John M. Trupiano, MD, FACS Board Certified Plastic Surgeon

201 West Big Beaver Road, Suite 1050 Phone: (248) 220-3310
Troy, MI 48084 Fax: (248) 220-3311

PATIENT INTAKE FORM

DATE OF VISIT:

LAST NAME: FIRST NAME: M.1.:
DATE OF BIRTH: AGE: SS#H:

STREET ADDRESS: APT./SUITE:

CITY!: STATE: ZiP:

CELL PHONE: HoME PHONE:

EMAIL ADDRESS:

EMPLOYER: OCCUPATION:
STREET ADDRESS: APT./SUITE:
CITY! STATE: ZIP:

WORK PHONE:

EMERGENCY CONTACT NAME: RELATIONSHIP:

CELL PHONE:

DID A PHYSICIAN REFER YOU TO DR. TRUPIANO? [ YES [ No

NAME: SPECIALTY: PHONE:

IF YOU WERE NOT REFERRED BY A PHYSICIAN, HOW DID YOU HEAR ABOUT DR. TRUPIANO?

] FRIEND/FAMILY: ] INSTAGRAM

[ DRTRUPIANO.COM 1] FACEBOOK

] INTERNET SEARCH/ GOOGLE ] REALSELF.COM
[] OTHER:

ALLERGAN/BRILLIANT DISTINCTIONS ACCOUNT NUMBER:

PASSWORD:

GALDERMA / ASPIRE ACCOUNT NUMBER:

PASSWORD:
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John M. Trupiano, MD, FACS Board Certified Plastic Surgeon

201 West Big Beaver Road, Suite 1050 Phone: (248) 220-3310
Troy, MI 48084 Fax: (248) 220-3311

PATIENT INSURANCE AWARENESS

DUE TO THE MANY CHANGES IN INSURANCE POLICIES, IT IS NO LONGER AN EASY TASK TO
INTERPRET EACH INDIVIDUAL POLICY. ALTHOUGH WE TRY TO STAY AWARE OF THESE
CHANGES, IT IS NOT ALWAYS POSSIBLE. THEREFORE, WE URGE YOU, AS THE PATIENT, TO
CHECK WITH YOUR INSURANCE COMPANY PRIOR TO ANY OFFICE OR HOSPITAL PROCEDURES.
IT IS YOUR RESPONSIBILITY TO KNOW YOUR INDIVIDUAL COVERAGE. FAILURE TO COMPLY
WITH THIS SUGGESTION COULD RESULT IN YOU, THE PATIENT, BEING RESPONSIBLE FOR ALL

COSTS INCURRED DURING YOUR OFFICE VISIT. PLEASE REMEMBER — YOUR INSURANCE

POLICY IS BETWEEN YOU AND YOUR INSURANCE COMPANY AND NOT BETWEEN THE

INSURANCE COMPANY AND YOUR DOCTOR. ALSO, PLEASE BE ADVISED THAT LAB WORK

PERFORMED IN THE OFFICE IS A SEPARATE CHARGE FROM THE PHYSICIAN’S CHARGES.

DR. TRUPIANO HAS NO CONTROL OVER YOUR INSURANCE PLAN REGARDING CO-PAYS,
DEDUCTIBLES, AND COINSURANCE. ITIS YOUR RESPONSIBILITY TO BE FAMILIAR WITH YOUR
INSURANCE PLAN(S) PRIOR TO PROCEEDING WITH YOUR CONSULT AND/OR PROCEDURE. /T
IS FOR THIS REASON, CO-PAYS, DEDUCTIBLES, AND COINSURANCE WILL BE COLLECTED

PRIOR TO BEING SEEN BY DR. TRUPIANO AND./OR BEFORE ANY SURGICAL PROCEDURE THAT

IS PERFORMED.

YOUR SIGNATURE BELOW VERIFIES THAT YOU HAVE READ AND UNDERSTAND THIS
STATEMENT AND ALL YOUR QUESTIONS HAVE BEEN ANSWERED.

