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Date of first visit: ____________ Date of Birth: _____________ Social Security Number: ______________
Patient's Name: ____________________________________________________________________________Last                                                                 First                                                                              Middle

Residence Address: _________________________________________________________________________Number                 Street                                                                    City                       State                     Zip Code

Mailing Address: __________________________________________________________________________Number                 Street                                                                    City                       State                     Zip Code

Home Phone: (___)_____________________________ Cell Phone: (___)_____________________________   
E-mail Address: ___________________________________________________________________________
Occupation: ___________________________ Employer: __________________________________________
Work Phone: (___)______________ Business Address: ___________________________________________
Language of Choice: ____________________________   Ethnicity: ☐Hispanic    ☐Not Hispanic or Latino
Race:  ☐ American Indian or Alaska Native    ☐ Asian     ☐ White      ☐ Black of African American     
☐ Native Hawaiian or Other Pacific Islander          ☐ Other:____________________  
Are you:  ☐ Single   ☐Married   ☐Divorced           Children: ☐Yes   ☐No   Ages:____________________
Name of Spouse / Parent or Legal Guardian (if patient is a minor): ________________________________
Work Phone: (___)________________ Occupation: ______________________________________________
Emergency contact other than spouse: __________________________ Cell Phone: (___)_______________
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PRIMARY INSURANCE INFORMATION

Insurance company:____________________   Circle one:  Group Policy   or    Individual Policy

If Group, Name of Employer: _______________________________________________________________

Policy #: _____________________________________ Group #: ___________________________________

Insured Person: _______________________________ DOB: ______________________________________ 

Insured SSN: _____________________________________________________________________________


All professional services rendered are charged to the patient. Necessary form will be completed to expedite insurance carrier payments. The patient is responsible for all fees, regardless of insurance coverage. It is customary to pay for services when rendered unless other arrangements have been made in advance. I hereby assign to the physician(s) all payments for medical services rendered to myself or my dependents. I understand that I am responsible for any amount not covered by insurance. 

With my consent, The Center for Plastic & Reconstructive Surgery may use and disclose protected health information (PHI) about me to carry our treatment, payment and healthcare operations (TPO); and may mail, call, or e-mail to my home or other designated location any items that assist in carrying out TPO, such as appointment reminders & patient statements. I understand my records may be reviewed for quality assurance.


Signature of Patient/Legal Guardian:__________________________________________________________

Date:_______________
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PATIENT PERSONAL HISTORY
Reason for this visit (Write in your own words): __________________________________________________________________________________________
Sex:  ☐M   ☐F     Height:______________________Weight:_____________________Age:______________
Have you ever been treated elsewhere for this problem? _______ By Whom? ________________________
Have you or any of your family members been treated here before? ________________________________
Who is your primary care physician? _________________________________________________________
Address:____________________________________________________ Phone:  (___)__________________
Pharmacy:________________________________________________________________________________
Pharmacy Address:___________________________________________ Phone: (___)___________________
Who were you referred by? ______________________Address:____________________________________
Who is financially responsible for your bill? ____________________________________________________
List any medical conditions/illnesses: __________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
List previous surgeries & dates: ______________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
List previous cosmetic surgeries & dates: ______________________________________________________
__________________________________________________________________________________________
Please list any allergies: _____________________________________________________________________
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Have you been diagnosed with sleep apnea?   ☐Yes   ☐No
Social History
Habits:                                                            ☐ Alcohol    ☐ Tobacco   ☐ Drugs       ☐ Exercise    ☐ Diet           
Frequency: Occasional, Moderate, Heavy: __________  __________  __________  __________  _________
Smoking:  ☐ Never smoker    ☐ Current, every day    ☐ Current, some days       ☐ Former smoker
Start Date:___________________        Quit Date:____________________
Family History (check all that apply)
Has anyone in your family ever had a problem with anesthesia?         ☐Yes           ☐No
What problem? ____________________________________________________________________________
Mother: Living ______     Deceased _______      Age ________   Cause of Death ______________________
Father:  Living ______     Deceased _______      Age ________    Cause of Death ______________________
Family History Continued (check all that apply)
Diabetes                                    ☐Who? ___________________   What type? __________________________  
Mental Illness                           ☐Who? ___________________   What type? _________________________
Cancer                                       ☐Who? ___________________   What type? ________________________
High Blood Pressure                ☐Who? ___________________
Tuberculosis                              ☐Who? ___________________
Epilepsy                                     ☐Who? ___________________
Kidney Disease                          ☐Who? ___________________
Heart Disease                             ☐Who? ___________________
Stroke                                          ☐Who? ___________________
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ARE YOU CURRENTLY/RECENTLY EXPERIENCING: (check all that apply)





