Monarch )I( Health

Family & Aesthetic Medicine

3260 W Henderson Road, Suite 100

Columbus, Ohio 43220
Cosmetic New Patient Paperwork
Name __________________________________________________________________    Date of Birth ________________________


Last

First


Middle

Address ________________________________________________________________     Home Phone ________________________

City _____________________________________   State _________   Zip __________     Work Phone  ________________________

Employer _______________________________________________________________    Cell Phone __________________________

Social Security Number ____________________________________________________    Marital Status _______________________

Sex:    M     F  (circle one)                                                 
   Race:  Asian____  Black____ White____ Other__________________  

Ethnicity:  Not Hispanic or Latino____  Or specify___________________                          Preferred Language:___________________
Emergency Contact Name _________________________________________________      Phone _____________________________

Relationship _________________________________________________________________________________________________

**We periodically send out specials, coupons and announcements via email** (your email is strictly for in-office use only)

Email Address ____________________________________________________________________________

How did you hear about Monarch Health? (Choose from options below)

 FORMCHECKBOX 
 Dispatch

 FORMCHECKBOX 
 School Newspaper

 FORMCHECKBOX 
 Internet

 FORMCHECKBOX 
 Sunny 95

 FORMCHECKBOX 
 SNP


 FORMCHECKBOX 
 Yellow Pages


 FORMCHECKBOX 
 Google Ad/Search
 FORMCHECKBOX 
 Health Fair

 FORMCHECKBOX 
 Previous Patient

 FORMCHECKBOX 
 Doctor Referral
 FORMCHECKBOX 
 Groupon

Other _________________________________Friend/Relative _______________________________________

Please list





Please list so we can thank them
Preferred Pharmacy: Name___________________________________Address:_____________________________City/State__________________Phone:_______________
Past Medical History                   Have you had or do you currently have any of the following? (Y=yes, N= no) Circle All!

	Chicken pox            Y  N
	Tuberculosis              Y  N
	High Blood Pressure     Y  N
	Stroke                           Y  N

	Rheumatic Fever    Y  N
	COPD/emphysema    Y  N
	High cholesterol           Y  N
	Epilepsy/Seizures        Y  N

	Mumps                    Y  N
	Asthma                       Y  N
	Osteoporosis                 Y  N
	Glaucoma                    Y  N

	Measles                   Y  N
	Pneumonia                 Y  N
	Kidney Disease            Y  N
	Anemia                        Y  N

	German measles     Y  N
	MI/ heart attack         Y  N
	Thyroid Disease           Y  N
	Arthritis                       Y  N

	Scarlet fever           Y  N
	Diabetes                     Y  N
	Cancer:__________    Y  N   
	HIV                              Y  N

	Shingles                  Y  N
	Stomach ulcers          Y  N
	Depression                   Y  N
	Hepatitis A, B, or C     Y  N


List All hospitalizations/surgeries and dates:


List Current medications/vitamins/herbs with dosage:

_________________________________________


_____________________________________________

_________________________________________


_____________________________________________

_________________________________________


_____________________________________________

___________________________________              
______________________________________
Occupation _________________________
Do you use tobacco products?   No  FORMCHECKBOX 
   Yes   FORMCHECKBOX 





(what brand & how much? __________________)


List all known allergies: (drugs, foods, environmental)

Have you used recreational substances in the last


_____________________________________________

two years?   No  FORMCHECKBOX 
   Yes   FORMCHECKBOX 





_____________________________________________

Do you drink alcohol? No  FORMCHECKBOX 
 Yes   FORMCHECKBOX 




_____________________________________________

(____ drinks per day/week/month)




_____________________________________________

Caffeine  ____ drinks per day




_____________________________________________

In order to secure an appointment for a cosmetic procedure, a deposit of 50% of the full cost of the procedure(s) is required. I understand that $50.00 of this deposit is non-refundable if I fail to arrive for my scheduled appointment, cancel, or reschedule with less than 24 hour notice. Once a package of services in initiated, no refund will be issued. No refund will be issued on services rendered. All product sales are final. I have read and agree to the above policies.

_____________________________________________________________

_________________________



Patient Signature








Date

Monarch )I( Health

Family & Aesthetic Medicine

3260 W Henderson Road, Suite 100

Columbus, Ohio 43220

Important Notice Regarding the Privacy of your Health Information

Your privacy is important to us.  We create information about you so we may provide you with quality care.  We are committed to protecting this information.  The Notice of Privacy Practices describes your rights with regard to your health information as well as how we may use your health information and how we must protect the confidentiality of your health information.  This is a summary of the more detailed information contained in our Notice of Privacy Practices:

Your rights include:

· A right to inspect a copy your medical information

· A right to amend your health information

· A right to request restrictions on what information we use or how we disclose your health information

· A right to receive a paper copy of our Notice of Privacy Practices

These rights have special restrictions, so it is important that you read the full Notice

It is the policy of Monarch Health to provide a safe and confidential environment for all patients.  All areas in the office, including the waiting room, reception areas, hallways, exam rooms and laboratories will be maintained in an effort to provide patient privacy during interviews, examinations, treatments and consultation.  

We may use your health information and/or records to:

· Plan for your care

· Help your health care providers communicate and work together to care for you

· Submit bills to pay for your care

· Help health care payors make sure services were actually provided

· Help improve the quality of health care.  

· Disclose information to certain officials or organizations when we are required to do so by law.

We encourage you to carefully read the Notice and ask to speak with the staff of Monarch Health if you need more information.  