SIGNATURE OF PATIENT OR LEGAL GUARDIAN DATE

PRINT NAME OF PATIENT OR LEGAL GUARDIAN
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John M. Trupiano, MD, FACS Board Certified Plastic Surgeon

201 West Big Beaver Road, Suite 1050 Phone: (248) 220-3310
Troy, MI 48084 Fax: (248) 220-3311

HIPAA CONSENT FOR PURPOSES OF TREATMENT, PAYMENT, AND
HEALTHCARE OPERATIONS

WITH MY CONSENT, JOHN M. TRUPIANO, M.D., P.C. MAY USE AND DISCLOSE PROTECTED
HEALTH INFORMATION (PHI) ABOUT ME TO CARRY OUT TREATMENT, PAYMENT AND
HEALTHCARE OPERATIONS (TPO). PLEASE REFER TO JOHN M. TRUPIANO, M.D., P.C.’s NOTICE
OF PRIVACY PRACTICES FOR A MORE COMPLETE DESCRIPTION OF SUCH USES AND
DISCLOSURES.

MY PROTECTED HEALTH INFORMATION MEANS HEALTH INFORMATION, INCLUDING MY
DEMOGRAPHIC INFORMATION, COLLECTED FROM ME AND CREATED OR RECEIVED BY MY
PHYSICIAN, ANOTHER HEALTHCARE PROVIDER, A HEALTH PLAN, MY EMPLOYER, OR A
HEALTHCARE CLEARINGHOUSE. THIS PROTECTED HEALTH INFORMATION RELATES TO MY PAST,
PRESENT, OR FUTURE PHYSICAL OR MENTAL HEALTH OR CONDITION AND IDENTIFIES ME, OR
THERE IS A REASONABLE BASIS TO BELIEVE THE INFORMATION MAY IDENTIFY ME.

I UNDERSTAND THAT | HAVE THE RIGHT TO REVIEW THE NOTICE OF PRIVACY PRACTICES PRIOR
TO SIGNING THIS CONSENT. AND, THAT JOHN M. TRUPIANO, M.D., P.C. RESERVES THE RIGHT TO
REVISE ITS NOTICE OF PRIVACY PRACTICES ANYTIME. A REVISED NOTICE OF PRIVACY
PRACTICES MAY BE OBTAINED BY FORWARDING A WRITTEN REQUEST TO JOHN M. TRUPIANO,
M.D., P.C., ATTN: PRIVACY OFFICER, AT 201 WEST BIG BEAVER ROAD, SUITE 1050, TROY, MI
48084.

WITH MY CONSENT, JOHN M. TRUPIANO, M.D., P.C. MAY CALL MY HOME OR OTHER DESIGNATED
LOCATION AND LEAVE A MESSAGE ON VOICE MAIL OR IN PERSON IN REFERENCE TO ANY ITEMS
THAT ASSIST THE PRACTICE IN CARRYING OUT TPO, SUCH AS APPOINTMENT REMINDERS,
INSURANCE ITEMS AND ANY CALL PERTAINING TO MY CLINICAL CARE, INCLUDING LABORATORY
RESULTS AND PRESCRIPTIONS AMONG OTHERS.

WITH MY CONSENT, JOHN M. TRUPIANO, M.D., P.C. MAY MAIL TO MY HOME OR OTHER
DESIGNATED LOCATION ANY ITEMS THAT ASSIST THE PRACTICE IN CARRYING OUT TPO, SUCH AS
APPOINTMENT REMINDER CARDS AND PATIENT STATEMENTS.

WITH MY CONSENT, JOHN M. TRUPIANO, M.D., P.C. MAY E-MAIL TO MY HOME OR OTHER
DESIGNATED LOCATION ANY ITEMS THAT ASSIST THE PRACTICE IN CARRYING OUT TPO, SUCH AS
APPOINTMENT REMINDER CARDS AND PATIENT STATEMENTS. | HAVE THE RIGHT TO REQUEST
THAT JOHN M. TRUPIANO, M.D., P.C. RESTRICT HOW IT USES OR DISCLOSES MY PHI TO CARRY
ouT TPO. HOWEVER, THE PRACTICE IS NOT REQUIRED TO AGREE TO MY REQUESTED
RESTRICTIONS, BUT IF IT DOES, IT IS BOUND BY THIS AGREEMENT.

BY SIGNING THIS FORM, | AM CONSENTING TO JOHN M. TRUPIANO, M.D., P.C. USE AND
DISCLOSURE OF MY PHI TO CARRY oUuT TPO.

I MAY REVOKE MY CONSENT IN WRITING EXCEPT TO THE EXTENT THAT THE PRACTICE HAS
ALREADY MADE DISCLOSURES IN RELIANCE UPON MY PRIOR CONSENT. IF I DO NOT SIGN THIS
CONSENT, JOHN M. TRUPIANO, M.D., P.C. MAY DECLINE TO PROVIDE TREATMENT TO ME.

