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Excellence in Plastic Surgery of the Breast, Body, and Face
Registration Form
Reason for Visit:____________________________________________________  Date:______________
Referred by:________________________________________________________

Patient Information
Name:_____________________________________________________________  Age:_____________
Date of Birth:_______________________________  Marital Status:_____________________________
Address:_____________________________________________________________________________
Phone (Home):_____________________ (Cell):___________________ (Work):____________________
Email Address:________________________________________________________________________
Social Security#:______________________________Driver’s Lic #:_____________________________
Occupation:___________________________________________________________________________
Place of Employment:___________________________________________________________________
Work Address:________________________________________________________________________

Contact in Case of Emergency
Name:_____________________________________________ Relationship:_______________________
Address:_____________________________________________________________________________
Phone #:___________________________________________

Insurance Information
Insurance Company:_________________________________ Policy #:______________ ____________
Policy Holder’s Name:________________________________________ Date of Birth:______________
Health History Form
Name:__________________________________________________________Date:_________________
Age:______________ Height:______________ Weight:______________ Max. Weight:______________
Allergies:
Medications:
Prior Surgeries:

Medical History (Illness):

Family History:
Breast Cancer:_____ Diabetes_____ Heart Disease_____Others:__________________________
Social History:
Do you smoke? _____If yes, how much? _____________________________________
Do you drink alcohol? _____If yes, how much? ________________________________
Have you ever used intravenous drugs? ______________________________________________
Review of Systems: (check “x”, if you have any of the following problems)
Chest Pain_____ High Blood Pressure_____ Irregular Heart Beats_____ Ankle Swelling_____
Shortness of Breath_____ Sinus Problems_____ Hay Fever_____ Breathing Problems_____
Bruising_____ Bleeding Tendencies_____ Rashes_____ Hives_____ Scarring_____
Liver or Kidney Problems_____ AIDS/HIV_____ Diabetes_____  Others_____
Please Answer the Following:
	How often do you take aspirin? ____________________________________________________
	Have you ever taken antidepressant meds? _______________________ Dates_______________
Please list any other pertinent medical history on the backside
_____ Check this space if you have placed information on the back side
Signature__________________________________________________ Date_____________________

T. Y. Steven Ip, M.D., F.A.C.S.
Excellence in Plastic Surgery of the Breast, Body, and Face

351 Hospital Rd., Suite 319				    		                        799 Park Avenue
Newport Beach, CA 92663						                New York, NY 10021
(949) 548-0300								                           (855) 742-8800	



Assignment of Benefits / Authorization
I hereby request payment of benefits from all insurance carriers to T. Y. Steven Ip, M.D.. I further understand that I am responsible for and will pay any amount not covered by insurance.

Signature_____________________________________________ Date____________________________
Witness______________________________________________


Release of Medical Information / Authorization
I hereby authorize T. Y. Steven Ip, M.D. the release of medical records or any information acquired during the course of my examination and treatment to insurance carriers, physicians, legal representatives, and/or medical purposes.

Signature_____________________________________________ Date____________________________
Witness______________________________________________ 
