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1499 S. Harbor City Blvd, Suite 301, Melbourne, FL 32901 
phone 321.729.9909 fax 321.728.0288

Patient Registration

(Please complete all items, please print)

Date____________________ 
          Patient Referred By_________________________
Patient’s Name______________________________ Age______ Date of Birth__________

Home Address_____________________________________________________________

City_________________________________________ State_______ Zip______________

Home Phone______________ Cell Phone_______________ Preferred Contact_________

Social Security#______________________ Sex     ( Male
( Female

Marital Status:( S
( M
( D
( W   E-Mail:___________________________________

Patient’s Occupation__________________________ Employer______________________

Work Address______________________________________________________________

Work Phone__________________ Ext._____________

Name of Spouse_______________________________ Phone Number________________

Family Doctor or Internist_____________________________________________________

Has this office ever seen or treated any member of your family?    ( No
( Yes

If yes, whom_______________________________________________________________





(Name)





(Relationship)

Emergency Contact _________________________________________________________

Relationship____________________________ Phone Number______________________

Person Financially Responsible 
( Patient 
( Parent
( Spouse
( Other

If parent, or “other”, please complete the following:

Name____________________________________________________________________



(Party financially responsible)





(Relationship)

Address__________________________________________________________________


(Street)




(City)


(State)

(Zip)

Occupation_____________________________ Employer___________________________

Business Address__________________________________ Business Phone___________

REASON FOR CONSULT: ___________________________________________________

Have you consulted with any other doctors, including plastic surgeons, about this?

( No   ( Yes

If yes, please list their names__________________________________________________

MEDICAL HISTORY

Weight: _______________Height: ___________
General Health:

( Good

( Fair

( Poor

If not “Good”, please explain_________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

For female patients only:

Age period began:_________________________

Number of pregnancies:______________

Date of last mammogram:___________________

Did you breast feed:
       ( No    ( Yes


Breast lump or discharge:       ( No
( Yes


Current bra size:____________________

Drug Allergies: _________________________________________________________________________

_________________________________________________________________________

List any medications you are taking, including non-prescription drugs, vitamins and herbals:

_________________________________________________________________________

_________________________________________________________________________

Past Medical History:

Have you ever had the following:

High Blood Pressure

No
Yes

Arthritis


No
Yes

Diabetes


No
Yes

Anemia


No
Yes
Heart disease


No
Yes

Tuberculosis


No
Yes
Stroke



No
Yes

Glaucoma


No
Yes
Asthma


No
Yes

Bleeding tendency

No
Yes
Cancer



No
Yes

Mitral Valve Prolapse

No
Yes
AIDS or HIV


No
Yes

Stomach Ulcer

No
Yes
Hepatitis


No
Yes

Kidney disease

No
Yes
Thyroid disease

No
Yes                  GI disease                             No        Yes

List any surgeries with dates: ___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Family History:

Has any blood relative ever had the following:

Breast Cancer

No
Yes



Melanoma

No
Yes



Heart disease

No
Yes



Diabetes

No
Yes

Stroke


No
Yes



Bleeding disorder
No
Yes

Kidney disease
No
Yes



Lung disease

No
Yes

Social History:

Smoking (type & amount per day)________________________________________________________

Alcohol (type & amount per day) _________________________________________________________

If former smoker, quit date: ______________________ 

REVIEW OF SYSTEMS
Do you have now or have you had within the past year:

General  
Weight Gain/Loss
No
Yes
  
MSK
    Joint or muscle pain       No     Yes










    Muscle weakness
        No     Yes

Eyes

Dry eyes

No 
Yes









Vision changes
No
Yes

Skin
    Painful breasts
        No     Yes










    Breast lumps
        No     Yes

ENT

Mouth sores

No
Yes


    Nipple discharge
        No     Yes

Ringing in ears
No 
Yes






     



Sinus headaches
No
Yes
    
HEME
    Easy bleeding
        No     Yes










    Easy bruising
        No     Yes 

CV

Chest pain

No
Yes




Rapid heart rate
No
Yes

ENDO      Night sweats
        No     Yes



Swollen hands/feet
No
Yes


     Hot/Cold intolerance      No     Yes

RES

Persistent cough
No
Yes

LYMPH    Swollen lymph nodes     No     Yes

Coughing blood
No
Yes



Wheezing

No
Yes

NEURO    Seizures
      
         No     Yes



Shortness of breath




      Frequent headaches     No      Yes   



     with activity

No
Yes


      Dizziness

         No     Yes

Difficulty breathing




      Numbness
                     No     Yes

       lying down
No
Yes   


     










      
PSYCH    Depression                    No       Yes

GI

Persistent diarrhea
No
Yes
     
                 Mood swings
        No       Yes                

 
Bloody stools

No
Yes


     Sleep disturbances        No       Yes

Nausea, vomiting
No
Yes
     
                 Bipolar Disorder
        No       Yes



Constipation

No
Yes


     



Bloating/gas

No
Yes



Abdominal pain
No
Yes

RENAL
Kidney Stones

No
Yes



Bloody Urine

No
Yes

PERTINENT INFORMATION:
Have you ever reacted badly to being put to sleep for surgery?