SIGNATURE OF PATIENT OR LEGAL GUARDIAN DATE

PRINT NAME OF PATIENT OR LEGAL GUARDIAN
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John M. Trupiano, MD, FACS Board Certified Plastic Surgeon

201 West Big Beaver Road, Suite 1050 Phone: (248) 220-3310
Troy, MI 48084 Fax: (248) 220-3311

VIDEOTAPE AND PHOTOGRAPHS
RELEASE AND AUTHORIZATION

I HEREBY IRREVOCABLY CONSENT TO AND AUTHORIZE THE USE AND REPRODUCTION BY THE JOHN M.
TRUPIANO, M.D., P.C., THE AMERICAN SOCIETY OF PLASTIC SURGEONS (ASPS) AND ITS AFFILIATES, OR
ANYONE AUTHORIZED BY ANY OF THEM, OF ANY AND ALL PHOTOGRAPHS, ELECTRONIC IMAGES OR VIDEO
FOOTAGE OF ME TAKEN BY ASPS, OR THAT ASPS HAS IN ITS POSSESSION, PROVIDED EITHER BY ME OR BY A
THIRD PARTY (COLLECTIVELY, IMAGES) FOR THE PURPOSE OF INFORMING THE MEDICAL PROFESSION AND THE
GENERAL PUBLIC ABOUT PLASTIC SURGERY AND PLASTIC SURGERY PROCEDURES AND TECHNIQUES WITHOUT
COMPENSATION TO ME. SUCH USE SHALL INCLUDE, BUT NOT BE LIMITED TO, DISTRIBUTING THE IMAGES VIA
PRINT, VISUAL AND ELECTRONIC MEDIA, SPECIFICALLY INCLUDING JOHN M. TRUPIANO M.D., P.C.
WEBSITE, THE ASPS WEBSITE AND SOCIAL MEDIA SITES SUCH AS YOUTUBE, INSTAGRAM, FACEBOOK AND
TWITTER. THE IMAGES (INCLUDING ANY PHOTOGRAPHIC NEGATIVES) SHALL BE THE SOLE PROPERTY OF JOHN
M. TRUPIANO M.D., P.C. AND ASPS. JOHN M. TRUPIANO M.D., P.C. AND ASPS ALSO SHALL HAVE THE
RIGHT TO USE MY NAME IN CONNECTION THEREWITH IF IT SO CHOOSES.

| HEREBY WAIVE ANY RIGHT TO INSPECT OR APPROVE THE FINISHED PRODUCT, PHOTOGRAPH, VIDEO, DVD, CD-
ROM OR MATTER THAT MAY BE USED IN CONJUNCTION THEREWITH OR TO THE EVENTUAL USE THAT IT MIGHT
BE APPLIED.

| HEREBY RELEASE, DISCHARGE AND AGREE TO HOLD HARMLESS JOHN M. TRUPIANO M.D., P.C. AND ASPS
AND THEIR AFFILIATES AND THEIR RESPECTIVE REPRESENTATIVES, ASSIGNS, AND EMPLOYEES, AND ANY
PERSON ACTING UNDER THEIR PERMISSION OR AUTHORITY, FROM AND AGAINST ANY CLAIMS WHATSOEVER IN
CONNECTION WITH THE USE OF MY IMAGES AND NAME AND THE REPRODUCTION THEREOF AS STATED ABOVE,
INCLUDING ANY CLAIM FOR PAYMENT IN CONNECTION WITH DISTRIBUTION OR PUBLICATION OF THE VIDEO
AND/ OR PHOTOGRAPHS.

| HEREBY WARRANT THAT | AM OVER EIGHTEEN YEARS OF AGE, AND COMPETENT TO CONTRACT IN MY OWN
NAME INSOFAR AS THE ABOVE IS CONCERNED.

I HAVE READ AND UNDERSTAND THE FOREGOING RELEASE, AUTHORIZATION AND AGREEMENT, BEFORE
SIGNING MY NAME BELOW, AND ENTER INTO IT KNOWINGLY AND VOLUNTARILY.

DATE: PRINTED NAME:

SIGNATURE:

| HAVE READ THE ABOVE RELEASE AND AUTHORIZATION. | AM THE PARENT, GUARDIAN, OR CONSERVATORY
OF , A MINOR. | AM AUTHORIZED TO SIGN THIS AUTHORIZATION ON HIS/HER BEHALF, AND
| GIVE THIS AUTHORIZATION IN THE INTEREST OF PUBLIC EDUCATION.