CONSTITUTIONAL
Weight Loss                     ☐
Fatigue                             ☐
Fevers or Night Sweats   ☐

EYES
Glasses/Contacts             ☐
Double Vision                  ☐
Glaucoma                        ☐
Cataracts                         ☐

EAR, NOSE, THROAT
Difficulty Hearing           ☐
Ringing in Ears               ☐
Vertigo                              ☐
Sinus Infection                 ☐
Hoarseness                       ☐

CARDIOVASCULAR
Murmur                            ☐
Chest Pain                         ☐
Palpitations                       ☐
Dizziness                            ☐
Fainting Spells                  ☐
Shortness of Breath          ☐
Difficulty Lying Flat         ☐
Swelling Ankles/Other      ☐

HEMATOLOGIC
Easy Bruising                    ☐
Gums Bleed Easily            ☐
Prolonged Bleeding           ☐
Clotting Disorder              ☐
RESPIRATORY
Cough                                 ☐
Coughing Blood                 ☐
Wheezing                            ☐

GASTROINTESTINAL
Heartburn                            ☐
Nausea/Vomiting                  ☐
Constipation                         ☐
Change in BMs                     ☐
Diarrhea                                ☐
Difficulty Swallowing           ☐
Jaundice                                ☐
Abdomen Pain                      ☐
Blood in Stool                       ☐

GENITOURINARY
Burning While Urinating    ☐
Frequent Urination              ☐
Blood in Urine                      ☐
Abnormal Discharge            ☐
Difficulty Urinating              ☐
History of Kidney Stone      ☐
History of Sexually Transmitted Disease             ☐

FEMALES ONLY
Are Periods Regular?  Yes  No
Age at Onset of: ___________
Periods __________________
Menopause _______________



SKIN
Rash/Sores                        ☐
Lesions                              ☐
Itching/Burning                ☐

MUSCULOSKELTAL 
Joint Pain/Swelling           ☐
Stiffness                              ☐
Muscle Pain                       ☐
Back Pain                           ☐

NEUROLOGICAL
Seizures                              ☐
Weakness/Paralysis           ☐
Numbness                           ☐
Tremors                              ☐
Memory Loss                     ☐

ENDOCRINE
Loss of Hair                        ☐
Heat/Cold Intolerance       ☐
Change in Nails                  ☐

ALLERGIC/
IMMUNOLOGIC
Hay Fever/Asthma             ☐
Hives/Eczema                     ☐

PSYCHIATRIC
Anxiety                                ☐
Depression                           ☐
Mood Swings                       ☐
Difficulty Sleeping               ☐
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CURRENT MEDICATIONS
PRESCRIPTION & NON-PRESCIPTION
Please list below ALL over-the-counter and/or prescribed medications you are taking. Include those that can cause bleeding (some examples include, but are not limited to, Aspirin, Ibuprofen, Excedrin, Advil, Motrin, Aleve, Orudis, etc.) Also include all vitamins and supplements.
	Name of Medication
	Dose (Amount)
	How Often?
	What do you take this medication for?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Have you taken (or currently taking): Accutane (isotretinoin)    ☐Yes       ☐No
					Plavix (clopidogrel)                ☐Yes       ☐No
Page 6					Coumadin (warfarin)            ☐Yes       ☐No
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PROVIDER INFORMATION & VISIT PURPOSE
Please list ALL healthcare providers you currently see, including their specialty and the reason for each visit.
	Provider/Office Name
	Phone Number
	Specialty
	What do you visit them for?
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PATIENT’S FINANCIAL POLICY AGREEMENT
As a courtesy to our patients, Center for Plastic and Reconstructive Surgery (here and after referred to as "CPRS") will submit charges for medical treatment to your insurance company where and IF applicable.
CPRS will attempt to verify in advance that the patient's insurance company will pay for specific medical procedures. Occasionally, even though coverage was verified before the medical services were provided, the insurance company denies the claim. If the insurance company denies payment or will only pay a portion of the medical bill, the patient is responsible for payment of the account balance. Likewise, if the patient has not met his or her deductible under a given insurance plan, the patient will be responsible for the amount of the deductible in addition to whatever amount the insurance company does not pay.
If the patient participates in an HMO or PPO that requires co-payment, the patient MUST pay the copayment at the time of the appointment.
We strive to provide an accurate cost ESTIMATE for the services to be rendered. Any and all further billing from any other provider needs to be discussed with that particular service provider.
CONTRACTUAL AGREEMENT TO PAY MEDICAL EXPENSES
I understand that I am personally responsible for all medical expenses incurred at CPRS for medical care and treatment. I agree to pay all medical expenses within 30 days of the date that I am billed for those expenses, unless other arrangements have been made with CPRS.
I further understand that the fees and estimates provided are for CPRS ONLY. Other providers of services such as the Surgery Center/Hospital, Anesthesia services or Pathology are separate and different from CPRS. 
If I do have insurance, I authorize release of my medical information to my insurance company that I authorize payment of all medical benefits by my insurance company to CPRS and authorize CPRS to act as agents on my behalf with my insurance company. I further agree to assist CPRS with the appeal process, should it be necessary.
It may become necessary to release your protected health information to financial parties, credit card entities, and/or financing companies, when requested, to facilitate your payment.
_____ Services that are performed and paid with a credit card, debit card or financing company are not eligible for payment challenges after services are provided. By signing this form, I am irrevocably consenting to allow The Center for Plastic & Reconstructive Surgery, P.A. to use and disclose my protected health information to any credit card entity, bank, or financing company when the request such information to process an account and assist with payment.
_____ I will not challenge such credit, debit, or financing card payment once services are provided. This practice encourages complete post-op care and follow-up interaction to address any issue that may arise.
_____ I agree that this non-credit card challenge agreement is irrevocable.
Patient Signature _________________________________________ Date ___________________________
Witness ________________________________________________ Date ____________________________

