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RANDALL C. LATORRE, M.D., PA

LATORRE COSMETIC FACIAL SURGERY

Welcome
PATIENT INFORMATION

First Name________________________________
Middle Initial___________
Last Name ______________________________________     

Address _____________________________________________________
Apt / Suite #  __________________________________________

City_______________________________________________

State________________    

Zip Code________________





SSN ____________--___________--________________

Birth Date_______/_______/_______

Age____________________

_____ Male 
_____ Female

Driver’s License Number_______________________________
State___________________

Marital Status  
       Single   
     Married    
    Widowed  
    Divorced  
     Separated

Spouse/Significant Other________________________________________
Ages of Children _____, ______, ______, ______, ______, _______

Home Phone (_______) _______--___________
Work Phone (_______) _______--___________
Cell Phone (_______) _______--__________
E-mail_________________________________________________________________________________________________________________

Emergency Contact Name_______________________________
Relationship_____________________
Phone(_______) _______--_________

Occupation______________________
Employer_____________________________________ 
Length of Employment________________

Business Address
__________________________________
City__________________________________
State___________________

Referred by: Physician Name_________________________________
Referred by: Patient Name _________________________________

 Insurance / Responsibility 
Primary Insurance _______________________________________

Secondary Insurance _____________________________________

Person Responsible for Account___________________________________________________ 
Relation to Patient________________________


First
Initial
Last 

If different than patient:

Birthdate __________________
SSN___________________________

Home phone_____________________________________

Address_____________________________
City____________________

State____________
Zip_____________________

AUTHORIZATION TO RELEASE INFORMATION:  I authorize the release of any information to any insurance company or third party payer for the purpose of obtaining payment for services rendered by Randall C. Latorre, M.D.  I also hereby authorize the release of information acquired in the course of my treatment to any other physician(s) involved in my care.  Medicare Authorization:  I understand that this is a lifetime signature authorization.  Assignment of Benefits:  I authorize my insurance company to pay Randall C. Latorre, M.D., PA directly for all surgical and/or medical benefits.  I understand that I am financially responsible for all services received, including any balances not covered by my insurance carrier(s).
HISTORICAL DATA SHEET

Approximate Height: ____________________
Approximate Weight: ___________________
Age: _________________

Which surgical procedure(s) or areas are you interested in discussing?
_____
Eyelids
_____
Chin enhancement
_____
Botox
_____
Chemical peel
_____
Repair of torn earlobes

_____
Facelift
_____
Laser resurfacing
_____​​​​​
Collagen
_____
Dermabrasion
_____
Ear piercing

_____
Forehead Lift
_____
Lip enhancement
_____
Hair replacement
_____
Removal of cyst / mole

_____
Rhinoplasty
_____
Neck Lift
_____
Protruding ears
_____
Scar revision
_____
Neck liposuction

_____
Other: ____________________________

When did you begin to consider surgical corrections? ___________________________________________________________________________

Have you discussed this surgery with your family? 
____ Yes
____ No
Are they agreeable? 
___ Yes
___ No

Have you consulted any other physician about your desire for surgery? ___Yes
___No 
Whom?  ________________________________________

Have you had any previous cosmetic surgery? ___Yes
___No


If yes, when and what was performed ________________________________________________________________________________________

Who performed the surgery? _ _______________________________
Where was it performed? __________________________________

Were you satisfied with the results? 
___ Yes 
____ No
If no, why not?  __________________________________________________________

SKIN CARE HISTORY

Nationality of your parents?  ____________________________________________________________________________________
Do you consider your sun exposure
MILD
MEDIUM
 SEVERE

Do you have a history of forming scars or are you prone to keloid formation? 
_____ NO
_____ YES
No
Yes
Are you currently or previously using ACCUTANE? 
Date of use or last used ___________________

No
Yes
Have you ever had Glycolic Acid Peels by a licensed aesthetician? Date(s)  __________________________________________

Have you ever had ANY surgery or injury to the face, eyes, ears, or nose? ___Yes
___No
When (dates)? _______________________________

Describe the surgery and / or injury: _________________________________________________________________________________________

Were you satisfied with the surgery or repair? ___Yes
___No
If not, why not? __________________________________________________

List all Medical conditions your Primary Physician is treating and all surgeries (What was performed and when)





What medicines are you allergic to and do you have a reaction? Please list    

	
	
	

	
	
	


Are you taking any medications? Include BIRTH CONTROL PILLS AND VITAMINS, DOSAGE AND FREQUENCY (ie) Tylenol 325mg every 4 hours  
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When was your last physical exam? _________________________________

	 Your Family Physician____________________________Address__________________________________________Phone_______________

	 Your Internist___________________________________Address__________________________________________Phone_______________

Your Cadiologist_________________________________Address__________________________________________Phone_______________

	Your OB/GYN__________________________________ Address _________________________________________ Phone_______________

	Your Dermatologist______________________________ Address _________________________________________ Phone_______________


 NO
YES
May we contact Your Primary Care Physician for any medical issues that may arise? 