DATE: PRINTED NAME:

SIGNATURE:
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John M. Trupiano, MD, FACS Board Certified Plastic Surgeon

201 West Big Beaver Road, Suite 1050 Phone: (248) 220-3310
Troy, MI 48084 Fax: (248) 220-3311
PATIENT NAME: DATE OF VISIT:

MEDICAL HISTORY: CHECK THE CONDITIONS WHICH APPLY TO YOU. WRITE THE APPROXIMATE YEAR OF
OCCURRENCE OR ONSET NEXT TO EACH CHECKED CONDITION.

v | YEAR | CONDITION v | YEAR | CONDITION v | YEAR | CONDITION
ANEMIA DEEP VEIN THROMBOSIS (DVT) HIGH BLOOD PRESSURE
ANESTHETIC REACTION DIABETES (INSULIN: Y/N) HIGH CHOLESTEROL
ANGINA/CHEST PAIN DRUG DEPENDENCY HYPOGLYCEMIA
ARTHRITIS EMPHYSEMA HYPOTHYROIDISM
ASTHMA GERD/AcCID REFLUX IRREGULAR HEARTBEAT
BLADDER INFECTION GLAUCOMA KIDNEY PROBLEMS
BLEEDING PROBLEM HEADACHES/MIGRAINES PARALYSIS
BLOOD TRANSFUSION HEARING PROBLEMS SEIZURES/ CONVULSIONS
BREATHING PROBLEM HEART ATTACK SKIN DISORDERS
BRONCHITIS HEART FAILURE STROKE
CANCER (TYPE: ) HEART MURMUR ULCERS
CIRCULATION PROBLEM HEPATITIS/ JAUNDICE TUBERCULOSIS
CIRRHOSIS HIATAL HERNIA OTHER:

OPERATIONS AND HOSPITALIZATIONS: LIST ALL PRIOR OPERATIONS THAT YOU HAVE HAD AND MEDICAL
PROBLEMS FOR WHICH YOU HAVE BEEN HOSPITALIZED. GIVE APPROXIMATE YEAR OF OCCURRENCE.

YEAR OPERATION/ MEDICAL PROBLEM YEAR OPERATION/MEDICAL PROBLEM

MEDICATIONS: LisT ALL MEDICATIONS, PRESCRIPTION AND NoN-PRESCRIPTION (SUPPLEMENTS,
HERBAL TEAS, ETC.) YOU ARE PRESENTLY TAKING. INCLUDE FREQUENCY AND DOSE.

MEDICATION DOSE FREQUENCY MEDICATION DoseE | FREQUENCY

ALLERGIES: LIST ALL KNOWN DRUG ALLERGIES AND REACTION.
ALLERGIC TO: REACTION ALLERGIC TO: REACTION
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John M. Trupiano, MD, FACS Board Certified Plastic Surgeon

201 West Big Beaver Road, Suite 1050 Phone: (248) 220-3310
Troy, MI 48084 Fax: (248) 220-3311
PATIENT NAME: DATE OF VISIT:

SOCIAL HISTORY:

MARITAL STATUS: O SINGLE [0 MARRIED OO0 DIVORCED 0 WIDOWED
TOBACCO USE: [0 NEVER OQUIT______ YEARS AGO [OJPACKSPERDAY____  HOW MANY YEARS? ____
ALCOHOL USE: O NEVER O RARELY [0 MODERATE O DAILY

STREET DRUG USE: O NEVER OTYPE FREQUENCY

SYSTEM REVIEW: PLEASE CHECK YES OR NO FOR EACH ITEM.

