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Braasts

Eyes
Forehead

Nose

Chin

Lips

Wrinkles

Body

Brazillan Butt Lift

Tummy

Arins ~

Legs

Ears

Juvederm{ Restylane/ Dermal fillers

Botax

Skin Tightening

Laser Halr Removal

Divaf Vaginal Rejuvination

Photatherapyf BBL- sun damage, age spots, redness
Halo Laser

Profractional Laser

Pigmented or Vascular Areas

Mole/ Cyst Removal

Men's Procedures

Aesthetic Services

Skin Care Products

Other-
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DIACO INSTHUTE
of PLASTIC SURGERY

— TPAACED,

Please prini tha patient Information below:

DATE:

PATIENT REGISTRATION FORM

PATIENT INFORMATION
FIRST NAME | Home pHONE:

MIDDLE NAME: CELL PHONE:

LAST NAME: DATE OF BIRTH:

ADDRESS: SOCIAL SECURITY #:

ciTY: STATE: OSINGLE OMARRIED G DIVORCED OWIDOWED
ziP: OMALE OFEMALE

EMAIL: REFERRED BY:

EMPLOYMENT

EMPLOYED: OYes ONo  EMPLOYER: B o

OGCUPATION: WORK PHONE:

SPOUSE

SPOUSE:

EMPLOYER: b

OCCUPATION: §_wonx e "'"

EMERGENCY

| EMERGENCY CONTACT:

RELATION TO PATIENT: O SPOUSE OPARENT OFRIEND O OFHER:

iHOHE PHONE: CELL PHONE:
PHARMACY

i

| PHARMACY NAME: PHARBACY #:

Have you consulted with any other surgeons reganding ths surgery(s) you are interested k? OYes Odo

It yes, with whom?

PLEASE TURN PAGE OVER ®




NOTICE TO ALL
PATIENTS:

PLEASE NOTIFY THE DOCTOR IF YOU ARE TAKING ANY
ANTI-DEPRESSANTS. THIS MAY REQUIRE ADDITIONAL
LAB WORK PRIOR TO SURGERY. UNDERSTAND THAT
SURGERY MAY BE RESCHEDULED DUE TO ABNORMAL

LAB RESULTS.

Are you currently taking ﬁny anﬁ-depressants? YES NO
If YES, please list medication(s):

I have reviewed the material above and have answered the question(s) to
the best of my knowledge. I acknowledge that this type of medication may
require additional lab work prior to surgery. I understand that my surgery
may be rescheduled if the lab results are abnormal. I understand that it is
my responsibility to disclose to the doctor any and all medications that I
am currently taking prior to surgery.

Print Name

Signature Date:




MEDICAL HISTORY

Do you have any allergies Yes No

If yas, please list, (including food and drug)

Do you have any current MEDICAL PROBLEMS? Yes No

i yes, please list:

Do you have any infectlous diseases such as:

RepatitisB: Yes No

HepatltisC: Yes HNo

HIV positive: Yes No

MRSA (Methicillin-resistant Staphylococcus Areus) Yes No

Other staph resistant infections: Yes No I yes, please list:
AlDS:

Are you currently taking any MEDICATIONS OR VITAMINS? Yes No

i yes, please list here:

Is there a history of MEDICAL PROBLEMS in your family? Yes MNo

IFyes, please list family membet{s) & problem(s} (Example: cancer, diabetes, heart disea &)

Have you ever been HOSPITALIZED? Yes HNo

If yes, please list date and reason:

Have you ever had an OPERATION? Yes No

ff yes, please list and Include dates:

Have you ever had a SERIOUS ACCIDENT? Yes No
If yes, please list and include dates:

if parentfs) are deceased, please list age and cause of death:
Mother: Age: Cause of death:
Father: Age: Cause of death:




