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Glasgold Group Patient Information as of 				(today’s date)
	
NAME:
	
	

	


	
	LAST (as it appears on your ID)
	FIRST (as it appears on your ID)
	MIDDLE INITIAL

	ADDRESS:
	

	
	
	

	
	STREET & APT
	CITY OR TOWN
	STATE
	ZIP CODE

	
CELL#(        )
	
WORK#(       )
	
HOME#(       )

	E-MAIL: 
	Do you want to receive special offers via email?  
  YES    NO
Can we contact you via email regarding your care?
   YES    NO                                  

	Date of Birth:
	Age:
	

	Preferred Method Of Contact:

	If patient is a minor (under 18) do we have permission to treat the child?

	Authorized Signature:                                                                                                           Today's Date:


	Relationship to child:

	Patient Employer
Information
	

	
	Employer                                                                         Occupation

	How were you referred to us, check box Website   Google       salon    patient     doctor  other
Person who referred you:Real Self     Instagram     FaceBook     TicTok        


	Emergency contact information

	Name:                                                                     relationship to patient:

	Phone/Cell#                                                            e-mail:

	

	I understand payment is due the day service is rendered.
Signature of Responsible Party:

	I understand that The Glasgold Group is an out of network provider. I understand I am  responsible for payment. I understand that this contract is between the Glasgold Group and myself. 
My signature below is an acknowlegment and acceptance of the the above statements.

	
Signature of responsible party: 
	
Date
	





PATIENT POLICIES & FINANCIAL AGREEMENT
Welcome to our practice. We are honored to participate in your care. Our goal is to provide an elevated, discreet, and highly personalized surgical experience in a safe and professional environment. The following policies ensure clarity, safety, and exceptional service for every patient.
Surgical Scheduling Priority
As a specialty facial plastic surgery practice, surgical procedures and post-operative care take scheduling precedence. Patients receiving non-surgical services acknowledge and understand that appointments may occasionally need to be rescheduled to accommodate time-sensitive surgical cases or urgent post-operative needs.
While we make every effort to minimize disruptions, such adjustments may be necessary to ensure patient safety and continuity of care. We appreciate your cooperation and flexibility in these circumstances.
1. Personalized Scheduling & Appointment Policy
· All appointments are reserved exclusively for the individual patient receiving care.
· Patients must schedule their own appointments.
· Appointments for adult patients may not be scheduled by spouses, partners, family members, assistants, or friends unless legal guardianship or documented healthcare proxy is on file.
· A valid credit card is required to secure consultations and certain procedures.
· We request arrival 10–15 minutes prior to your scheduled time to ensure a seamless experience.
· Late arrival may require rescheduling or a longer wait.
· We value your time and appreciate the same courtesy extended to our team.

2. Consultation Fees
· Consultation fees are due at the time of scheduling and are non-refundable.
· Consultation fees compensate the physician’s time, expertise, and comprehensive aesthetic evaluation.
· Consultation fees may be applied toward a surgical procedure if scheduled the same day.

3. Payment Terms & Refund Policies
Payment Terms
· Payment for all non-surgical services (including injectables, laser treatments, skincare services, and office-based procedures) is due in full at the time of service.
· Final payment for surgical procedures is due at the pre-operative appointment or thirty (30) days prior to the scheduled surgery date, whichever occurs first.  Failure to remit payment by the required deadline may result in cancellation or release of the reserved surgical date.
· Dissatisfaction with aesthetic outcome alone does not constitute grounds for refund.

Due to the customized nature of surgical and aesthetic services:
· Surgical fees are non-refundable once services are rendered.
· Non-surgical services are non-refundable once services are rendered.
· Prepaid services are transferable at the discretion of the practice but are not refundable.
· Skincare and retail products are final sale unless defective.

