prR. SHAUN
PARSON

RECONSTRUCTIVE &
COSMETIC SURGERY

REGISTRATION FORM

(Please print and complete all items)

PERSONAL INFORMATION Today's Date
Patient's Name Age Sex
Address
STREET cITy STATE ZIP CODE

Email Address

Date of Birth Social Security #
Home Phone . Work Phone
Cell Phone

Marital Status O Single O Married 0O Widowed O Divorced O Separated

Occupation Employer
Spouse’s Name Spouse’s Employer
Spouse’'s Work Phone Spouse’s Date of Birth

Nearest relative not living with you (for emergencies)

Name ' Relationship

Address Telephone

PATIENT SIGNATURE / RESPONSIBLE PARTY



or. SHAUN
PARSON

RFECONSTRUCTIVE &
COSMELTTC SURGERY

PATIENT HISTORY

Name

Referred By

Today’s Date

Have you (or any member of your family) ever been treated by our physicians for any condition before this visit?

Things | would like to talk to the doctor about

Have other plastic surgeons been consulted? 0O Yes 0O No

(List Names)

Previous operations, including plastic surgery procedures

Date Age Operation

Physician/Hospital

Allergies to drugs or medications (please list any known)

Do you use tobacco products? O Yes 0O No

Please list any medications you are presently taking

Have you ever had a blood transfusion for any reason? O Yes O No



FEMALE MEDICAL HISTORY

Are you presently taking any female hormone medication such as Premarin, estrogen or birth control pills? [ Yes [ No

Caesarean Sections Hysterectomy? [J Yes [J No
Date of Last Mammogram Breast Implants? [J Yes [ No
FAMILY HISTORY

Please check if any family member suffers from any of the ilinesses listed below
O cancer [ Tuberculosis [ Diabetes O strokes O Heart Disease O Allergies

Relationship of family member closest to you:

PERSONAL HISTORY

Childhood Diseases [ Mumps [0 Measles [ Diptheria O Rheumatic Fever

O other

Adult Diseases

Height _ _ Weight

The information provided is correct to the best of my knowledge

PATIENT SIGNATURE




Dr. Shaun Parson

Patient Photographic Release

I hearby acknowledge that I have been advised by Dr. Shaun Parson and/or his staff that photographs

are to be taken of me or parts of my body which, together with details regarding medical service
rendered to me, may be used by Dr.Parson, The American Society of Plastic and Reconstructive

Surgeons (ASPS) and/or The American Society for Aesthetic Plastic Surgery (ASAPS) for educational
purposes.

I hereby consent and agree to:

1.

Photographs may be taken of me or parts of my body with the consent of Dr. Parson and under
such conditions and at such times as may be approved by Dr. Parson

[ consent to be photographed before, during and after medical treatment..

Such photographs and/or details regarding medical services that I have received may be shown
or printed by Dr. Parson, his staff, ASPS, or ASAPS in any print or media, including, but not
necessarily limited to scientific journals, medical textbooks, scientific meetings, pamphlets, and
educational films, in order to inform other physicians, patients, and the public about plastic
surgery methods and procedures.

I release and discharge Dr. Parson, the ASPS, the ASAPS, and all parties acting under their
license and authority, from any and all claims or actions that I have or may have relating to
such use and publication, and all rights , if any, that [ may have in such photographs and details
regarding medical services rendered to me, including any claim for payment, in connection with
any such use or publication.

I grant this release as a voluntary contribution in the interest of medical and public education, and my
consent is subject only to the condition that I not be identified by name at any time during any use or
publication by Dr. Parson the ASPS, or the ASAPS of these materials.

Dated:

Parent or Guardian (if patient is a minor):

Patient

Witness:




BIEDICAL/SURGICAL HISTORY

Patient Name: Today's Date:
Patient No.: Surgery Date:
Surgeon Name: Shaun D. Parson, M.D.

Procedures:

In this time of rapidly expanding medical knowledge and the increasing specialization associated
therewith, there exists a very real risk of the specialist physician not being aware of the general health
and medical background of the patient. On occasion such information may critically affect what
procedures we may safely undertake on you and under what circumstances. We therefore ask that you
give us the following medical information.