SOCIAL HISTORY
Do you smoke cigars and/ or cigarettes?
YES
NO
How many per day?

How many years?



How often do you have an alcoholic beverage?




Father:
Age____
Alive ____Deceased____
If deceased, cause of death________________________________________________________

Mother:
Age____
Alive ____Deceased____
If deceased, cause of death________________________________________________________

Spouse:
Age____
Alive ____Deceased____
If deceased, cause of death________________________________________________________

Siblings:
Age____
Alive ____Deceased____
If deceased, cause of death________________________________________________________

Siblings:
Age____
Alive ____Deceased____
If deceased, cause of death________________________________________________________

Siblings:
Age____
Alive ____Deceased____
If deceased, cause of death________________________________________________________

Siblings:
Age____
Alive ____Deceased____
If deceased, cause of death________________________________________________________
Do you or any family members have (Indicate you or particular family member)? 

[image: image2.wmf]Heart problems_________________

Lung problems________________________

Kidney problems_______________________

Tuberculosis___________________

High blood pressure____________________

Excessive bruising_____________________

Excessive scarring______________

Diabetes_____________________________

Thyroid problems_______________________

Psychiatric "nervous" problems___________________________


Do you have a history of EXCESSIVE BLEEDING FROM OR NOTICE BLOOD IN

	Nose
	Mouth/gums
	Rectum
	Urine

	Coughing up blood
	Vomiting blood
	Stool
	Other

	
	
	
	



(Explain in the space provided.  All questions pertain to current and past history)
NO
YES
Have you had any dental procedures?

NO
YES
Did you need to take antibiotics before the procedure? 

NO
YES
Have you ever received local anesthesia (Novocaine or Xylocaine) by a dentist, oral surgeon, or M.D.? 

NO
YES
Did you have any reaction to the anesthesia?  If yes, explain

NO
YES
Do you have or have you had any problems with your eyes?

NO
YES
Do you have Blurred or Double vision (circle all that apply)
NO
YES
Have you seen an Ophthalmologist for eye problems?

NO
YES 
Do you have frequent pains in your chest? When:

____At rest
___With exertion
NO
YES 
Has a doctor ever said you had an irregular heartbeat?

NO
YES 
Has any part of your body ever been paralyzed or numb for longer than 30 minutes? What body area? _____________________

NO
YES 
Have you ever had a convulsion or seizure? Did you see a physician and what was diagnosis?___________________________



______________________________________________________________________________________________________

NO
YES
Do you have stomach problems or a history of peptic or duodenal ulcer disease? (circle all that apply)

NO
YES
Loss of appetite, change in bowel movement, Nausea/Vomiting, frequent diarrhea, painful BM, constipation? 

NO
YES 
Do you have or currently have chest or lung problems?

NO
YES
Do you have hay fever, nasal allergies or asthma? (circle all that apply)
NO
YES
Do you have a chronic cough, or wheezing? (circle all that apply)
NO
YES 
Have you ever had cold sores or fever blisters?  When?______________________Body area ______________________

NO
YES 
Do you or any family members suffer from arthritis?

NO
YES
Do you experience joint pain, stiffness/swelling, muscle or joint weakness, muscle pain or cramps? (circle all that apply)
NO
YES
Have you ever-tested positive following a TB Tine Test (TB skin Test)?

NO
YES 
Do you have frequent skin infections, irritations, or rashes? Where on your body?______________________________________

NO 
YES
Do you experience changes in skin color or texture? Explain ______________________________________________________

NO
YES 
Have you been treated for anemia or any problems with your blood?

NO 
YES
Have you ever received a blood transfusion?

NO 
YES
Have you ever been denied the ability to donate blood or plasma? When: _______________ Why:________________________

NO
YES 
Have you ever been under the care of a Psychiatrist or Psychologist? Explain_________________________________________



______________________________________________________________________________________________________

NO
YES 
Do you have any other medical problems that have not been covered? Explain _______________________________________



______________________________________________________________________________________________________
“Thank you for providing the essential information in this comprehensive evaluation.  Your cooperation is appreciated.  Write down any questions you may have so that we may discuss them in detail during your consultation.”












Randall C. Latorre, MD








Signature:
                                         
Date
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