________________ _______________________________________

PREFERRED PHARMACY:

Name: ___________________________________ Location:______________________________

List ALL OVER THE COUNTER MEDICATIONS, INCLUDING VITAMINS & HERBAL 
SUPPLEMENTS, which you take regularly:
____________________________________________________________________________

________________________________________________________________________________

LIFESTYLE:

Haveyou takendietpills/injectionsorbeenon adiet in thelast 3years? Yes No    

Do you take Adipex (Phentermine)? Yes No    Date last taken?

(You must stop taking Adipex( Phentermine) at least 2 weeks prior to surgery.)

Alcohol Consumption: 

How many drinks containing alcohol do you drink a week? _______________ day/week

How often do youtakeAspirin, Ibuprofen, Advil, AleveorNaproxenona regularbasis? Daily Weekly
Rarely Weekly

Smoking: 

Do you smoke (cigarettes, cigars or e-cigs)? Yes No Packs per day:

Number of years: Have youquit smoking? Yes No    When? 

Height: ____________ Weight: _____________ 

Do you exercise?  Yes No    Activity: ______________________How often? _______________

How did you hear about Dr. Diaz? May we thank them for referral? Yes No 

______________________________________________
Patient Signature                             Date 

PREFERRED PHARMACY:

Name: ___________________________________ Location:______________________________

List ALL OVER THE COUNTER MEDICATIONS, INCLUDING VITAMINS & HERBAL 
SUPPLEMENTS, which you take regularly:
____________________________________________________________________________

________________________________________________________________________________
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Number of years: Have youquit smoking? Yes No    When? 
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Do you exercise?  Yes No    Activity: ______________________How often? _______________

How did you hear about Dr. Diaz? May we thank them for referral? Yes No 

______________________________________________
Patient Signature                             Date 

PREFERRED PHARMACY:
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List ALL OVER THE COUNTER MEDICATIONS, INCLUDING VITAMINS & HERBAL 
SUPPLEMENTS, which you take regularly:
____________________________________________________________________________
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Alcohol Consumption: 

How many drinks containing alcohol do you drink a week? _______________ day/week

How often do youtakeAspirin, Ibuprofen, Advil, AleveorNaproxenona regularbasis? Daily Weekly
Rarely Weekly

Smoking: 

Do you smoke (cigarettes, cigars or e-cigs)? Yes No Packs per day:

Number of years: Have youquit smoking? Yes No    When? 

Height: ____________ Weight: _____________ 

Do you exercise?  Yes No    Activity: ______________________How often? _______________

How did you hear about Dr. Diaz? May we thank them for referral? Yes No 
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PREFERRED PHARMACY:

Name: ___________________________________ Location:______________________________

List ALL OVER THE COUNTER MEDICATIONS, INCLUDING VITAMINS & HERBAL 
SUPPLEMENTS, which you take regularly:
____________________________________________________________________________

________________________________________________________________________________

LIFESTYLE:

Haveyou takendietpills/injectionsorbeenon adiet in thelast 3years? Yes No    

Do you take Adipex (Phentermine)? Yes No    Date last taken?

(You must stop taking Adipex( Phentermine) at least 2 weeks prior to surgery.)

Alcohol Consumption: 

How many drinks containing alcohol do you drink a week? _______________ day/week

How often do youtakeAspirin, Ibuprofen, Advil, AleveorNaproxenona regularbasis? Daily Weekly
Rarely Weekly

Smoking: 

Do you smoke (cigarettes, cigars or e-cigs)? Yes No Packs per day:

Number of years: Have youquit smoking? Yes No    When? 

Height: ____________ Weight: _____________ 

Do you exercise?  Yes No    Activity: ______________________How often? _______________

How did you hear about Dr. Diaz? May we thank them for referral? Yes No 

______________________________________________
Patient Signature                             Date 

Please list ALL previous surgeries, including Cosmetic Procedures:
OPERATION YEAR HOSPITAL SURGEON TYPE OF ANESTHESIA

If you have had any Cosmetic Procedures, were you happy with the outcome? Yes No 

Have you had any cardiac testing done? Yes No    Please list cardiologist, location and date of test: 

___________________________________________________________________________________

CHILDBIRTH:

Number of pregnancies: _______ How much weight did you gain with each pregnancy? __________

Number of children: _______ Age(s) of children: ________________ Did you breastfeed? Yes No

Have you stopped breastfeeding? Yes No

EYES:

Do you wear contacts?  Yes No     Glasses?  Yes No     Do you suffer from dry-eye?  Yes No

Who is your ophthalmologist? 
_________________________________________________________________________________

