John Minoli, M.D., F.A.C.S., P.C. ** Patient Intake Form**
Board Certified: American Board of Plastic Surgery,

American Board of Facial Plastic & Reconstructive Surgery,

American Board of Otolaryngology (ENT)

Date: ________________



E-Mail Address______________________________

Social Security #: __________________________ (optional)

Name: ____________________________

Age: ________

Date of Birth___________

Marital Status: ____________

Spouse/ Guardian: __________________________________

Spouse/ Guardian Telephone: (______)___________________

Please fill out Complete Home Address


(Street)




(City)


(State)

(Zip)

Home Telephone: (_______)___________________

Cell Telephone: (______)_______________

Work Telephone (________)___________________(Optional)

Occupation: ________________________________

 Employer: (______)___________________

Referring Physician: _________________________

Telephone: (______)___________________

Referral Source: ____________________________

Desired Procedure (s): ___________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Are you interested in financing your desired procedure?
Y
N
Medical History
Specific Problem (s) for which you are seeking consultation: ______________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Is the problem for which your are seeking consultation related to an accident or an injury?  If so please explain. _______________________________________________________________________________

______________________________________________________________________________________

Current General Health (check one)

_______Good
________ Fair
_______ Poor

______________________________________________________________________________________

Height____________
Weight___________

Weight gain or loss in the past year. ____________ lbs.
__________ Loss 
_________ Gain

When was your last physical examination?

______________________________________________________________________________________

Name and Address of Physician:

______________________________________________________________________________________

Serious Illness: (Please list all- Cardiac Disease, Diabetes, Hypertension or any other disease(s) or conditions (s):

______________________________________________________________________________________

______________________________________________________________________________________

Previous Surgery (including chemical peels):

______________________________________________________________________________________

______________________________________________________________________________________

Have you had significant complications or after effects from any of these operations?  If so please explain.

______________________________________________________________________________________

Review of systems (Please circle those that are applicable to you):

Skin disease

Eye, Ear, Nose, Throat

Thyroid


Palpitations
Diabetes


Shortness of Breath

Chronic cough

Asthma
Chest Pain

Heart Murmur


High/Low Blood Pressure
Rheumatic Fever

Anemia


Bleeding Tendencies

Arthritis, Joint Pain, Muscle Pain


Psychiatric

Tuberculosis


Hepatitis


HIV

Headaches

Kidney/ Bladder infections

Gynecological Disorders
Liver

What is your approximate daily consumption of the following?

_____ Tea/Coffee
_____ Alcohol
_____ Tobacco
_____ Marijuana
_____ Recreational Drugs

List all Medications you are currently taking and their dosages:

Cortisone, Prednisone, ACTH, Other Steroids
______________________________________________________________________________________

Sedatives, Sleeping Pills, Tranquilizers

______________________________________________________________________________________

Blood Pressure regulators

______________________________________________________________________________________

Digitalis, Nitroglycerine, Cardiac/ Heart Drugs

______________________________________________________________________________________

Aspirin, Other Pain Medication, Coumadin, Heparin

______________________________________________________________________________________

Birth control pills, Hormones

______________________________________________________________________________________

Appetite suppressants (including Phen-Fen)

______________________________________________________________________________________

Herbal preparations, Homeopathic preparations, Vitamins, Minerals

______________________________________________________________________________________

Other

______________________________________________________________________________________

Any Known Allergies? (Drug or other): ______________________________________________________

(Also, Please circle if any below are applicable as allergies):
Penicillin

Other Antibiotics

Xylocaine

Codeine

Aspirin


Tetanus Toxoid

Adhesive Tape
Other




Significant Family History (Give age if living, or age and cause of death):

_____________________________________________________________________________________

Is there an immediate (i.e., someone related by blood) family history of any of the following (Please circle):
Heart trouble

Stroke

Bleeding Tendency

Keloid Formation

Diabetes

Cancer


High Blood Pressure
Other

Please circle some of your interests:

-Animals


-Music (Circle: Rock & Roll, Jazz, Classical, Opera)
-Art


-Poetry
-Cooking

-Reading (Circle: Fiction, Non-Fiction, Philosophy Self-Help, Spiritual)

-Crafts


-Sailing

-Dining Out

-Science

-Fishing


-Sports

-Hiking


-Television

-Home Improvement 
-Theater

-Movies


-Travel

-Museums

-Writing

Skin Type Assessment 
	
Genetic Disposition

	Score
	0
	1
	2
	3
	4

	What is the color of your eyes?
	Light blue, Gray, Green
	Blue, Gray or Green
	Blue
	Dark Brown
	Brownish Black

	What is the natural color of your hair?
	Sandy Red
	Blond
	Chestnut/Dark Blond
	Dark Brown
	Black

	What is the color of your skin (non exposed areas)?
	Reddish
	Very Pale
	Pale with Beige tint
	Light Brown
	Dark Brown

	Do you have freckles on unexposed areas?
	Many
	Several
	Few
	Incidental
	none

	
Total score for Genetic Disposition: _____


	
Reaction to Sun Exposure

	Score
	0
	1
	2
	3
	4

	What happens when you stay in the sun too long?
	Painful redness, blistering, peeling
	Blistering followed by peeling
	Burns sometimes followed by peeling
	Rare burns
	Never had burns

	To What degree do you turn brown?
	Hardly or not at all
	Light color tan
	Reasonable tan
	Tan very easy
	Turn dark brown quickly

	Do you turn brown within several hours after sun exposure?
	Never
	Seldom
	Sometimes
	Often
	Always

	How does your face react to the sun?
	Very sensitive
	Sensitive
	Normal
	Very resistant
	Never had a problem

	
Total score for Reaction to Sun Exposure: _____


	
Tanning Habits

	Score
	0
	1
	2
	3
	4

	When did you last expose your body to sun (or artificial sunlamp/tanning cream)?
	More than 3 months ago
	2-3 months ago
	1-2 months ago
	Less than a month ago
	Less than 2 weeks ago

	Did you expose the area to be treated to the sun?
	Never
	Hardly ever
	Sometimes
	Often
	Always

	
Total score for Tanning Habits: _____



Add up the total scores for each of the three sections for your Skin Type Score.
	