HEIGHT: WEIGHT:
GENERAL SYMPTOMS GENITOURINARY
GOOD GENERAL HEALTH LATELY [YEs [ONo FREQUENT URINATION OYes 0ONo
FATIGUE OYes [ONo BLOOD IN URINE OYes [ONo
INCONTINENCE/ DRIBBLING OYes [OINo
EYEs KIDNEY FAILURE/ DIALYSIS OYes 0ONo
GLAUCOMA Uyes LINo KIDNEY TRANSPLANT OYes 0ONo
CATARACTS Uyes [No DISCHARGE FROM PENIS/VAGINA JYES [NoO
VISUAL CHANGES OYes [ONo
INTEGUMENT (SKIN)
EARS/NOSE/MOUTH/ THROAT BLEEDING OR BRUISING TENDENCY [YEs [ONo
CHRONIC SINUS PROBLEMS LYes [ONo CHANGE IN MOLE OYes [OONO
SORE THROAT OYes [ONo
SWOLLEN GLANDS IN NECK OYes 0ONo MUSCULOSKELETAL
JOINT PAIN OYes [OINo
CARDIOVASCULAR JOINT STIFFNESS OYes ONo
HIGH BLOOD PRESSURE Uyes [No WEAKNESS OF MUSCLES OR JOINTS [IYEs [NoO
CHEST PAIN/ANGINA OYes [ONo BACK PAIN OYes [INo
PACEMAKER Uyes LINo OSTEOARTHRITIS OYes 0ONo
RESPIRATORY NEUROLOGICAL
CHRONIC OR FREQUENT COUGH LYEs LINO FREQUENT/RECURRING HEADACHES [JYES [INO
SHORTNESS OF BREATH OYes LINo LIGHTHEADED OR DIZZY OYes 0ONo
SLEEP APNEA LYes [No FAINTING OR UNCONscIous sPeLLs [IYES [ONoO
ASTHMA OYes [ONo
EMPHYSEMA OYes [ONo ENDOCRINE/HEPATIC
TUBERCULOSIS OYes [ONo EXCESSIVE THIRST/URINATION [YEs [No
DIABETES OYes [ONo
BREASTS HEAT/COLD INTOLERANCE OYEs ONo
PAIN IN BREASTS Uyes LINo THYROID DISEASE OYes 0ONo
DISCHARGE FROM NIPPLE(S) OYes 0ONo HEPATITIS OYes [INo
BREAST MASS/LUMP OYes [OINo
PREVIOUS BREAST SURGERY OYes 0ONo HEMATOLOGIC/LYMPHATIC
REGULAR MAMMOGRAMS OYes [ONo ANEMIA OYes [OINo
DATE OF LAST MAMMOGRAM: BLEEDING DISORDER OYes 0ONo
CLOTTING DISORDER OYes [ONo

GASTROINTESTINAL HUMAN IMMUNODEFICIENCY VIRUS LYES ONo

POOR APPETITE OYes [OINo

NAUSEA OR VOMITING OYes [ONo PSYCHIATRIC

FREQUENT DIARRHEA LYes [ONo DEPRESSION OYes 0ONo
CONSTIPATION OYes [ONo ANXIETY OYes ONo
BLOOD IN STOOL OYes [INo CLAUSTROPHOBIA OYes ONo
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John M. Trupiano, MD, FACS Board Certified Plastic Surgeon

201 West Big Beaver Road, Suite 1050 Phone: (248) 220-3310
Troy, MI 48084 Fax: (248) 220-3311

PROCEDURE INFORMATION

WHAT PROCEDURE(S) ARE YOU INTERESTED IN HAVING:

BREAST BODY

O BREAST AUGMENTATION O MoMMY MAKEOVER

O BREAST LIFT (MASTOPEXY) O ABDOMINOPLASTY (TUMMY TUCK)

O BREAST REDUCTION O LIPOSUCTION

O MALE BREAST SURGERY (GYNECOMASTIA) | 00 BoDy LIFT

O BREAST IMPLANT EXCHANGE O BRACHIOPLASTY (ARM LIFT)

O BREAST CAPSULECTOMY/IMPLANT O THIGH LIFT

REMOVAL

0 BREAST REVISION/ REPAIR O B)UTTOCK ENHANCEMENT (BRAZILIAN BUTT
LIFT

O BREAST ASYMMETRY O FAT TRANSFER

O AREOLAR REDUCTION O LABIAPLASTY (REDUCE LABIA MINORA)

O INVERTED NIPPLE REPAIR O VAGINAL REJUVENATION/VAGINAL
TIGHTENING

O OTHER: O OTHER:

O FACELIFT O WRINKLE REDUCERS (BOTOX, DYSPORT,
ETC.)

O NECK LIFT O FACIAL FILLERS/INJECTABLES/ LIQUID
FACELIFT

O BROW LIFT O FAT INJECTIONS

0O UPPER EYELIDS (BLEPHAROPLASTY) O SKIN RESURFACING

O LowER EYELIDS (BLEPHAROPLASTY) O SKIN TIGHTENING LASER

O OTOPLASTY (EAR RESHAPING./ PINNING) O HAND REJUVENATION

O EARLOBE REPAIR O LESIONS/MOLES

O FACIAL FAT TRANSFER O CysTt

O LiP AUGMENTATION O LirpOMA

O OTHER: O OTHER:

OTHER UNLISTED PROCEDURE:

PLEASE DESCRIBE WHY YOU ARE INTERESTED IN HAVING THE PROCEDURE(S) LISTED ABOVE.
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