3. Cancellation & Courtesy Policy
· We require 48 business hours’ notice for appointment cancellations or rescheduling.
· Cancellations with insufficient notice will incur a cancellation fee or loss of prepaid consultation fee.
· No-show appointments will result in prepayment for future scheduling.
· Repeated last-minute cancellations may result in dismissal from the practice.
4. Photography & Confidentiality
· Clinical photography is required for consultation, surgical and non-surgical planning, and documentation.
· Photographs are part of your confidential medical record.
· No images will be used for educational or marketing purposes without written authorization.

10. Children & Guests
To maintain a serene and confidential environment:
· Children should not accompany patients unless they are being treated.
· One adult guest may accompany adult consultation visits.
· Parents or Guardians are required to accompany minors for all visits.
· Guests are not permitted in procedure or recovery areas unless medically necessary.

12. Medical Records 
In accordance with New Jersey Administrative Code:
· Requests for medical records must be submitted in writing.  The practice will respond within the timeframe required under NJ law.
· Reasonable, state-permitted fees may apply for duplication of records.

11. Respect & Professional Conduct
· We are committed to providing a respectful, discreet, and elevated experience for all our patients.
· Abusive, threatening, discriminatory, or inappropriate behavior toward physicians or staff will result in immediate dismissal from the practice.

12. Patient Responsibility & Expectations
· Surgical and aesthetic outcomes vary and cannot be guaranteed.
· Patients are responsible for adhering to all medical advice, post-procedure, and post-operative instructions.

In accordance with New Jersey consumer protection regulations (N.J.A.C. 13:35 – State Board of Medical Examiners):
-Fee schedules are available upon request.
-Patients are entitled to receive a copy of their medical record in accordance with   
  New Jersey law (reasonable fees may apply as permitted by statute).
-Any complaint regarding physician conduct may be directed to New Jersey 
  State Board of Medical Examiners.



General Consent for Evaluation and Treatment
Patient Name: ______________________ Date of Birth: ____________ 
Please read each section and initial where shown. Ask a staff member about anything that is unclear before signing.
1. Consent to Evaluation and Routine Care ____ (initial)
I voluntarily consent to consultation, history, physical examination, and routine care (anti-inflammatory injections, topical numbing, Hyaluronidase injections, etc.)  by the physicians, physician assistants, nurses, licensed aestheticians, and other medical staff of Glasgold Group Plastic Surgery. I understand this general consent does not cover any surgery, injectable filler, laser, neurotoxin, or other invasive procedures. A separate, procedure-specific informed consent will be discussed with me and signed before any such procedure. That discussion will cover the nature, expected benefits, material risks, alternatives (including no treatment), and the expected recovery.
2. No Guarantee of Results ____ (initial)
I understand that medicine and surgery are not exact sciences. No guarantee or promise has been made about the outcome of any evaluation or treatment. Cosmetic results depend on individual factors such as anatomy, healing, skin quality, smoking, sun exposure, and following post-care instructions.
3. Medical History Accuracy ____ (initial)
I agree to give complete and accurate information about my health. This includes medications, supplements, blood thinners, allergies, prior procedures and fillers, bleeding or healing problems, smoking or vaping, pregnancy or breastfeeding, and mental health history. I will tell the practice about any changes. I understand that withholding information may increase my risk of complications.
4. Clinical Photography and Imaging ____ (initial)
I consent to standardized medical photographs, video, and/or 3D imaging for diagnosis, treatment planning, and my medical record. Images are part of my protected health information.
Use of images with my identity concealed for education, publication, or professional presentations: 
☐ I agree ☐ I do not agree
Use of images in which I may be identifiable (including the practice website, social media, or advertising): ☐ I agree ☐ I do not agree. Any marketing use requires a separate signed HIPAA authorization.
I understand that I may withdraw permission for future use in writing at any time. Images already published cannot always be retrieved.
5. Computer Imaging / Simulations ____ (initial)
I understand that any digital morphing or simulation is only an aid to communication. It is not a guarantee of my result.
6. Acknowledgment of Notice of Privacy Practices (HIPAA) ____ (initial)
I acknowledge that I have received or been offered a copy of the practice's Notice of Privacy Practices. I authorize the practice to use and disclose my health information for treatment, payment, and healthcare operations as described in that Notice.
7. Communications ____ (initial)
I authorize the practice to contact me by the methods selected below for appointment reminders, results, care instructions, and billing. I understand that unencrypted email and text carry some privacy risk.
☐ Phone/voicemail: __________ ☐ Text: __________ ☐ Email: __________ ☐ Patient portal
Others who may receive information about my care: ______________________ (name/relationship/phone)
8. Financial Responsibility and Cosmetic Services ___ (initial)
I understand the following payment terms:
· Payment for all non-surgical services (including injectables, laser treatments, skincare services, and office-based procedures) is due in full at the time of service.
· Final payment for surgical procedures is due at the pre-operative appointment or thirty (30) days prior to the scheduled surgery date, whichever occurs first.  Failure to remit payment by the required deadline may result in cancellation or release of the reserved surgical date.
· Dissatisfaction with aesthetic outcome alone does not constitute grounds for refund.