DIACC INSTITUTE

g AASTC SiReed PATIENT MEDICAL HISTORY FORM
MEDICAL HISTORY GONTINUED
80 you smroke? O Yes O No If yes, how many per day? For how many years?
Do you drink coffecffea/both O Yes O No If yes: How often per dayiweek?
Do you diink soda? Q Yes O No Ifyes: How often per dayhwveek?
[ Do you diink aleohol? 0 Yes O No Hyes How often per-;:ylwe;ak?
Do vou eat chocofate? O Yes O No If yes: How ofien per dayiwesk?
Da you use marjjirana? O Yes O No Hyes: How often?
Do you uss cocalne? O Yes O No ffyes: How often?
Are you pregnant? O Yes O No
Number of pragnanciss: Number of deliveries: Number of aborions/miscamiages:

Date of fast menstrual ¢ycle:

Date of your fast mammogram:
Do you take Estrogen or birth control pills? O Yes O No If yes, please list the brand:

Do ysu have a ving wili? 0 Yes O No

PATIENT NOTICE OF PRIVACY PRACTICES:

The enfite Frivacy Policy Notlees of Dr. Diace are posted in the waiting reom for your reviow. By signing s form, you acknowledge
that you have read the HIPPA nolice provided.

n confunciion with these privacy preciicss you will need to provide us with the following information:

1, Name of personfs) arid phone number that we may speak to regarding your health, (l.e. spouse, child, ete)

2, May wa jeave a message regarding your health or an upcoming appoiniment on your answering machine?

O Yes O No
Signature of Patient or Legal Guardlan Print Patient’s Name or Legal Guardian Relalionship to Patient
Witness Signature: Data: { 5

| have read 2!l the questions on the Patient Registration Formn as well as the Patiant Medical History Forms and have
answered them lo the best of my knowledge.

Data: I I

Signature:

PLEASE TURN PAGE OVER »



DIACO INSTITUTE
o PLASTIC SURGERY PATIENT INSURANCE FORM

INSURANCE INFORMATION

Evan if you are not having surgery through insurance, we prefer to keep your insurance information on (e in casa you become aur
pationt and yout insurance is neaded. Ifyou do or do not have insurancs, the battom paragraph is consent for treatment and raust be

signed.

Do you have medical insurance? OYes ONo

Pemary Insuranca Carrier:

Addmess:
Cly: Siate: Zip:

Phone:

Insured’s Name: Group #:

Reiafionship of patient to Ingured: Msadicare &

1 understand mdagaem.regwdhssofmym&mcem.Iamutﬁmaﬁe!yrsspmsibleformabalamonmyacammtforauy
professional sanvices. Hterebymﬂmizeﬂmdc!:tortoadmiﬁstaranyheammashemydeanadvlsabhiiﬂmﬁagmsismﬂ
Ireaiment of the patlent. 1also authoiize any physician, hospital, or clinis to provide full detals of my medical history and treatmant in this
office, and | agree that ies of this form will be valid as the criginal. 1 hereby authorize payment to the provider of care, t
understand tha! | am fnancially responsible for afl charges not covered by this agreemend (Including my annual dedustible andfor co-
payment} at this tima of sarvice. | also agres to pay any additional charges for collection fees i 1 fafl to promplly pay for services.

Date: { /

Signature:




DIACO INSTITUIE
st FLASTIC SURGERY SMOKING DISCLOSURE FORM

—

PATIENT SMOKING DISCLOSURE FORM
All patients must complete a Patient Smoking Disclosure Form

Do you SMOKE? OVYes Oho

if yes, how many per day?

For how many years?

Whmmsu@emmmuQMSMOﬁRGMWeeksbemwsmmaﬁmnﬁmebm&ahfmnsmo@aghyoweeksaﬂe;
surgary. Smoking) ¢an causs skin loss, infection, poor wound healing, and permanent rrevarsible defonmity. The patient understands

the above and will comply.