I have been offered the Notice of Privacy Practices for Monarch Health:

Printed Name: ___________________________________________

Signature: _______________________________________________    Date: _______________

(Patient, Parent or Guardian)

Monarch )I( Health
Family & Aesthetic Medicine
3260 W Henderson Road, Suite 100
Columbus, Ohio 43220

Financial Policy
Your clear understanding of our financial policy is important to our professional relationship. Please understand that payment of your bills is considered part of your overall treatment. In order to keep your cost of healthcare to a minimum, the following financial policies have been adopted for use at Monarch Health. Acknowledging with your signature below, you understand and accept the following policies:
Required at Check-In
Each time you check in for your appointment you will be required to:

· Verify Personal Contact Information

· Present Current Copy of Insurance Card

· Pay any Outstanding Account Balance

· Pay your Insurance Co pay 
Administrative Fees and Fees for Non-Covered Services
· $25 – Appointments cancelled with less than 24 hour notice or not attended (For each missed appointment) 

· $50 – Physicals cancelled with less than 24 hour notice or not attended

· Forms Charge – Forms for Family Medical Leave Act or Disability, require an appointment with a co pay as dictated by your insurance company. 
· Medical Records Charge - The Medical Record Charge has changed from a flat rate to a per page charge, payable in advance, if you would like a copy of your medical records sent to yourself or another physician. This change was made in compliance with HIPAA and Ohio State Law (see ORC 3701.741).  Pages 1-10 $3.07 per page; pages 11-50 $.64 per page; pages 51+ .26 per page plus $2.00 shipping and handling

· Prescription Refill – Prescription refill requests without an appointment or after hours $35.00
· Lab and Pathology Charge – Your lab and/or pathology specimen charges may be billed to your insurance company, or may be directly billed to you by Monarch Health. You may therefore receive a separate bill from the lab facility that performs your lab work:  Dermpath Diagnostics, 9844 Redhill Dr., Cincinnati, Ohio 45242 or Pathology Laboratories, 1946 N. 13th, Toledo, Ohio 43604. You may receive additional billing based on insurance coverage. Please contact the laboratory directly to discuss any questions with your bill. In addition, some lab work may require additional tests to be performed based on the initial results. These additional tests, called reflex tests, will automatically be performed by our lab facility and will be billed either by our practice or the lab facility, again depending on your insurance type. 

· Returned Check Fee - A $30.00 fee will be assessed for each returned check.
· All outstanding balances must be paid in full within 30 days of receiving your bill. Outstanding balances must be resolved before your next visit to Monarch Health. Outstanding balances are subject to a $10.00 late fee for each 30 day cycle past due.
· Collection Charges - Accounts that are not paid in a reasonable amount of time may be sent to an external collection agency and reported to the credit bureau. In addition to your outstanding balance, which may include billing fees, a 33% surcharge will be added to cover our costs and you may be dismissed from the practice if your account is sent to collections.
· In order to secure an appointment for a cosmetic procedure, a deposit of 50% of the cost of the full procedure(s) is required. I understand that $50.00 of this deposit is non-refundable if the service is canceled and a refund of the prepayment is requested. Once a package of services is initiated, no refund will be issued. No refund will be issued on services rendered. All product sales are final.
I understand and agree to abide by the above policies and procedures as outlined in the Monarch Health Financial Policy.
Print Name______________________________________________________________ 



Patient Signature_________________________________________________________ 

Date____________________

(Signature of Parent/Guardian if patient is a minor)

Monarch )I( Health
Lifestyle Survey

	Patient Name:_________________________________________________________                                 
	Date:______________________

	Other than the services we may already provide for you, what additional services
would you like to learn about?  Please check all that apply.
®
· Skin care advice
· Skin care products

· Facial fine lines/wrinkles
· Acne
· Uneven skin tone/Texture
· Brown Spots/Age spots
· Facial Veins/Redness/Rosacea
· Facial fullness/drooping

· Thin lips/lip lines

· Drooping eyelids/brow

· Moles/Cosmetic Skin Lesions

· Unwanted Body Fat

· Excess Chin Fat

· Unwanted hair

· Thinning Hair

· Spider/Varicose Veins

· Poor orgasm/Incontinence 
· Botox® Cosmetic
· Dysport®
· Dermal Fillers

· Bellafill®
· Sculptra® Aesthetic
· Restylane-L®
· Restylane® Silk

· Restylane® Lyft

· Restylane® Refyne

· Restylane® Defyne

· Juvederm®
· Voluma®
· Radiesse®
· Kybella®
· Asclera®
· CoolSculpt®/CoolSculpt® Mini

· Skin Rejuvenation 2.0/IPL

· Fraxel Dual®
· Clear and Brilliant®
· Ultherapy®
· Portrait plasma skin resurfacing
· Microneedling/Vampire Facial

· Microdermabrasion

· Dermaplane

· Waxing/Tinting

· Laser Hair Removal

· Latisse®
· Anti-Aging through supplements

· Hormone Replacement Therapy for men and women

· HCG Clean-Start® Weight Loss Program
· O-Shot/P-Shot


	Please answer the following questions on a scale of 1 to 5 by circling the appropriate number.

When looking at my face in the mirror, I believe I look younger, the same as, or older than my true age.

Younger Than

True Age

Older Than

1

2

3

4

5

When looking in the mirror, I am not concerned, somewhat concerned, or very concerned about my appearance.
Not Concerned

Somewhat Concerned

Very Concerned

1

2

3

4

5



	How did you hear about us?

(   TV commercial
(   Doctor referral
(    Radio
(   Health fair
(    The Yellow Pages 

(   Monarch website
(    A friend or family member

(   Groupon
(    Internet
(   Other


	

	


