
Patient Name ________________________________________________________________________

Date of Birth Age

Mailing Address City State Zip

Home Phone

Occupation Email Address

*Would you like to receive specials and newsletters through email? NO

Reason for Visit*

Have problem If so, by whom?

If indicate:

Yes

Your referring Doctor? Yes No

PARENT OR SPOUSE INFORMATION

Mailing Address (if different from Patient)

Home Phone

EMERGENCY CONTACT PERSON



Group or Individual
If Group, Name of Employer

If Group, Name of Employer

Policy

Insured's SS#

To

ultimately responsible for any balances due. Any outstanding balances not paid will be sent to



Do you use Tobacco?

If yes, how

Do you have a history of Sleep Apnea or Snoring? Yes NO

Other Hospitalizations:

you been treated If yes

Have you ever seen a psychologist or psychiatrist?

Heart Problems:

Diabetes:
Cancer:

Thyroid Disease: 

Personal or family history of anesthesia or bleeding problems? If so, please explain:



Notice of Privacy Practices
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If signing as a parent or guardian, please note the name of the patient



Certified-American Board of Plastic Surgery                                              

800 W. Morse Blvd. Suite 5

Winter Park, FL 32789

Type of Protected Health Information to be restricted or limited:

dates and times. Without written consent of the patient we cannot give out any information to

To whom may we not release information:

http://www.scottrotatori.com/


D. SCOTT ROTATORI, M.D., P.A.

Electronic Communication Agreement
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