Signahrre:

Print Name:




DIACO INSTITUTE oF PLASTIC SURGERY

(:‘ Authorization for and Release of

P PR — Medical Photographs, Slides, and/or Video Footage

VIDEOTAPE AND PHOTOGRAPHS
RELEASE AND AUTHORIZATION

I heraby irrevocably consent to and authorize the use and reproduction by the Daniel 8. Diaco, M.D., P.A,
and its afiiliates, or anyone authorized by any of them, of any and ali pholographs, electronic images, or
video footage of me taken by Danie! S. Diaco, M.D., P.A,, or that Danjel S. Diaco, M\D., P.A_, has in its
possession, provided either by me or by a third party (collectively, Images) for the purpose of informing the
medical profession and the general public about plastic surgery and plastic surgery procedures and
techniques without compensation to me. Such use shall include, but not be limited to, distributing the
Images via print, visual, and electronic media, specifically including the dr.diaco.com website and social
media sites such as YouTube, Facebook, Instagram, and Twilter. The Images (including any photographic
negalives) shall be the sole property of Daniel S. Diaco, M.D., P.A. Daniel S. Diaco, M.D., P.A., also shail
have the right to use my name in connection therewith if it so chooses.

I hereby waive any right to inspect or approve the finished product, photograph, video, DVD, CD-ROM, or
matter that may be used in conjunction therewith or to the eventual use that it might be applied.

| hereby release, discharge, and agree 1o hold harmless Daniel S. Diaco, M.D., P.A., and its affiliates and
their respective representatives, assigns, and employees, and any person acting under their permission or
authority, from and against any claims whatsoever in connection with the use of my Images and name and
the reproduction thereof as stated above, including any claim for payment in connection with distribution or
publication of the video andfor pholtographs.

| hereby warrant that | am over twenty-one years of age and competent to contract in my own name insofar
as the above is concerned.,

i have read and understand the foregoing release, authorization, and agreement, before signing my name
below, and enter into it knowingly and voluntarily,

DatefTime: Printed Name:

Signature:

| have read the above Release and Authorization. 1| am the parent, guardian, or conservatory of
, aminor. ! am authorized to sign this authorization on his/her behalf and [ give
this authorization in the interest of public education.

DatefTime: Printed Name:
Signature:
Page 1 of 1 Patient Initials £2018 American Sociely of Plastic Surgeons®

This form is for reference purposes only. Itisa general guldeline and not 3 statement of standard of care. Rather, this form should be edited I
and amended to reflect policy requirsments of yaur practice sites), CMS and Joint Commission requirerrents, if applicable, and legal
requirements of your individual states. The ASPS does not certify that this form, or any modified version of this form, meats the requirement®13.876.3611

ta obtain informed consent for this particular procedure in the jurisdiction of your practice. fox 81 3?387. 17485

aesthetic » endoscopic * laser * reconshrurtiva




DIACO INSTITUTE oF PLASTIC SURGERY
300 5. Hyde Pork Ave, #1000 Tampo, Flodda 33404

NOTICE TO ALL
PATIENTS

IF YOU ARE PLANNING TO SCHEDULE A SURGERY:

PLEASE MAKE EVERY EFFORT TO SCHEDULE AT A TIME
WHEN YOU ARE NOT ON YOUR MENSTRUAL CYCLE

PLEASE NOTIFY THE DOCTOR IF YOU ARE TAKING
ANTI-DEPRESSANTS. THIS MAY REQUIRE
ADDITIONAL LAB WORK PRIOR TO SURGERY.
UNDERSTAND THAT SURGERY MAY BE RESCHEDULED DUE
TO ABNORMAL LAB RESULTS.

YOU MUST DISCONTINUE ANY WEIGHT LOSS
INJECTABLES, AT LEAST 7 DAYS PRIOR TO SURGERY,
OR SURGERY WILL BE CANCELLED.

PLEASE REVIEW THE MEDICATION SHEET.

NO ASPIRINS, IBUPROFEN, NSAIDS, VITAMIN E, AND
MULTTVITAMINS. YOUR SURGERY WILL BE
CANCELLED IF TAKEN WITHIN TWO WEEKS OF
SURGERY. SURGERY CAN BE RESCHEDULED BUT NO

REFUNDS. I

8138763511
fox 8133871745
-



DIACO INSTITUTE oF PLASTIC SURGERY

DIACO INSTITUTE
OF

PLASTIC SURGERY
PATIENT REGISTRATION

THESE ARE MEDICATTONS THAT THE PATIENT MUST AVOID 14 DAYS PRIOR TO
AND FOLLOWING SURGERY

I you are taking any medications on this list, you munst discontinue use 14 days prior and
following surgery. All medications you are corrently taking that are not on this Iist must be
cleared by the doctor prior to surgery. Do not begin taking any medications following surgery
until cleared by the doctor. “Regular Strength®” Tylenol may be taken for pain prior to and

following surgery.