Age: Height: Weight: Occupation:

Please list all medications which you are currently taking or have used in the past 6 months (be sure to include
any of the following: birth control pills, aspirin or ibuprofen containing drugs, diet pills, diabetic medications,
steroids, glaucoma drops, asthma medications, Digoxin, Lanoxin, nitroglycerin, Isordil, Inderal, other heart
medications, Lasix, other diuretics, high blood pressure medications, Coumadin, Persantine, tranquilizers,
sleeping pills, anti-depressants, pain pills or shots, epilepsy medications).

Medication(s): Amount Frequency

List all drug allergies:

Have you ever used (circle): LSD/speed/cocaine/marijuana? Never

Are you a smoker? YES/NO Ex-Smoker YES/NO  Non-Smoker YES/NO

How much are (were) you smoking? How long? Quit how long ago?

How much alcohol do you drink? Caffeine?

Please circle all of the following medical conditions you now have or have had in the past:

bleeding tendency / hepatitis / diabetes / blood transfusions / glaucoma / dry eyes / lung disease / TB/
asthma or wheezing / emphysema / bronchitis / irregular heart beat / chest pain / heart disease /

heart attack / stroke / epilepsy / heart burn / intestinal ulcers or bleeding / depression / mental iliness /
drug or alcohol addiction / any other serious iliness or injury / None of the above

Is there any possibility that you may be pregnant at this time? YES/NO

List all surgeries that you have had (include plastic surgery): Date:

Have you or anyone in your family ever had unusual reactions to anesthesia (muscle weakness, jaundice,
breathing problems or unexpected fevers? YES/NO

Do you have (circle): loose or chipped teeth/caps/dentures/contact lenses/None

Have you ever seen a cardiologist? YES/NO Physician Name:

Date of last EKG:

Patient's Signature:

Date:




UTHORIZATION FOREXAMINATION

Name: , T Birthdate:

Address 1: Social Security Number:
Afidress 2: Home Phone:

City: State: Zip: Work Phone:

[COOfdinatOI'Z Barbara Coldiron ‘Chart Number: I
llnsurance: Yes ( ) No ( ) {Referred by:  [No Source] [No Detail] !

[Physician:  Shaun D. Parson, M.D. ~ ] [cel
|

l, , represent to the physicians and staff that | am at least
18 (eighteen) years of age or, if not, am accompanied by a legal guardian. | hereby consent to and authorize
examination and treatment by my doctor and such assistant or staff as may be assigned by him/her.

| authorize the release of any medical information for the purpose of processing insurance claims on my
behalf. | authorize payments of medical benefits directly to the doctor for services provided to me. A copy of
this authorization shall be considered as valid as the original. In the event of any litigation arising from
treatment, | agree to submit the case to arbitration. | understand that photography is a necessary part of
planning and evaluating cosmetic or reconstructive surgery. | authorize that taking of photographs at the
direction of my surgeon and under such conditions as may be approved by him/her. These photographs will
be used solely for documentation purposes and will be kept confidential.

| understand that there may be a consultation fee for the initial visit which is due at the time of my appointment
unless other arrangements have been made in advance. There will be a $5.00 processing fee for each
monthly statement that is sent to me for unpaid balances.

SIGNATURE: DATE:

RELATIONSHIP: (circle one) PATIENT SPOUSE PARENT GUARDIAN



10.

(I
=

12.

13.
14.

Has anyone in your family ever had breast diseases or tumors? (circle) YES/NO If yes,
Please specify.
Has any doctor told you that you have any breast disease or lumps recently? (circle) YES/NO If
yes, please explain.

Have you had a mammogram (breast X-ray) in the past? (circle) YES/NO If yes, please give
date and results of last test.

Have you had a breast reduction, eniargement or lifting? (circie) YES/NO if yes, piease expiain.
(Type, Date of Surgery, Doctor)

Have you ever had any of the following breast problems? (please check all that apply)

__ Nipple Discharge ___ Breast Trauma __ Inverted Nipples
_____BreastLumps(orcyst) ___ Breast Infection _____ Breast Pain/Swelling

Are you taking birth control pills (or receiving estrogen shots)? (circle) YES/NO

If you were treated for breast cancer, did you receive chemotherapy or radiation after surgical
treatments? (circle) YES/NO If yes, Please explain

| signify that the information provided above is correct to the best of my knowledge.

Signed X

(patient)