801 North Orange Avenue
Suite 815
Orlando, FL 32801
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PATIENT FINANCIAL AGREEMENT
I agree to furnish Patient Agreements -Center for Plastic & Reconstructive Surgery with a copy of my current
health insurance card(s). I also agree to provide an explanation of benefits and/or claim form(s) from my
insurance company when applicable.

I authorize the release of medical information necessary to process my insurance claim, and I 
assign insurance benefits to Center for Plastic & Reconstructive Surgery for services provided to me by Center for 
Plastic & Reconstructive Surgery.

I understand that co-pays are due at the time of service, as required by my insurance company.

I agree that I will be responsible for balances applied to my account that are not covered by my 
health insurance plan.

In the event my account is turned over to an outside collection agency, I agree that I will be 
responsible for a fee of $50 by Center for Plastic & Reconstructive Surgery as well as any and all 
attorney fees, court costs, etc.

I understand that my account will be charged $40 when a check I presented for payment is returned and marked 
"non-sufficient funds" (NSF). Returned checks over $500 will be assessed a fee of 5% of the amount of the check.

I understand that Center for Plastic & Reconstructive Surgery will bill my health insurance 
company and will refund any overpayment on my account to the appropriate party (i.e., 
insurance company, patient).

I understand that Center for Plastic & Reconstructive Surgery allows 30 days for the processing of my claim by 
the insurance company. In the event the practice does not receive reimbursement within 45 days, they will contact 
my insurance company regarding the claim; I will be notified if they do not receive a response.

I will notify an Insurance Specialist at the practice if I am aware of a payment delay by my 
insurance company. It is my understanding the Insurance Specialists at the practice will provide me with 
assistance in resolving the claim.

I have read, understand, and agree to the insurance assignment and financial policies stated 
above.

I also agree that I have had the opportunity to discuss any questions or concerns regarding the above with the Insurance Specialists at the practice.

								Initial: _____________
801 North Orange Avenue
Suite 815
Orlando, FL 32801
www.petersplasticsurgery.com
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If I am paying privately for my services; please be advised that it is the policy of Center for Plastic & Reconstructive 
Surgery practice to collect payment in full at the time of service. If you are unable to make payment in full at the time of service, your appointment will be rescheduled.

Any co-insurance; deductible, out of pocket and co-pay amounts will be my responsibility. Any 
balance left after your insurance has paid must be remitted within 30 days or each month an interest charge will be 
applied to your account of $10 or 10% whichever is greater. In the event I am unable to pay my responsibility in full, I will contact the Insurance Specialist to discuss financial arrangements.

Form Fees: Forms, such as FMLA paperwork and letters requested by our patients will be assessed a $20 fee. These fees cover our administrative expenses related to physician/staff time, photocopying, mailing, etc.