Skin Type Score
	
Fitzpatrick Skin Type

	0-7
	I

	8-16
	II

	17-25
	III

	25-30
	IV

	over 30
	V-VI


What skin care products do you use?  _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How do you protect your skin from ultraviolet sun exposure?  _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Would you like to know what Dr. Minoli would recommend for your skin type?   Y  /   N  
John Minoli, M.D., F.A.C.S., P.C.

Certified: American Board of Plastic Surgery

Certified: American Board of Otolaryngology (ENT)

870 Seven Hills Drive






Telephone (702) 459-3223

Suite 101







Facsimile: (702) 257-3223

Henderson, Nevada 89052

Photographic Release and Consent
I authorize for perpetuity the use of my photographs, videotapes and case information in the following commercial/ educational settings: My surgeon’s office patient education materials; my surgeon’s file or pre and postoperative patient photographs available to prospective patients for viewing in the office; news paper and magazine articles in which my surgeon participates; television programs in which my surgeon participates; my surgeon’s personal web site or web sites; design web sites or pages; and lectures and multimedia presentations given by my surgeon for the general public 
I release and discharge Dr. John Minoli and all parties acting under his license and authority from all rights that I may have in photographs and from any claim that I may have relating to such use and publication, including any claim for payment in connection with distribution or associations to use my photographs and case information in fulfilling its mission of public education, in any of the following settings: Patient education brochures available for purchase; education videotapes available for purchase; lectures and slide presentations available for purchase; information submitted by professional associations to consumer periodicals and magazines for publication; television programs about plastic surgery; vases that he has presented on the web sites designated by my surgeon.  I understand and accept that I may be recognized for representative to use my photographs, videotapes and case information in educational and scientific settings including lectures and multimedia presentations for an office of medical professionals at which members of the press may be present, and medical, surgical and scientific journal articles.

I grant this consent as a voluntary contribution and certify that I have read the above authorization and release and fully understand its terms.

_______________________________


(Patient’s Printed Name)

_______________________________


_________________


(Patient’s Signature)




(Date)

_______________________________


(Witness’ Printed Name)

_______________________________


_________________

(Witness’ Signature




(Date)

John Minoli, M.D., F.A.C.S., P.C.

Patient’s (and guardian’s) name: __________________________________________________________

Mutual Binding Arbitration Agreement

This Mutual Binding Arbitration Agreement constitutes an integral part of a contract for medical services and between John Minoli, M.D., F.A.C.S., P.C., Minoli Plastic Surgery Clinic, or any of the associated employees or contracted.

Who agrees to be bound as described hereunder:

· It is understood that any dispute as to medical malpractice, that is, as to whether any medical services rendered under this contract were unnecessary or unauthorized or were improperly rendered, will b determined by submission to arbitration as provided in Nevada law, and not by lawsuit or resort to court process except as Nevada law provides for judicial review of arbitration proceedings.  Both parties to this contract, by entering into it, are giving up their constitutional right to have any such dispute decided in a court of law before a jury, and instead ate accepting the use of arbitration.

· The procedure(s) to enhance one’s appearance are considered desirable and elective.  Their necessity is determined by the patient’s (and legal representative when and where applicable) wishes, therefore the patient’s (and legal representative where and when applicable) wishes, therefore the procedure(s) requested is/ are necessary.

· Such arbitration shall be in accordance with the current arbitration rules of the American Arbitration Association.  This Mutual Binding Arbitration Agreement shall apply to any legal claim or civil action in connection with any and all medial services rendered, whether inpatient or outpatient, against John Minoli, M.D., F.A.C.S., P.C., or Minoli Plastic Surgery Clinic, or any of their associated employees or contracted staff.

· As all services that Dr. Minoli and his staff perform are elective and not life saving, the execution of this Mutual Binding Arbitration Agreement shall be a pre-condition of the furnishing of medial services by John Minoli, M.D., F.A.C.S., P.C., or Minoli Plastic Surgery Clinic, or any of their associated employees or contracted staff.  This Mutual Binding Arbitration Agreement may be rescinded by written notice from the Patient of patient’s legal representative within 30 days of signature.

· This Mutual Binding Arbitration Agreement shall bind the parties hereto, including newborns, and heirs, representative, executors, administrators, and assigns of such parties and newborns.

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE AGAINST JOHN MINOLI, M.D., F.A.C.S., P.C., MINOLI PLASTIC SURGERY CLINIC, OR ANY OF THEIR ASSOCIATED EMPLOYEES OR CONTRACTED STAFF DECIDED BY NEUTRAL ARBITRATION, AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. NEVADA REGULATIONS STATUE PROVIDED UPON REQUEST.

Date: _________________________________________________________________________

Time:________________________________________________________________A.M./ P.M.

Signature (Patient/ Parent/ Legal Guardian/ Legal Representative): _______________________

If signed by other than patient, indicate relationship: ____________________________________

Witness: _______________________________________________________________________ 

870 Seven Hills Drive Suite 10-101 Henderson, Nevada 89052 Phone (702) 459-3223 Fax (702) 257-3223


