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Dr. Verne Weisberg, MD, FACS  � Dr. Jarrod R. Daniel, MD, FACS 
     

	
                    Patient Intake Form:	

	

First	Name:________________________________	M.I.	_________	Last	Name:_______________________________________	 Date:	________/__________/__________	

	

Date	of	Birth:	________/________/_________	Marital	Status	(Circle	One)													Single																						Married																	Widowed															Divorced	

	

Address:	______________________________________________________________________________________________________________________________________________	

	

City:	_________________________________________________	State:	_____________	Zip:	________________________________________________________________________	

	

Phone:	_______________________________________________	Work	Phone:	_________________________________________________________________________________	

	

Social	Security:	______________________________________	Email:	________________________________________________________________________________________	

	

Emergency	Contact:	___________________________________Relation:	_______________________________Phone:	___________________________________________	

	
Current	Pharmacy	or	Preferred	Pharmacy:	________________________________________________________________________________________	
	
How	did	you	select	our	office?	(Check	applicable	boxes)	
	
	 ☐ Existing	Patient:		
	
	 ☐ Name:	(info	confidential)	____________________________________	
	
	 ☐ Family	or	Friend	who	is	not	a	patient:	
	
	 ☐ Physician:	_____________________________________________________	
	
	 	☐ Facebook/Instagram:	
	
	 ☐ Other:	__________________________________________________________	
	
	 	
	
Financial	Responsibility:	
	
This	information	is	accurate	and	true	to	the	best	of	my	knowledge.	I	understand	that	I	am	responsible	to	pay	for		
	
the	services	rendered,	including	reasonable	attorney’s	fees	and	costs	of	collection	in	the	event	of	default.	
	
	
	
Date:	_____/______/_______		Signature:	_________________________________________________________________________________________________________________	 	 	 	
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      Medical History and Physical: 
	
Patient	Name:	_____________________________________________________________________________________________________________Date:	_____/______/______	
	
Height:	_______________________	Weight:	__________________	BMI:____________________		
	
Age:	________________	Date	of	Birth:____________________________________________________	Occupation:	________________________________________________	
	
Primary	Care	Doctor:	_________________________________________________	Number:____________________________________________________________________	
	
Specialty	Care	Doctor:	(if	any)	______________________________________Number:	_____________________________________________________________________	
	
Date	of	Last	Complete	History	&	Physical:	_________________________________________________________________________________________________________	
	
Allergies:	(Please	list	all	allergies	including	latex,	tape,	medications,		&	food)	
	
Allergic	to:	___________________________________________________	Reaction:	_____________________________________________________________________________	
	
Allergic	to:	___________________________________________________	Reaction:	_____________________________________________________________________________	
	
Medications:	(Please	list	all	Medications,	Prescriptions,	Birth	Control,	Supplements	or	Over	The	Counter	or	Herbal	Remedies	and	Doses)	
	
Medication:	_____________________________________Dose:	_______________Medication:__________________________________________	Dose:__________________	
	
Medication:	_____________________________________Dose:	_______________Medication:__________________________________________	Dose:__________________	
	
Social & Personal:   Mental Health: 
 

� Regular	Aspirin	Use:	 	 	 ☐	Y				☐	N	 � Do	you	feel	depressed?            ☐	Y					☐	N  
(Dosage	&	frequency)	_________________________________________________	 � Do	you	panic	when	stressed?   															☐	Y					☐	N 
� NSAID	(Advil,	Motrin,	IBP):								 	 ☐	Y				☐	N	 � Do	you	have	any	problems	with	eating	or	

(Dosage	&	frequency)	_________________________________________________	 							appetite?																																																																										☐	Y	 			☐	N	
� Cortisone	Injection	Past	Year:		 	 ☐	Y				☐	N � Do	you	cry	frequently?																																																	☐	Y					☐	N	
(Dosage	&	frequency)	_________________________________________________	 � Have	you	ever	attempted	suicide?				 									☐	Y					☐	N					
� Have	you	ever	used	Tobacco?		 	 ☐	Y				☐	N	 � Do	you	have	trouble	sleeping?																																			☐	Y					☐	N	
If	yes,	average	#	of	packs	a	day________________________________________	 � Have	you	ever	been	to	a	counselor?																									☐	Y					☐	N	
� When	was	your	last	cigarette?	__________________________________	 � Previously	taken	psychiatric	medications?    ☐	Y					☐	N	
Number	of	year’s	smoked___________Years	Quit_______________________							 	 	 	

� Do	you	drink	Alcohol?		 	 	 	 	 		