Indeterminate covered procedures or procedures in which a prior authorization is not possible will be reviewed prior to surgery. The patient will be required to sign an appropriate ABN (Advanced Beneficiary Notice).

It is fraud to bill for services that are cosmetic in nature. Center for Plastic & Reconstructive Surgery will not support or reimburse for services considered cosmetic preoperatively and subsequently submitted by the patient to their insurance carrier. Any undetermined coverage will be discussed prior to the procedure by your provider or his/her representative. The charges will be submitted directly to the insurance company by Center for Plastic & 
Reconstructive Surgery, not by the patient. Clarification received in writing prior to the procedure is possible. The 
cosmetic price quote is considered a contract of what services are cosmetic.

I acknowledge that I have received a copy of this financial policy. I agree to read this document and comply with the terms set forth for services rendered by Center for Plastic & Reconstructive Surgery.

PATIENT FINANCIAL AGREEMENT:
CONTRACTUAL AGREEMENT TO PAY MEDICAL EXPENSES
I understand that I am personally responsible for all medical expenses incurred at CPRS for medical care and 
treatment. I agree to pay all medical expenses within 30 days of the date that I am billed for those expenses, unless 
other arrangements have been made with CPRS.

I further understand that the fees and estimates provided are for CPRS ONLY. Other providers of services such as the Surgery Center/Hospital, Anesthesia services or Pathology are separate and different from CPRS and are estimates. You may be billed for any additional time beyond the estimate given after the surgery. 

If I do have insurance, I authorize release of my medical information to my insurance company that I authorize 
payment of all medical benefits by my insurance company to CPRS and authorize CPRS to act as agents on my behalf with my insurance company. I further agree to assist CPRS with the appeal process, should it be necessary.

					                                                                  Initial: _____________
801 North Orange Avenue
Suite 815
Orlando, FL 32801
www.petersplasticsurgery.com
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It may become necessary to release your protected health information to financial parties, credit card entities, and/or financing companies, when requested, to facilitate your payment.

We impose a surcharge of 3% on the transaction amount on credit card purchases for surgical fees, which is not greater than our cost of acceptance. We do not surcharge cash, cashier's checks, or debit cards.

Services that are performed and paid with a credit card, debit card or financing company are not eligible for payment challenges after services are provided. I am irrevocably consenting to allow The Center for Plastic & Reconstructive Surgery, P.A. to use and disclose my protected health information to any credit card entity, bank, or financing company when the request for such information to process an account and assist with payment is requested.

I will not challenge such credit, debit, or financing card payment once services are provided. This practice encourages complete post-op care and follow-up interaction to address any issue that may arise.

I agree that this non-credit card challenge agreement is irrevocable.


MEDICAL RECORDS & PHOTOGRAPHIC CONSENT

The Center for Plastic & Reconstructive Surgery, P.A. (CPRS) is required to take photographs for purposes of your 
medical records. Therefore, I authorize CPRS and all designated employees to take pre-operative, intra operative, and post-operative photographs for this purpose. Photographs may also be used for the purpose of research, education and medical publication.  I understand that a verbal request will be made by CPRS to grant permission to use these photographs to assist other surgical patients in making their surgical decisions. No form of compensation shall become payable for the use of these photographs. I hereby release CPRS and its agents from any and all claims and demands arising out of or in conjunction with the use of these photographs.

No form of compensation shall become payable for the use of these photographs. I hereby release CPRS and its agents from any and all claims and demands arising out of or in conjunction with the use of these photographs. I hereby grant permission for the use of any of my medical records including illustrations, photographs or other imaging records created in my case, for use in examination, testing, credentialing and/or certifying purposes by The American Board of Plastic Surgery, Inc.


Signature of Patient/Legal Guardian:_____________________________________________________________
Print Name:_____________________________________________________________________________________
Date:_______________
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HIPAA NOTICE OF PRIVACY PRACTICES
Center for Plastic & Reconstructive Surgery (CPRS)                
801 N. Orange Ave., Suite 815, Orlando, FL 32801
407-898-1436
                  										Effective as of March/1/2022
Your Information. Your Rights. Our Responsibilities.
									                  
