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Patient Information Form

Patient Name:

Address: City:

Preferred Language:

State: zip:

Home Phone: Cell Phone: Email:

DOB & Age:

Gender: SSN:

Employer
Name:

Occupation:

Address:

Work
Phone:

Who is your primary care physician?

How did you hear about our office?

I Patient Referral: E Or. Referral:

! Google I Facebook

What procedures or treatments are you interested in?

I Friend:

f Realself.corn [] Other:

Plrarmacy:

Address:
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Relationsh ip:

Address: City: State:

Florne Phone: Cell Phone: Work Phone:

Zip:

Narne:

Address:

Policy #:

City:

Group ID:

State: Zip:

Policv #: Group ID:

, have insurance coverage and assign all medical benefits, if any, otherwise
payable 1o me for services rendered. I understand that I arn financially responsible for all charges whether or not paid by
insurance. I hereby authorize the doctor to release all inforrnation necessary to secure the paymerrt of benefits. I authorize
the use of this signature on all rny insurarrce submissions.

Signature of Insured Patient / Guardian Date
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Have you ever had surgery? n No ! Yes Please give us surgery year and description:

l. Are you pregnant? n No ! Yes n N/A

Have you or do you still have:

2. Bleeding Tendencies

3. Cancer

4. Diabetes

5. Heart Disease

6. Hepatitis or Liver Disease

7. High Blood Pressure

8. lmmunodeficiency

9. Kidney Disease

10. Lung Disease

I L Mental lllness

12. Migraine Headaches

13. Problem Scarring

14. Stroke or Seizures

15. Thyroid Disease

16. Others Not Listed:

nnnntrntrnnnnntrtrnnnnnn
ntrnnnnnn
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Height: Weight:

No Yes
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Section IV: Social
Tobacco Use: ! No I yes, how rnuch? tr@
Alcc,hol Use: ! No ! Yes, how much? f, previous use, when quit?
Recreational Drug Use: ! No I yes, how much? ! previous use,
when quit?

Have any blood relatives had any of the
following?

l. Bleeding Tendency

2. Cancer

3. Diabetes

4. Heart Disease

5. High Blood Pressure

6. Immunodeficiency

7. Kidney Disease

8. Lung Disease

9. Mental Illness

10. Migraine Headaches

I I . Strrcke or Seizures

12. Others not listed:

R.elationship and Description

n
tr
n
n
tr
n
n
n
n
n
n

n
tr
n
n
tr
tr
n
n
n
n
n
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Are you taking any rnedications? n No f, yes, please list:

Are you taking any vitarnins or herbal supplements? E No I ves, please list:

Have you ever had any cosmetic procedures?

f] Yes, injectables, please list:

E Yes. sLlrgery, laser, or other procedures, please list:

Section'VIII: History of Sun Exposure
no yo, have a significant history of sun exposure (e.g. tanning bed use, outdoor hobbies, occupation, etc.)?
E No ! Yes, please list:

I have read this questiorrnaire and disclosed my medical history to the best of m5, [p6*ledge.

Patient
Signature:

Date:
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Section VI: Medications antl Vitamins/Herbal

Section VII: Cosmetic Procedures
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Consent to Communicate
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Please mark the ways that you consent to us communicating with you:

E Catt\/Vork phone f,Yes El,lo IYes trNo tr
n Cail (lel Phone lYes nruo nves Iruo n
f, Call Home Phone f,ves Iruo EYes Itlo n!:""=r.,, I - 

I

I Email Appointment Reminders

__ ryrnarl MI,*l lnformation

ni
ttEsendRegutarMait I - I | tr 

I

Mrilto *hi.h nddrurr. E Hor" E Oth", (pt"rr" lirt)' 

=- 

|

nSendTextMessage-ifso,listcellcarrier:-_-_-----------__lnl
Text Appointment Reminders

Text Office Specials

tr
n

*Best Time to Call Examples: morning, afternoon, daytime, evening, emergency only, do not call, or do not
leave a message

lf it's ok to leave a message with another person, please list them.

Signature:
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Date:

Method Ok to Leave
Voicemail

Ok to Leave Message
with Another Pers,on

Preferred
Contact

Methodlsl

Best Time to
Call*

Name DOB Relationship OIK tro Release,
Results Any Comments

[]Yes luo
[]Yes nNo
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HIPAA lnformation and Consent Form
Patient Name

The Health lnsurance Portability and Accountability Act (HIPAA) provides safeguards to protect your privacy. lmplementation of HIpAArequiremc'nts officially began on April 14, 2003. Many of the policies have been- ou, pruciic" for years. This iorm is a ,,friendly,, version. Amore complete text is posted in the office.