Due to the customized nature of surgical and aesthetic services:
· Surgical fees are non-refundable once services are rendered.
· Non-surgical services are non-refundable once services are rendered.
· Prepaid services are transferable at the discretion of the practice but are not refundable.
· Skincare and retail products are final sale unless defective.

9. Cancellation, No-Show, and Deposit Policy ____ (initial)
I have been informed of the practice's cancellation and deposit policy: 
•	We require 48 business hours’ notice for appointment cancellations or rescheduling.
•	Cancellations with insufficient notice will incur a cancellation fee or loss of prepaid consultation 	fee.
•	No-show appointments will result in prepayment for future scheduling.
•	Repeated last-minute cancellations may result in dismissal from the practice.
10. Post-Treatment Instructions and Follow-Up ____ (initial)
I agree to follow pre- and post-procedure instructions and to keep follow-up appointments. I will contact the practice promptly if I have concerning symptoms. For emergencies, I will call 911 or go to the nearest emergency department.
11. Trainees and Observers ____ (initial)
I understand that residents, fellows, students, or industry representatives may observe or take part in my care only under supervision. I may decline their presence at any time.                ☐ I decline observers.
12. Chaperones ____ (initial)
I understand that I may request a chaperone for any examination, and that the practice may use a chaperone as its own policy.
13. Advance Directives
Do you have an advanced directive or health care proxy (NJ Advance Directives for Health Care Act)? 
☐ Yes (please provide a copy) ☐ No
14. Patient Rights ____ (initial)
I understand that I may ask questions, refuse or withdraw from any treatment, request a second opinion, and obtain copies of my medical records as permitted by New Jersey and federal law. Concerns may be directed to the Practice Manager. The practice's physicians are licensed by the New Jersey State Board of Medical Examiners.
15. Duration of Consent ____ (initial)
This consent remains in effect for all visits until I revoke it in writing. Revocation does not apply to actions already taken. The practice may ask me to renew this form periodically.
Signature
I have read this form or had it read to me. I have had the chance to ask questions, and I agree to its terms.
Patient Signature: ______________________ Date: ________ Time: ______
Printed Name: ______________________
If the patient is a minor or lacks capacity:
Legal Representative Signature: ___________________ 
Relationship/Authority: ____________ Date: ________
(In New Jersey, a person under 18 generally requires parent or guardian consent for elective procedures.)
Interpreter (if used): ______________________ Language: ________ ID#: ______
Witness (staff): ______________________ Date: ________
Medical History Intake Form

Patient Name:_____________________ Date of Birth:			 Date:			

Do you have, or have you had any of the following (Check all that apply)?              
        Chest Pain             	  						Heart Murmur
        Congestive Heart Failure	  					Heart Attack
        Heart Valve Disease		  				High Cholesterol                                                                                                                             
        High Blood Pressure                                                                                      Heart Disease
        Abnormal EKG      						  	Pacemaker 