No
Yes

Has any member of your family ever reacted badly to being put to sleep?


No
Yes

Have you required unusually large amounts of local anesthetics for medical 

or dental procedure?









No
Yes

Have you ever had a bad reaction to a local anesthetic (Novocain, etc.)?


No
Yes

Are you allergic to adhesive tape?







No
Yes

Have you or anyone in your family been diagnosed with Malignant Hyperthermina?
No
Yes

Are you a slow or poor healer?







No
Yes

Do you form large scars or keloids?







No
Yes

Do you have any skin diseases, hives, eczema or rash?




No
Yes

Do you have frequent infections or boils?






No
Yes

Have you taken steroid medications, cortisone or ACTH?




No
Yes

Do you have or have you had any significant emotional problems?



No
Yes

Have you ever had psychiatric care?







No
Yes

Have you ever been advised to see a psychiatrist?





No
Yes

Do you have high blood pressure?







No
Yes

Have you ever taken Redux or PhenFen?






No
Yes
Insurance Information:

Primary Insurance Company________________________________________________________

Insured Party__________________________________ Relation to Patient___________________

Social Security#________________________________ Date of Birth_______________________

Employer_______________________________________________________________________

Is this a Cobra contract:
( No
( Yes

Secondary Insurance Company______________________________________________________

Insured Party__________________________________ Relation to Patient___________________

Social Security#________________________________ Date of Birth_______________________

Employer_______________________________________________________________________

Is this a Cobra contract:
( No
( Yes

IT IS YOUR RESPONSIBILITY TO GET YOUR PRIMARY CARE REFERRALS FOR YOUR VISITS WITH CASTELLON PLASTIC SURGERY CENTER.  OTHERWISE YOU WILL BE RESPONSIBLE FOR THE BILL AT THE TIME OF THE VISIT.
If you would like to designate a person or persons to whom we may discuss billing information, appointment information or health care information we cannot do that without your written permission.  This is in accordance with HIPAA guidelines.  You may revoke this authorization at any time.  And you may limit what information is to be shared for example, only billing or only health care.  If you would like only certain information to be shared, please check below.

( Billing Information
  ( Appointment Information

  ( Health Care Information

I, ____________________________________________ authorize Dr. Castellon and/or staff to 

discuss my information with ___________________________________.  

I VERIFY THAT THE ABOVE INFORMATION IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE.

X______________________________________________

_______________________



Signature of patient or parent if minor





Date

I have received my notice of privacy practices from the office of Dr. Mauricio J. Castellon.

Date

Patient Name

Witness

Title

Financial Agreement

“Services that are performed that are paid with a credit card or debit card are not eligible for credit card challenge. I will not challenge credit card payments once the service is provided, as per this agreement. The practice encourages a complete post-op care and follow-up interaction to address any issues that might arise, which are further addressed in the Revision Policy. I, the patient, agree that this non credit card challenge agreement is irrevocable.” Reisman

Sign _________________________                   Date __________________

Witness ______________________                   Date __________________

PATIENT PHOTOGRAPHIC AUTHORIZATION 

AND RELEASE

I authorize, permit, and allow MAURICIO J. CASTELLON, M.D. , or members of his staff, the use of any photographs of myself concerning my plastic surgery treatments.

I hereby release such photographs to be used at the discretion of Dr. Castellon, or members of his staff, for media presentations or for any purpose which Dr. Castellon deems appropriate to inform the medical profession or the general public about plastic surgery methods.  The media may include, but are not limited to: medical journals and textbooks, pamphlets, newspapers, magazines, and television.  Presentations may be given to various groups locally, nationally, or internationally for public education purposes.

I understand that I will not be identified by name in any publication.  I also understand that in some circumstances the photographs may portray features which shall make my identity recognizable.

I release and discharge Dr. Castellon and all parties acting under his license and authority from all rights that I may have in the photographs and from any claim that I may have relating to such use and publication of the photographs.

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

I hereby declare that I am eighteen years of age or older, or the patient’s legal guardian, and I have the full right to make this release and to grant herein granted.

Signature: __________________________________    Date: _____________________

Patient’s Name: ______________________________ Birthdate: _________________

Witness: ___________________________________   Date: ______________________
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