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PLASTIC SURGICAL CENTER
(919)845-7880 of North Raleigh





PATIENT INFORMATION:



Reason for today’s visit____________________________________
HOW DID YOU HEAR ABOUT OUR OFFICE?
 RealSelf        Google      Referred By: __________________________

NAME:___________________________________________________________________________________________________



      FIRST


                  MIDDLE


LAST 

ADDRESS:_________________________________________________________________________________________________


NUMBER 

STREET



CITY


STATE

ZIP 

SSN: ________________________________
                            DOB: ________________                                         AGE: _________
MOBILE #: _________________________________      EMAIL ADDRESS: ______________________________________________
I give permission for Dr. Morea and staff of Morea Plastic Surgical Center to leave and/or send messages to voice mail, mobile text or email (without encryption) regarding my upcoming appointments and/or medical status.              ( Yes  ( No  
SEX: ( F   ( M       MARITAL STATUS:  ( Married   ( Single   ( Separated   ( Divorced   ( Widowed

EMPLOYER:___________________________________ 
OCCUPATION:________________________________________
SPOUSE NAME:________________________________
SPOUSE EMPLOYER:___________________________________
I assume full responsibility for any treatment or procedure(s) rendered to me or to my dependent. 

__________________                        ____________________________________________________________________________

DATE





SIGNATURE of patient, parent, or guardian
PHARMACY NAME & ADDRESS ________________________________
PHONE _____________________
    (please avoid Walmart if at all possible ☺) ______________________________________________________
EMERGENCY CONTACT:

Name: _____________________________________________
Relationship to Patient: __________________________

​​​​​​​​​​​​
MOBILE #: _________________________________     ALTERNATE #: ___________________________ 

Immediate Family Medical History : (Diabetes, Heart disease, Hearing Loss, etc.) Please indicate conditions below: 

_________________________________________________________________________________________________________


_________________________________________________________________________________________________________


_________________________________________________________________________________________________________
Height ___________________Weight ​​​​​​​​​​​​​​​​​​​_______________ # of Children _____ Have you ever breastfed? _________

Do you consume alcohol?

YES
NO
How many drinks per week? ___________

Do you consume caffeine?

YES
NO
Daily intake? ________________________

Do you use tobacco and/or vape? Former?

YES
NO
Times per day _____ other ____#of years___
PLEASE LIST ALL MEDICATIONS AND SUPPLEMENTS YOU TAKE (daily and occasional/as needed):  
______________________________________________________________________________________________________________________________________________________________________________________________

Are you currently or have recently taken any weight loss medications?    Please list:
Do you take Aspirin, Ibuprofen, Anacin, Motrin (NSAIDS)? YES        NO
Please list: ___________________________
Do you have any allergies (medication or other)?

   YES        NO
Please list: ___________________________
Are you allergic to LATEX, tape, soaps, solutions? 

   YES        NO

Are you allergic to any local anesthetics?

   YES        NO


Have you ever had a problem w/anesthesia or surgery?     YES        NO

Have you been vaccinated for COVID-19?
YES
NO
If so, which vaccine? _____________________
LIST ALL PREVIOUS SURGERIES (cosmetic and other) INCLUDING LASER TREATMENTS,Wisdom Teeth, etc:   
__________________________________________________________________________________________________________________________________________________________________________________________________________________
DO YOU OR HAVE YOU EVER HAD THE FOLLOWING:








YES
    IN THE PAST

NO
                Recent Hospitalization (past 6 months)
                  
                  



  
                Seizures, Stroke or other Neurologic Disorder


  



  
Psychiatric condition





  



  
Heart attack, angina, chest pain, cardiac pacemaker


  



  
High or Low Blood Pressure


    
                  



  
Blood Clot (personal or immediate family history)


  



  
Back problems (numbness, or weakness in arms or legs) 

  



  
Hepatitis or yellow jaundice




  



  
Cancer
(skin or other)   Type:




  



  
Kidney disease, stones, cystitis




  



  
Diabetes







  



  
Thyroid disease or goiter





  



  
Anemia or low blood





  



  
Asthma, bronchitis, pneumonia




  



  
Abnormal chest x-ray or difficulty breathing



  



  
HIV/AIDS






  



  
Frequent headaches





  



  
Arthritis







  



  
Ulcers, Acid Reflux, Hiatal Hernia




  



  
Autoimmune Disorder, Type: 




  



  
Excessive bleeding when cut, bruising



  



  
Slow wound healing OR Immunodeficiency



  



  
Keloids or excessive scarring




  



  
Skin Problems






  



  
Hives or allergic skin reaction




  



  
VARICOSE VEINS






  



  
Other not listed:___________________________________________________________________________

I certify that the above information is accurate and correct to the best of my knowledge and I have not withheld information concerning my medical history.

                           Patient/Guardian Signature_____________________________________________________________                    
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PLASTIC SURGICAL CENTER
(919)845-7880 of North Raleigh





Cosmetic Surgery Policy Information for Patients
The Plastic Surgical Center of North Raleigh is accredited by the American Association of Ambulatory Surgical Centers. Most cosmetic surgeries can be performed here. 

There is a $100.00 fee (unless you are an established patient) for cosmetic surgery consultations. This fee is due at the time of your consultation. We will apply that amount to your surgery fee if you elect to have surgery. Should you wish to schedule a procedure, we require a deposit of $500.00 to reserve a surgery date on the OR schedule.  This deposit is not refundable if you cancel your surgery.

The balance of the surgery fee is due 2 weeks prior to your surgery date. We require 7 business days’ notice of cancellation for any reason, including sickness. If less than this time frame is given, a cancellation fee of $1000 will be charged. Any other money you have paid will be returned to you.

If you are interested in financing, you will be given this information in your new patient folder.  You can also log on to www.carecredit.com  This is the only financing we offer. We also accept cash (but do not offer a cash discount), cashier or certified checks, and most major credit cards.  

On the day of your surgery, you must arrange for someone to drive you home and stay with you for at least the first day.

We do not release your medical information, except for post-surgical requirements related to pharmacy needs, unless you complete a signed medical release form. 

We cannot be responsible for items left at our office.  Please do not bring valuables with you on the day of your surgery.

I have read and understand the above policies:

___________________________________________

___________________________

Signature of Patient, Parent or Guardian



         Date
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

Insurance Coverage Policies

Unfortunately, we are out of network with all insurance companies and do not accept and/or file insurance claims. 
If you choose to have a procedure at this facility, you are responsible for the payment in full two weeks prior to your surgery date. 
Each quote is individual to each patient; therefore, we are unable to give you an itemized statement.   

I have read and understand the above policy: _______________________________________________Date_______________