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also describes your rights to access and control your protected health information. “Protected health information” is information about you, including demographic information, that may identify you and that relates to your past, present, or future physical or mental health condition and related health care services.
USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION
Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician’s practice, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services. This includes the coordination or management of your health care with a third party. For example, your protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain the approval for the hospital admission.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business activities of your physician’s practice. These activities include, but are not limited to, quality assessment, employee review, training of medical students, licensing, and conducting or arranging for other business activities. For example, we may disclose your protected health information to medical school students that see patients at our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may also call you by name in the waiting room when your physician is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment, and inform you about treatment alternatives or other health-related benefits and services that may be of interest to you. 

We may use or disclose your protected health information in the following situations, except SUD records as explained in Feb 15, 2026 addendum, without your authorization. These situations include: as required by law , public health issues as required by law, communicable diseases, health oversight, abuse or neglect, food and drug administration requirements, legal proceedings, law enforcement, coroners, funeral directors, organ donation, research, criminal activity, military activity and national security, workers’ compensation, inmates, and other required uses and disclosures. Under the law, we must make disclosures to you upon your request. Under the law, we must also disclose your protected health information when required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the requirements under Section 164.500.

Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or opportunity to object unless required by law. You may revoke the authorization, at any time, in writing, except to 
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the extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.

YOUR RIGHTS
The following are statements of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information (fees may apply) – Under federal law, however, you may not inspect or copy the following records: Psychotherapy notes, information compiled in reasonable anticipation of, or used in, a civil, criminal, or administrative action or proceeding, protected health information restricted by law, information that is related to medical research in which you have agreed to participate, information whose disclosure may result in harm or injury to you or to another person, or information that was obtained under a promise of confidentiality.

You have the right to request a restriction of your protected health information – This means you may ask us not to use or disclose any part of your protected health information and by law we must comply when the protected health information pertains solely to a health care item or service for which the health care provider involved has been paid out of pocket in full. You may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction to apply. By law, you may not request that we restrict the disclosure of your PHI for treatment purposes.

You have the right to request to receive confidential communications - You have the right to request confidential communication from us by alternative means or at an alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice alternatively, i.e., electronically.

You have the right to request an amendment to your protected health information - If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.
You have the right to receive an accounting of certain disclosures. You have the right to receive an accounting of all disclosures except for disclosures pursuant to an authorization; for purposes of treatment, payment, healthcare operations; required by law; that occurred prior to April 14, 2003; or six years prior to the date of this request.
You have the right to obtain a paper copy of this notice from us even if you have agreed to receive the notice electronically. We reserve the right to change the terms of this notice and we will notify you of such changes on the following appointment. We will also make available copies of our new notice if you wish to obtain one.

You have the right to choose someone to act for you - If you have given someone medical power of attorney or if someone is your legal guardian, that person can exercise your rights and make choices about your health information. 
-We will make sure the person has this authority and can act for you before we take any action.

COMPLAINTS
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by notifying our Compliance Officer of your complaint. We will not retaliate against you for filing a complaint.
We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to protected health information. We are also required to abide by the terms of the notice currently in effect. If you have any questions in reference to this form, please ask to speak with our HIPAA Compliance Officer in person or by phone at our main phone number.
Provided by HCSI
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ACKNOWLEDGEMENT OF RECEIPT OF OUR NOTICE OF PRIVACY PRACTICES
 I hereby acknowledge that I have received or been given an opportunity to receive a copy of the Center for Plastic 
and Reconstructive Surgery, P.A./ Kendall K. Peters, M.D. Notice of Privacy Practices. By signing below, I am "only" 
giving acknowledgment that I have received or have had the opportunity to receive the Notice of Privacy Practices.


_____________________________________________                                                                    ___________________________
         Signature of Patient/Legal Guardian						Patient’s Date of Birth



_____________________________________________                                                                     ___________________________
                                     Print Name                                                                                                                                  Date



I, ______________________________ , authorize Center for Plastic & Reconstructive Surgery to speak with any person/s listed below regarding my private health information. I understand this consent will be in effect for the duration of my care with Center for Plastic & Reconstructive Surgery. If l choose to end this consent, I will speak with the office manager and will fill out any required forms from your office. I understand private health information means any medical records, financial records, treatment options, and/or any other information that is directly related to me.

             Name of Person	                          Relationship to Patient		                Contact Phone Number


____________________________                 __________________________________             ________________________________


____________________________                 __________________________________             ________________________________


____________________________                 __________________________________             ________________________________



_____________________________________________ 				           ______________________________
        Signature of Patient/Legal Guardian						                     Date


801 North Orange Avenue
Suite 815
Orlando, FL 32801
www.petersplasticsurgery.com
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