If	yes,	how	many	per	week_____________________________________________	 � Exercise	Regularly:	 	 	 										☐	Y						☐	N	
� Ever	used	LSD/Cocaine/marijuana?	When:___________________	 						If	so,	how	often?_______________________________	

Ever	seek	Drug	Treatment?		___________________________________________											� Can	you	walk	a	mile	without	stopping?		 										☐	Y						☐	N	
� Recent	Weight	Change?	 	 	 	 	 � Walk	up	2	flights	of	stairs	without	stopping?									☐	Y						☐	N	
Increase	Up:_____________Decrease	Down:_____________________________	 						How	Much?	_______________________________________________________	
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Medical History	

	
Have	you	ever	had:	(please	check)	 	 	 Do	you	currently:		
	 	
High	Blood	Pressure	 	 	 							☐	Y	 		☐	N  Have	asthma/	COPD/Breathing	Problems									☐	Y							☐	N		
Chest	Pain/	Edema/Swelling	 	 							☐	Y	 		☐	N	 	 Experience	shortness	of	breath?	 	 								☐	Y							☐	N	
Heart	Condition	 	 	 							☐	Y	 		☐	N  Snore	loudly?        ☐	Y							☐	N	
Stroke	 	 	 	 							☐	Y	 		☐	N  Feel	fatigued	or	sleepy	during	the	day		 								☐	Y							☐	N	
Palpitations	 	 	 	 							☐	Y	 		☐	N  Has	anyone	observed	that	you	stop	breathing	
MRSA	 	 	 	 							☐	Y					☐	N	 	 during	your	sleep?       ☐	Y							☐	N	
Narcolepsy	 	 	 	 							☐	Y	 		☐	N  Have	a	diagnosis	of	Obstructive	Sleep	Apnea?		☐	Y							☐	N	
Multiple	Sclerosis	 	 	 							☐	Y	 		☐	N  (Use	a	CPAP?)        ☐	Y							☐	N	
Muscle	Spasm/back/neck	pain	 							☐	Y	 		☐	N  Recent	Cold	or	Flu?	 	 	 								☐	Y							☐	N	
Dark	or	chocolate	colored	urine			 							☐	Y	 		☐	N  Recent	Hospital	Admission																																						☐	Y							☐	N	
Cold	sores	 	 	 	 							☐	Y	 		☐	N  Women:	
Thyroid	Problems	 	 	 							☐	Y	 		☐	N  Last	Period:__________________________________________________________	
GI	Disorders/Reflux/Heartburn		 							☐	Y	 		☐	N  	
Hepatitis	 	 	 	 							☐	Y	 		☐	N  Last	Mammogram:__________________________________________________	
Cancer	 	 	 	 							☐	Y					☐	N  		
HIV/AIDS	or	Kidney	Disease	 	 							☐	Y	 		☐	N  Surgical History: 	
Diabetes,	if	yes,	take	insulin?	 	

	 								☐	Y					☐	N  What	surgeries	have	you	had,	and	when?	
	

Other:	___________________________________________________________	 	 ______________________________________________________________________________	

____________________________________________________________________	 	 ______________________________________________________________________________	

Do	you/family	have	a	history	of	the	following?	 	 ______________________________________________________________________________	 	

																							Unexpected	death	following	general	anesthesia  	 Local	Anesthesia:__________________________________________________________	
or	exercise?		 	 	 	 										☐	Y				☐	N	
	 																																																					_______________________________________________________________________________	
	
Malignant	hyperthermia?	 	 										☐	Y				☐	N	 	 General	Anesthesia:_______________________________________________________	