What this is all about: Specifically, there are rules and restrictions on who may see or be notified of your protected Health lnformation(PHl) Thr-'se restrictions do not include the normal interchange of information necessary to provide you with office services. HIpAAprovides r;ertain rights and protections to you as the
patient We balance these needs with our goal of providing you with quality professional service and care. Additional Information is
available from the U.s. Department of Health and Human Services. ***.hhs.gov

We have adopted the following policies.

l Patient information will be kept confidential except as is necessary to provide services or to ensure that all administrative matters
related to your careare handled appropriately. This specifically includes the sharing of information with other healthcare providers,
laboratories, health insurance payers as is necessary and appropriate for your care- Patient files may be stored in open file racks
and will not contain any coding which identifies a patient's condition or information which is not alrea'dy a matter of public record.
The normal course of providing care means that such records may be left, at least temporarily, in administrative areas such as thefront office, examination room, etc. Those records will not be available to persons other tnan offlce staff. you agree to the normal
procedures utilized within the office for the handling of charts, patient records, PHI and other documents or infoimation.

2. lt is lhe policy of this office to remind patients of their appointments. We may do this by telephone, e-mail, U.S mail, or by any
means convenient for the practice and/or as requested by you. We may send you other communications informing you of 

"hang"sto office policy and new technology that you might find valuable or infoimative.

3. The practice utilizes a number of vendors in the conduct of business. These vendors may have access to pHl but must agree to
abide by the confidentiality rules of HlpAA.

4. You understand and agree to inspections of the office and review of documents which may include pHl by government agencies or
insurance payers in normal performance of their duties.

5. You agree to bring any concerns or complaints regarding privacy to the attention of the office manager or the doctor.

6. Your confidential information will not be used for the purposes of marketing or advertising of products, goods or services.

7. We agree to provide patients with access to their records in accordance with state and federal laws.

8. We may change, add, delete or modify any of these provisions to better serve the needs of the both the practice and the patient.

9. You have the right to request restrictions in the use of your protected health information and to request change in certain policies
used within the office concerning your PHl. However, we are not obligated to alter internal policies to conforri to your request.

l, <Personallnfo.FirstName> <Personallnfo.LastName>, do hereby consent and acknowledge my agreement to the terms set forth in the
HIPAA lnformation Form and any subsequent changes if offlce policy. I understand that this consent shall remain in force from this time
fonryard.

sierr"fi n*vffidc

Signature
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Date



Consent to photograph or Film

I, , give consent that Sierra Nevada Cosmetic and l,aser Surgery can photograph or film me but only to the extentnecessaly and so long as the images are used solely for pr.pJr.s or 1a) iaeniiivi"g *. ;r a patient o, ro," purfoses ofdocumenting my health status, diagnosis and treatment while a patieni;^(b; coraulting education and training, qualityassurance and performance improvement functions for anrl on behalf of'sirrru Nevadi Cosmetic and LaserSurgery andits professional staff; and (c) publishing the results of my treatment on Siera Nevatla cosmetic and Laser surgery,swebsite which, in this particular case, required me to sign the IllpAA authorizal.ion form.

The purpose of this form is to obtain rny prior written consent so that Sierra Nevada cosmetic and Laser Surgery mayphotograph or film me for one or more oithe following purposes listed below for which I do hereby consent.

(Initial all purposes that apply):

Use or disclosure of image for marketing or advertising purposes and patient education
Use or disclosure of image for medical specialty Uoura in formulating its examination of
applicant physicians

Use or disclosure of image in a professional presentation or jo'unral publication

Unless earlier revoked, this authorization will expire on the end of the treating physician,s practice of surgery, exceptthere will be no expiration for the purpose.of rnedical or scientific research oir." in specialty board examinations.

I also agree to sign the HIPAA authorization form which permits sierra Nevada cosmetic and Laser surgery to use ordisclosure these images but only to the extent permitted by HIPAA and other applicable laws and regulations.

Computer Imaging Disclaimer
Computer imaging may be used to befier eclucate you about your upcoming surgery. Although an approximation ofintended results is to be'displayed, I realize that there are difierencis in griphic-rutistic ability ancl surgical technique. Irealize that computer imaging does not constitute and shoukl not be construed to be an exact representation ofpost-surgical results. I understand that it is impossible to guarantee intendecJ results. I understand that the alteration ofany images is purely for the purpose of education, illustration and discussion.

Patient (or Patient's Legal Representative) Signarure Date

Witness Signature
Date
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Pleose reod eoch question corefully ond circle the onswer thot is true for you. Also write in onswers where indicoted.

1 . Are you worried obout how you look? yes No
. lf yes: Do you think obout your oppeoronce problems o lot orrd

wish you could think less obout them?