4-Way Colds
Adprin-B Products
Anacia Produets
Acthritis Pain Formmula

Azulfidine Products

5-AmineSalicyclic Acid

ivitamin, Vitemin E. or Aspiri
Aspirin Medications

Amigesic

Alkz-Seltzer Producis
Anexsia with Codeine
Arthritics Strength BC
Arthropan

Asprimox Producis
Axotal

B-A-C

BC Powder

Bufferin Products
Cama Arthritis Pain
Cheracol
Crissalicylate
Coricidin

Darvon Componnd-65
Darvon/ASA

Basprin

Equagesic

Fiorinal Products
Gelpirin

Isollyl Fmsproved
Loriab ASA

roducts®*

Acetilsaticylic Acid
Mesalamine
Argesic-SA

Aspict
Aspergum
Ascriplin Products
Backache Maximum
Bismatrol Products
Buffetis T
Butalbital
Butal/ASAf Caff
Choline Magnesium
Choline Salicylate
Damason
Dolobid
Dristan
Duragesic
Excedrin Products
Figrgea PF
Good's Exira Strength
Headache Powders
Kzaodene

813.8786.36N
fax813.387.1745
T



Manaprin Products

Mobidin

Norgesic Products
Cold Effervescent
Orphengesic Products

Percodan Products
Salflex
Phenaphen/Codeine #3
Salixylate Products
Scot-Tussin Original 5
Sine-off

Sodol Campound

Synalgos-DC
‘I‘ncosal

Actron

Diclofenac
Bodolac
Fhubiprofen

IBU

Thuprohm
Indomethacin Products
Lodine

Mefenamic Acid
Motrin Produocis
Naprelan
Naproxen

Omdis Producis
Piroxicam
Sulindac

Tolmetin

Acular (opthalmic)

DIACO INSTITUTE oF PLASTIC SURGERY

Mobigesic
Momentum
Night-Time Cold
Olsalazine
Pabalate Products
Pentasa

Pink Bxsmnth

Propoxyphene Products

Momo-Gesic
Norwhich Products

Ibuprofen Medications

Anaprox
Clinosil
Dimetapp Sinus
Feldene

Gen;.n:il

Tbupin
Indodlmon E-R
Ketoprofen
Meclofenemate
Menadol
Nabumstone
Naprosyn Products
Nuprin

Orovail

Ponsiel
Rhinocaps
Suprofen
Toradol

Advil

Ansaid

P-A-C

Pain Reliever Tabs
Pepto-Bismal
Rowasa

Robaxisal

Saleto Producis
Salsitab

Stmtab

Sodium Salicylate
St. Joseph Aspirin
Suprax

Tussanil DH

Venguish
Tyienol Cold

Dristan Sinus
Fenoprofen

Thuprofen
Indocin Produocts
Ketorolac
Meclomen
Midol Products
Nalfon Producis

Sine-Aid Products
Tolectin Products
Vicoprofen
Voltaren

—

8138753511
forx §13.387.1745
v



4-way with Codeine

A-A Compound
Anexsia
Clinirol C
Dealteparin Injections
Emagrin
Prapmin Injections
Ginkgo Biloba
Tsoliyi

DIACO INSTITUTE oF PLASTIC SURGERY

Diet/Weight Reduction Megdicaitons
Phenefermine
Redux
Feaffuramine,

Anﬂ-Deprmmt_Medicaﬁum

Asendin

Sinex
Sparine
Tenuste Dospan
Ticlopidine
Miradon
Peatoxylyllioe

I have reviewed the medications on this list, understand that these medications need to be avoided 14
days prior to and following surgery, and 1 understand that my surgery will be rescheduled if T take
eny of these medications within 14 days of less from my surgecy. I also acknowledge that I have
received my own copy of these medications to take homs and review. I also undersiand that it is my
responsibility to ask the doclor sbont my medications, not on this list, that T am teking.

Signature

Date:

813.875.354
fax 813.387.1745
k3