Muscle	or	neuromuscular	disorder?																	☐	Y				☐	N	 	 ______________________________________________________________________________	

Clotting	Problems?	 	 	 										☐	Y				☐	N	 	 Spinal/	Epidural:__________________________________________________________	

Fever		following	heavy	exercise	or	anesthesia?					☐	Y				☐	N	 	 _________________________________________________________________________	 	

	 			 	 	 	 	 	 	 	 	 	 	 	 	 	 	

	 			 	 	 	 	 																																					Previous	nausea/vomiting	with	surgery?																		☐	Y						☐	N	

Have	you	ever	had	motion	sickness?																												☐		Y						☐	N	
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Authorization	for	Examination	and	Treatment:	
	

Last	Name:_______________________________________________First	Name:_____________________________________________________M.I.___________________	

	

Address:___________________________________________________________________________________________________________________________________________	

	

City:________________________________________________________________State:_______________________________Zip:_______________________________________	

	

Home	Phone:_________________________________________________________Cell	Phone:_________________________________________________________________	

	

Other	Phone:_________________________________________________________	

	

	

	

I	___________________________________________________________present	to	the	physician	and	staff	that	I	am	at	least	18	(eighteen)	years	of	age;	or	

if	not,	am	accompanied	by	a	legal	guardian.	I	hereby	consent	to	and	authorize	examination	and	treatment	by	my	doctor	and	such	

assistants	or	staff	as	assigned	by	him	or	her.		

	

	

Signature:_____________________________________________________________________________________Date:_____/________/_________	

	 Relationship:	(check	one)		 ☐	Patient		 ☐	Spouse		 ☐	Parent		 ☐	Guardian	
	

	

	

Authorization	of	Medical	Information:	
I	authorize	release	of	medical	information	to	the	following	persons:	

	

Name:_____________________________________________________________________________________	Relationship:____________________________________________	

	

Name:_____________________________________________________________________________________	Relationship:____________________________________________	

	

Name:_____________________________________________________________________________________	Relationship:____________________________________________	

	

Signature:	_________________________________________________________________________________________________________Date:	_______/________/_________	
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HIPAA	Release	
	

Dear	Patient:	

	

	

Under	the	Patient	Privacy	Act	we	are	giving	you	this	form	to	update	our	files	as	well	as	ascertain	your	approval	to	provide	future	

information	on	our	services	and	the	practices	activities.	It	is	our	goal	to	keep	all	our	patients	abreast	of	not	only	what	is	happening	in	

our	practice,	but	any	innovations	within	cosmetic	surgery	that	might	benefit	you	or	your	family	and	friends.	Please	complete	the	

information	below	and	return	it	to	us	prior	to	your	appointment,	along	with	your	other	paperwork.	Also	visit	our	website	

www.drverne.com	to	review	our	full	Patient	Privacy	Policy.	We	also	have	a	copy	in	our	office	for	your	convenience.		

Verne	Weisberg,	MD.,	F.A.C.s	&	Jarrod	Daniel,	MD,	F.A.C.s.	

	

Please	Print	

	

Name:	_____________________________________________________________________________________________________	

	

Address:___________________________________________________________________________________________________	

	

City:_______________________________________________________	State:_______________________________	Zip:__________________________________	

	

Home	Phone:______________________________________________________	Work	Phone:____________________________________________________	

	

Cell	Phone:________________________________________________________	Email:____________________________________________________________	

	

Please	check	your	preferences	for	methods	of	contacts	below:	

	

	 ☐	Home	Phone	 	 ☐	Work	Phone	 	 ☐	Cell	Phone	 	 ☐	E-mail	
	

	

I	am	interested	in	remaining	on	the	patient	contact	list	if	the	Plastic	Surgery	Center	&	Spa	receiving	information	on	upcoming	

seminars,	new	services,	newsletters	and	other	information	on	cosmetic	surgery	that	might	benefit	my	family	or	me.		

	

	

I	have	received	the	Patient	Privacy	Policy.		 	 ☐	Yes		 	 ☐	No	
	

	

	

Signature:	_____________________________________________________________________________________________	Date:	______/________/_________	