Are you ALLERGIC to any medications? Yes No
If yes, please list:

Medication: ________________________________  Reaction: _____________________________
Medication: ________________________________  Reaction: _____________________________
Medication: ________________________________  Reaction: _____________________________

Do you take anti-depressants? Yes No    If YES, physician prescribing them: ____________

Please list ALL MEDICATIONS and the physician who is prescribing them:

_____________________________________ _______________________________________

_____________________________________ _______________________________________

_____________________________________ _______________________________________
Please list ALL previous surgeries, including Cosmetic Procedures:
OPERATION YEAR HOSPITAL SURGEON TYPE OF ANESTHESIA

If you have had any Cosmetic Procedures, were you happy with the outcome? Yes No 

Have you had any cardiac testing done? Yes No    Please list cardiologist, location and date of test: 

___________________________________________________________________________________

CHILDBIRTH:

Number of pregnancies: _______ How much weight did you gain with each pregnancy? __________

Number of children: _______ Age(s) of children: ________________ Did you breastfeed? Yes No

Have you stopped breastfeeding? Yes No

EYES:

Do you wear contacts?  Yes No     Glasses?  Yes No     Do you suffer from dry-eye?  Yes No

Who is your ophthalmologist? 
_________________________________________________________________________________

Are you ALLERGIC to any medications? Yes No
If yes, please list:

Medication: ________________________________  Reaction: _____________________________
Medication: ________________________________  Reaction: _____________________________
Medication: ________________________________  Reaction: _____________________________

Do you take anti-depressants? Yes No    If YES, physician prescribing them: ____________

Please list ALL MEDICATIONS and the physician who is prescribing them:

_____________________________________ _______________________________________

_____________________________________ _______________________________________

_____________________________________ _______________________________________

PREFERRED PHARMACY:

Name: ___________________________________ Location:______________________________

List ALL OVER THE COUNTER MEDICATIONS, INCLUDING VITAMINS & HERBAL 
SUPPLEMENTS, which you take regularly:
____________________________________________________________________________

________________________________________________________________________________

LIFESTYLE:

Haveyou takendietpills/injectionsorbeenon adiet in thelast 3years? Yes No    

Do you take Adipex (Phentermine)? Yes No    Date last taken?

(You must stop taking Adipex( Phentermine) at least 2 weeks prior to surgery.)

Alcohol Consumption: 

How many drinks containing alcohol do you drink a week? _______________ day/week

How often do youtakeAspirin, Ibuprofen, Advil, AleveorNaproxenona regularbasis? Daily Weekly
Rarely Weekly

Smoking: 

Do you smoke (cigarettes, cigars or e-cigs)? Yes No Packs per day:

Number of years: Have youquit smoking? Yes No    When? 

Height: ____________ Weight: _____________ 

Do you exercise?  Yes No    Activity: ______________________How often? _______________

How did you hear about Dr. Diaz? May we thank them for referral? Yes No 

______________________________________________
Patient Signature                             Date 



Release pertinent information to assist the practice with medical authorization and 
financial support if there’s a challenge to payment. This can include health care 
expenses; which include medical insurance, banking, finance companies and 
credit card companies.

•
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Dear Valued Patient,

We here at Michael Diaz, MD, FACS have been asked to accept many different 
insurance policies. We accept their promise to pay when you present an insurance 
care, however, you will be ultimately responsible for any amount that your insurance 
company does not pay. Please note that it is your responsibility to know your  
insurance benefits.

The benefits offered by many insurance companies vary depending on which doctor  
you see, whether the insurance company is primary or secondary and /or various  
other combinations. You will be responsible for the balance if your insurance company 
does not pay.

We encourage you to verify coverage with your own insurance prior to being seen.

We do agree to bill your insurance for you only as a courtesy. If they do not pay  
within a reasonable period of time we will expect you to pay us and deal with the 
insurance company yourself. 

I have read and agree and understand that I am ultimately liable for the services 
that I receive. If for any reason, my insurance does not pay for my services, I agree to 
pay Michael Diaz, MD directly and will not hold your staff, including receptionists, 
Doctor’s, or telephone operators responsible for my insurance company not paying 
my bills.

CREDIT CARD PAID SERVICES:
Services that are performed that are paid with a credit card, debit card, or financing third 
party are not eligible for payment challenges after services are provided.  By signing this 
form, I am irrevocably consenting to allow Michael Diaz, MD, FACS to use and disclose my 
protected health information to any Credit Card Entity, Bank or Financing Company when 
they request such information to process an account and assist with payment.  I agree that this 
non credit card challenge agreement is irrevocable.
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