. lf yes, pleose list the body oreos thot you don't like:

lf you onswered "NO" to either question obove, you ore finished with this questionnoire. Otherwise, pleose conlinue.

2. ls your moin concern with how you look thot you oren't thin enough?
3. How hos this problem with how you look offected your li[e?

o Hos it often upset you?

o Hos it got in the woy of doing things with friends, doting
or sociol octivities?

lf yes: describe how?

Yes No

Yes No

Yes No

Yes No

Hos it coused you problems with work or school?

lf yes: describe how?
Yes No

o Are there things thot you ovoid becquse of how you look?

lf yes; whot ore they?

On on overoge doy, how much time do you usuolly spend thinking oboui how you look?
*Add 

up oll the time you spend in o iotql doy* Circle your onswer

more thon 3 hours in o doy

Yes No

Potient Signoture Dote

Witness Signoiure

Less thon I hour l-3 hours in o doy

Dote
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PATIENT RESPONSIBILITY FORM

INDIVIDUAL'S FINANCIAL RESPONSlBI L]TY

' lunderstand that lam financially responsible for my health insurance deductible,
coinsurance or non_covered service.

' Co-payments are due at time of service,

' rf my pran requires a referrar, r must obtain it prior to my visit. :o ln the event that my health plan determines a service to be ,,not payable,,, I will beresponsible for the complete charge ancl agree to pay the costs of all services provided.
' lf I am uninsured, I agree to pay for the medical services rendJred to me at time of

service.

INSURANCE AUTHORIZATION FOR ASSIGNMENT OF BENEFITS
I hereby authorize and direct payment of my medical benefit,s to Sierra Nevada cosmetic +
Laser surgery on my behalf for any services furnished to me by the providers.

AUTHORIZATION TO RELEASE RECORDS

I hereby authorize sierra Nevada cosmetic + Laser surgery to release to my insurer,
Sovernmental agencies, or any other entity financially responsible for my medical care, all
information, including diagnosis and the records of any treatrnent or examination rendered
to me needed to substantiate payment for such medical selrvices as well as information
required for precertification, authorization or referral to other medical provider.

MEDICARE REQUEST FOR PAYMENT
I request payment of authorized Medicare benefits to me or on my behalf for any services
furnished me by or in Sierra Nevada Cosmetic + Laser Surgery, I authorize any holder of
medical or other information about me to release to Medicare and its agents any information
needed to determine these benefits or benefits for related services.

Signature of Patient, Authorized Representative or Responsible Party Date

Responsible party Relationship to
Patient

4.

Print Name of Patient, Authorized Representative or

t.

3.
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Cancellation/No Show policy

1. Cancellation o/ A l)octor,s Appointmertt
we understand that tltet'c are tirn'-s wher) y()u nlr"rst Lniss arr appointnre,t due toemet'getlcies o. obligatiorts lor work or farnily. I-lowever.. whe. yru rlo ,ot call to ca.cel anappointtue,t' you may be p.eventing attotlrer patie,t liorrr getti,g muc[ ,eeclec] treatment,conversely' the situation may at'ise where another patient lails ro cancel a]r.l *e are unable toschedule you fbr a visit, dr-re ro a seer-,ingry ,,iLril,, appointnre't book.If an appoi,tment i's not cancelled at leasi )4 lror.. in advance you will be charged afiftv dollar ($-50) fee; this wiil not be coverecr by vour insurance cornpany.

2. Sclteduled Appo intments

ou.,o,rTnr,',',lrllrstand 
thar <lerays can rrappen however we ,rust tr.y, ro keep rhe orher patienrs and

pa'st their schcduled tinre we may, at our tliscretion, peetl to

3. Account balances
we will requi.e that patients r,vit, a baliince not owecl by

balance i, firll, p.ior to receivi,g firrtrrer se^,ices by o,r praclice.
Patie.ts who have qrrestior-rs about their biils or who worrrcr

optio, may call ancr ask to speak to a. office represe,tative with
account and ooncerns,

If a patient is lS rninutes
reschedule the appointrnent.

I'}rint Patient Name

ir)surauce, pay their account

like to discuss a payrnent plan
whont they can review their

Signatu re Patient/Guardian
Date

Signature of Witness
Date
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Date:

'l'o:

Address:

f)octo/Practice Narne

Phone:

Patient Narne:

Fax:
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.f rnedical receirds relevant to nreclical rrearmenr, or copies of such, and request rhat
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Sierm Nevnda Cosmetic * Laser Sur:gery
Kyle T. yamamoto, M.I).

Address and phonc listcd belorv
Fax: (775) 499_5676
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Signaturc:

540 W Plumb Lsne, Suirrs t le Reoo, Nevsdq g?50g I ZlS.S2S.lZl2 r sierrocosnieli csu rgery.com


