NORTH CHARLOTTE

PLASTIC & RECONSTRUCTIVE SURGERY

Erik J. Miles, M.D.

16455 Statesville Road Ste. 490
Huntersville, NC 28078
(704)896-5556

PATIENT REGISTRATION FORM

PERSONAL INFORMATION

Suffix: Dr. Mrs. Miss Ms. Mr. (Circle One)
First Name:

Middle Name:

Last Name:

DOB: Age:
Gender: [ Female [J Male

What source of referral led you to Dr. Miles’ Office today?

Current Date (mm/dd/yyyy):

Patient ID:

Chart No.:

SSN:

Marital Status:
Employed: [ Yes O No
Student: [0 Yes [ No

CONTACT INFORMATION

Address 1: Employer/School:

Address 2: Occupation:

City: Home Phone:

State: Cell Phone:

Zip: Work Phone:

E-Mail: Fax:

Are there any contact restrictions? [ Yes OO No If “Yes”, please list:

Employer:

Address: City: State: Zip Code:
INSURANCE INFORMATION

Do you have health insurance? OJYON Secondary insurance? OJYON Other?d v ON
Primary Health Insurance Company Name:

Address: City: State: Zip Code:______
Policy Number: Group Number: Phone Number:

Do you have a co-payment? O Yes O No Is a referral required? O Yes [JNo
Name of Insured: Relationship (if not self):

DOB: SSN:

Employer:

EMERGENCY CONTACT INFORMATION

Name: Relationship to Patient:

Home Phone: Cell Phone:

Work Phone:

Address: City: State: Zip Code:_____

Patient/Guardian Signature:




North Charlotte Plastic & Reconstructive Surgery, P.A.
16455 Statesville Road, Suite 490. Huntersville, NC 28078 (704)896-5556

Health History Form

Name: Today’s date:

Last First Middle

Height: Weight: Date of Birth: Age

dd/'mm/yyyy

Reason for Consultation:

Current or past medical conditions:

Previous Plastic Surgery Procedures:

Other Surgery Procedures:

Current Medications and Dose/Frequency:

Current Herbal Medication/Supplements:

Drug Allergies (describe reaction) :

Social History:
Do you smoke? O Yes O No How long and how much?

Do you drink alcohol? 0O Yes ONo How long and how much?

Do you use illicit drugs? O Yes O No List:

Physician Information:

Primary Physician: Phone number:

Pharmacy: Phone number:

Please describe any additional information relevant to your medical history that you feel might be important.




Mark any symptoms or medical conditions you have experienced.

x x
General Abdomen Genitourinary
Weight loss/gain Frequent abdominal pain Kidney stones
Frequent or Recent Fever/Chills Heartburn/reflux/ulcer Difficulty urinating

Fatigue

Frequent nausea/vomiting

Prostate problems (men)

Insomnia

Frequent diarrhea

Sexually transmitted disease

Chronic pain

Frequent constipation

Urinary incontinence

Motion sickness

Liver problems

Prolonged/frequent illness Gall bladder problems Hematological
Jaundice (ycllowing)/Liver problems Easy bruising
Head and Neck Abdominal malignancy Hematoma
Frequent headaches/migraines Rectal disease Anemia
Facial trauma Hernia HIV/AIDS

Facial fractures

Hepatitis

Neck Injury

Lungs

Bleeding disorder

Limited neck movement

Abnormal chest x-ray

Blood transfusion

Jaw pain Shortness of breath Use of blood thinners
Decreased vision Asthma

Dry cyes Emphysema Skin
Glaucoma Pneumonia Keloids/hypertrophic scarring
Cataracts Tuberculosis Skin cancer

Decreased hearing

Collapsed lung

Poor wound healing

Balance problems

Pulmonary embolism

Sun damage/sunburns

Sore throat

Lung cancer

Tanning bed history

Hoarseness

Chronic cough

Acne

Sinus problems/sinusitis

Latex sensitivity

Snoring/Sleep apnea Musculoskeletal Tape sensitivity
Nose bleeds Arthritis Alopecia

Neck masses/lumps Poor circulation Psoriasis

Head and neck cancer Leg cramps/ restless legs” Tattoos

Facial paralysis/Bell’s Palsy

Varicose veins

Hydradenitis

Amputation/deformities

Heart

Phlebitis/blood clots

High blood pressure

Frequent back pain

Low blood pressure

Fibromyalgia

Heart discase

Heart murmur

Neurological

Females only:

Heart palpitations

Seizures

Family history of breast cancer

Irregular heartbeat

Stroke

Breast biopsy

Heart attack

Brain ancurysm

Breast cancer

Chest pain/Angina

Fainting/dizziness

Breast pain

Heart valve problem

Paralysis

Nipple discharge

Artificial heart valve

Amnesia

Fibrocystic breast discase

Abnormal stress test

Skin/nipple changes

Cardiac catheterization

Psychiatric

Abnormal mammogram

Stent placement

Depression

Pacemaker Anxiety Irregular menses
Fear of needles Abnormal pap smear
Endocrine Body dysmorphic disorder Dyspareunia (painful intercourse)

Diabetes

Panic attacks

Thyroid problems

Attempted suicide

Pregnancy

Steroid use

Treatment for addiction

Breastfeeding

Please explain any positive responses marked above.