        Irregular Heartbeat/Atrial Fibrillation           				Palpitations		 	
        Shortness of Breath					              	Asthma                                                          
        Sleep Apnea/Snoring						COPD/Emphysema/Chronic Bronchitis
        	Do you use a Cpap machine at night? _______________  							                                                          
        Blood Clots 	               Where:  			 	Anemia ________________________________
        Bleeding Disorder		    Type:  			               Recurrent Nose Bleeds
       Bruise Easily					       	     	HIV/AIDS                                                                     
        Hepatitis    A     B      C						Liver Disease  ________________________
        Kidney Disease ________________________________                        Kidney Problems _________________________
        Diabetes                   						       	Tuberculosis/TB
        Stroke                                                    				               Seizure Disorder/Epilepsy                                
        Frequent Headaches						Sinus Trouble
        Serious Head/Neck Injury    __________________________    	Facial Trauma ___________________________
        Cancer __________________________________________		Thyroid Disease __________________________
        Extremity Swelling _________________________________  	Glaucoma
        Cold Sores/Fever Blisters						Skin rashes/Eczema
        MRSA								Skin infection/Cellulitis	   

       Anxiety								Depression 

       Bipolar Disorder							Other Mental Illness ___________________ 

Do you have any eye problems 	       No                   Yes    If yes, explain							
Do you have any caps, crowns, bridges, loose teeth or dentures           No       Yes    If yes, please list																		
Are you pregnant?              Yes		 No		Are you breastfeeding?                Yes		   No       
 
 
 

Last Menstrual Period:  ___________________		Menopause:  ______             

Have you had injectable fillers before?          NO           YES       If   yes, when _____	 What filler _____________________	 
 

Have you had Botox or Dysport before?          NO           YES      If yes, when ____ 
 

Did you have an adverse reaction to either?             NO        YES     If yes, explain:	__________________ 
 

Surgical History (Including Cosmetic)

Procedure:  __________________________________________________ Date:  ____________________

Procedure:  __________________________________________________ Date:  ____________________

Procedure:  __________________________________________________ Date:  ____________________

Procedure:  __________________________________________________ Date:  ____________________

Procedure:  __________________________________________________ Date:  ____________________


Have you (or a relative) ever had a reaction from General or Local Anesthesia             No          Yes If yes, explain																	


Do you or did you have any of the following habits?

Smoking, vaping or chewing tobacco        No, never             Yes, currently, how long		, how much		    
                I have in the past, when did you quit		  

      
Do you drink alcohol                             No                  Yes          	 Frequency 			    

Do you use recreational drugs            No        	  Yes      		 Frequency 			    

Cocaine Usage    [image: ]  Yes, Current    [image: ]  Yes, Previously 
   
Marijuana	 [image: ]  Yes, Current    [image: ]  Yes, Previously	Type (smoke, edible, etc.) ________________________

Other		 [image: ]  Yes, Current    [image: ]  Yes, Previously	Type _________________________________________
		



















Medication/Allergy History

Allergies to Medications                Check if none                      

Please provide details of allergies below (if applicable)
	Substance Allergic to (drug, food, environmental or other)
	Type of Reaction (what happens)

	
	

	
	

	
	

	
	

	
	



DO YOU REACT LATEX OR RUBBER (GLOVES, BALLOONS, ETC) WITH A RASH, WHEEZING, ETC?      Yes           No

Current Medications                  Check If None

	Prescription Drugs
(name of medication) 

	Strength/Dose
(such as 50mg)
	Directions (such as 2 tablets in the am)
	Reason for Taking
(such as blood pressure, diabetes, anxiety)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Over-the-Counter Medications                   Check If None 
	Name of medication 
(such as, but not limited to, aspirin, Advil, Afrin )
	Strength/Dose
(500mg, 200mg)
	Directions 
(such as headaches, when needed)
	Date of Last Dose/Frequency (such as yesterday, rarely or often)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


  
Herbs, Vitamins, Minerals, Etc.                  Check If None
	Name of Supplement (such as, but not limited to, turmeric, fish oil, calcium)
	 Strength
	Directions (such as one tablet a day)
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