)
Member, The American
Society for Aesthetic
Plastic Surgery, Inc.

O

Memiber
AMERICAN SOCIETY ©

American Society of
Plastic Surgeons

Brent Moelleken, MD, FACS
Plastic and Reconstructive Surgery

Board Certified, American Board of Plastic Surgery
Associate Clinical Professor, Plastic Surgery UCLA

www.dr br ent.com

120 South Spalding Dr., Suite 110
Beverly Hills, CA 90212
Tel (310) 273-1001

601 E. Arrellaga St., Suite 103
Santa Barbara, CA 93103
Tel (661) 565-6611

Fax (310) 205-4881 Fax (310) 205-4881

LAST NAME FIRST NAME MIDDLE INITIAL

ISTREET ADDRESS APT # | CITY, STATE ZIP CODE

ISEX BIRTHDATE SOCIAL SE CURITY NUMBER DRIVER'’S LICENSE #
/A - -

EMAIL ADDRESS HOME TELEPHONE # CELL PHONE #

EMPLOYMENT INFORMATION

EMPLOYERS NAME TELEPHONE #

ISTREET ADDRESS CITY, STATE ZIP CODE

INSURANCE INFORMATION

INSURANCE COMPANY (PRIMARY)

INSURANCE COMPANY ADDRESS CITY, STATE ZIP CODE

IGROUP/POLICY #

INSURED NAME (IF NOT PATIENT) RELATIONSHIP TO PATIENT

HO REFERRED YOU TO THIS OFFICE?

PERSON TO CONTACT IN CASE OF EMERGENCY:

STREET ADDRESS APT # [ CITY, STATE ZIP CODE

[TELEPHONE # RELATIONSHIP TO YOU

TO OUR PATIENTS: ALL PATIENTS, INCLUDING THOSE WITH INSURANCE, ARE EXPECTED TO BE RESPONSIBLE FOR
PAYMENT OF THE DOCTORS FEE. WEWILL BE GLAD TO ASSIST YOU IN OBTAINING PAYMENT FROM YOUR INSURANCE
COMPANY.

IT ISCUSTOMARY FOR ALL PROFESSIONAL SERVICES TO BE PAID FOR WHEN RENDERED UNLESS OTHER ARRANGEMENTS
HAVE BEEN MADE IN ADVANCE WITH THE OFFICE MANAGER.

SIGNATURE OF PATIENT OF RESPONSIBLE PARTY :




PATIENT PERSONAL HEALTH HISTORY

Name:

Date of Birth:

\ Have you ever had any of the following conditions: If uncertain, leave blank.

Aidsor Hiv+
Anemia

Arthritis

Asthma

Back Trouble
Bladder Infection
Bleeding Tendency
Blood or Plasma Transfusions
Bronchitis

Cancer

Chicken Pox
Diabetes

Diphtheria

Epilepsy

Glaucoma

Heart Disease
Hemorrhoids
Hepatitis

Hernia

High Blood Pressure

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

CONSTITUTIONAL SYMPTOMS

Good genera health lately
Recent weight change
Fever

Fatigue

Headaches

EYES |

Eye disease or injury
Wear glasses/contact lenses
Blurred or double vision

| EARS/NOSE/MOUTH/THROAT

Hearing loss/ringing
Earaches/drainage

Sinus problem or rhinitis
Nose bleeds

Mouth sores

Bleeding gums

Sore throat or voice change
Swallen glandsin neck

No
No
No
No
No

No
No
No

No
No
No
No
No
No
No
No

Yes
Yes

Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Hives

Infectious Mono
Kidney Disease
Low Blood Pressure
Measles

Migraine Headaches
Mitral Valve Prolapse
Mumps

Pneumonia

Polio

Rheumatic Fever
Scarlet Fever
Smallpox

Stroke

Thyroid Disease
Tuberculosis

Ulcer

Venereal Disease
Whooping Cough

CARDIOVASCULAR

Heart Trouble

Chest Pain

Shortness of breath

Swelling of feet/ankles/hands
Chronic or frequent coughs

MUSCULOSKELETAL

Joint pain

Joint stiffness or swelling
Weakness of muscles/joints
Muscle pain or cramps
Back pain

PSYCHIATRIC

Memory loss or confusion
Nervousness

Depression

Insomnia

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

No
No
No
No
No

No
No
No
No
No

No
No
No
No

Yes
Yes
Yes
Yes
Yes
Yes

Yes

Yes

Yes

Yes
Yes



Name: Date of Birth:

| GENITOURINARY NEUROLOGICAL |

Frequent urination No Yes Headaches/Dizziness No Yes
Burning or painful urination No Yes Numbness or tingling sensations No Yes
Blood in urine No Yes Tremors No Yes
Incontinence or dribbling No Yes Paraysis No Yes
Kidney stones No Yes Head Injuries No Yes
Mad e-testicle pain No Yes

Female-pain with periods No Yes | ENDOCRINE |
Female-irregular periods No Yes Glandular or hormone problem No Yes
Female-vaginal discharge No Yes Excessive thirst or urination No Yes
Female: # of pregnancies Heat/Cold Intolerance No Yes
Female: # of miscarriages Dry Skin No Yes

Female: Date of last pap smear

HEMATOLOGIC/LYMPHATIC

| INTEGUMENTARY (SKIN/BREAST) Bleeding or bruising tendency No Yes
Rash or itching No Yes Anemia No Yes
Changein skin color No Yes Phlebitis No Yes
Changein hair or nails No Yes Past transfusion No Yes
Varicose veins No Yes
Breast pain/lump No Yes ALLERGIC/IMMUNOLOGIC
History of skin reaction or other adverse reaction
Breast discharge No Yes to:
Penicillin or other antibiotics No Yes
| GASTROINTESTINAL | Morphine/Demerol/Penicillin No Yes
Loss of appetite No Yes Antibiotics No Yes
Change in bowl movements No Yes Novaocain or other anesthetics No Yes
Nausea or vomiting No Yes Aspirin or other pain remedies No Yes
Frequent diarrhea No Yes Other drug medication:
Congtipation No Yes Food dlergies:
Blood in stool No Yes Environmental allergies:
Abdomina pain No Yes

PATIENT SOCIAL HISTORY |

Marital Status: Single  Married: _~ Separated: _~ Divorced: _ Widowed:
Use of alcohol: Never: ~~ Raely: ~ Moderate: _ Dally: Type:

Use of tobacco: Never:  Previoudybutquit: _ Current packsg/day:

Use of drugs: Never:  TypelFrequently:

EXCESSIVE EXPOSURE TO: Fumes.___ Dust:___ Solvents.__ Noise.___ Other: Airborne Particles.

FAMILY MEDICAL

HISTORY:
AGE DECEASED
ILLNESS (WHERE APPLICABLE)
Mother
Father

Paternal Grandmother
Paternal Grandfather
Maternal Grandmother
Maternal Grandfather
Siblings







