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NEW PATIENT QUESTIONNAIRE

*Welcome! Please complete the form below to help us provide the best care possible.*

Name: Age:_ DOB:__/ /  Gender: M F

Address: City: State: Zip:

Best contact number: Email:

Reason for Visit: How did you hear about us?

Occupation:

Emergency contact: Relationship: Cell#:

Pharmacy: Address: Phone#:

Medical History (Check all that apply):

Heart Disease Diabetes Eye Conditions

Heart Attack or Chest Pain Easy bleeding or bruising HIV or AIDS

Hypertension Delayed or abnormal wound healing Endocrine or hormone disorder
Heart Pacemaker/Defibrillator Hepatitis Current or Recurrent Pregnancy
Current medical history (if any):

Current medications:

Currently on a GLP-1? Last dose date: Total Weight Lost : Ibs Do you intend to lose
more weight? [ Yes [1No Approx How much?: Ibs Current weight: lbs
Allergies (e.g., metals, bees, latex):

Do you use tobacco products? [1Yes [1No Alcohol use? [1 Yes [ No

Do you take herbal supplements? [1 Yes [ No Ifyes, list:
Do you suffer from dry eyes or mouth?:

Surgical History (year & date of all major surgeries including any facial surgeries):
1. 2. 3.

Dermatologic History (check all that applies):

Chronic Skin Conditions Skin Cancer Laser skin resurfacing

Photosensitivity Herpes Simplex or Cold sores Chemical Peel

Keloid or Hypertrophic Scar Accutane use for Acne Botox Injections

Pigmentation Disorder Tetracycline used for acne Injection of collagen or other dermal
filler

Recent waxing or plucking Electrolysis or threading Recent burn/tan (including tanning bed)

Do you wear sunscreen regularly? 0Yes OO No What is your ethnic background?

How does your skin respond to sun exposure? (check one}):

O Always burns, never tans [ Burns easily, tans poorly O Tans after initial burn
OBurns minimally, tans easily O Rarely burns, tans easily O Never burns, always tans
Skin care products you currently use:

Signature (Patient or Guardian if under 18): Date:__/_ /___
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Photo & Video Consent

e I consent to required medical/surgical photographs for medical charting purposes.
Initial:

e I consent to video recordings of my procedure(s) by Dr. Gregory S. Keller.
Initial:

e I understand photos/videos may be used for scientific or educational purposes.
Initial:

Social Media / Marketing Use

I give Keller Plastic Surgery permission to use my before and after photos/videos for promotional
purposes (including social media and the practice website).

O Yes, I consent

O No, I do not consent

Keller Plastic Surgery - Office Policy Agreement

s Keller Plastic Surgery requires a minimum of 48 hours’ notice to cancel or reschedule any
appointment. By signing below, you authorize Keller Plastic Surgery to charge the card on file
a non-refundable $50 fee for late cancellations or missed appointments.

e Keller Plastic Surgery offers topical numbing cream for non-medically necessary treatments
at a cost of $25 (no exceptions). Non-medically necessary treatments include: IPL, Laser
Hair Removal, Botox/Daxxify injections, and XERF.

e All consultations are $100, whether scheduled with a Registered Nurse or a Physician.

s REVISION POLICY
If a revision is needed, it must be scheduled within one (1) year of your original surgery, as
determined by Dr. Keller and the surgical team. While a reduced surgeon’s fee may be offered
in some cases, it is not guaranteed. Please note that all facility and anesthesia fees are the
patient’s responsibility.

e Patients who refuse to complete required paperwork, decline photography, fail to submit
payment, or behave in a disrespectful manner toward staff will be dismissed from the
practice. Keller Plastic Surgery reserves the right to refuse service to anyone.

By signing below, I acknowledge that I have read, understand, and agree to the terms outlined above.

Signature: Date:




@ reLeer pLasTIC suraeRy

@ r=vvaase vroca spa

NOTICE OF PATIENT PRIVACY PRACTICES
Acknowledgement of Receipt

We are committed to safeguarding the privacy of your personal health information. In accordance with
federal and state regulations, we are legally required to protect the confidentiality of your medical
records and to provide you with this notice, which outlines:

HOW YQUR MEDICAL INFORMATION MAY BE USED AND DISCLOSED, AND HOW YOU CAN ACCESS
THIS INFORMATION.

In most situations, we may require your written consent to use or disclose your medical information for
purposes such as providing or coordinating your care, processing payment for services rendered, or
conducting necessary administrative functions to support your treatment.

However, certain laws may allow or require us to use and disclose your health information without your
prior consent for specific purposes, such as public health reporting, law enforcement, or legal
proceedings.

As our patient, you have important rights under the law, including the right to:

e Review and obtain a copy of your medical records

e Request corrections or amendments to your information

¢ Receive an accounting of disclosures made

e Request confidential communications

e Place restrictions on certain uses or disclosures

¢ File a complaint if you believe your privacy rights have been violated

A complete Notice of Privacy Practices is available at our office, which provides a comprehensive
explanation of your rights and our legal responsibilities. We may update this notice periodically to
reflect changes in our practices or in the law.

If you have not yet received a copy of our current Notice, please request one at the front desk.

For any questions, concerns, or complaints regarding this notice or the handling of your medical
information, please contact our office at 805-687-6408.

Acknowledgement
I acknowledge that | have received the Notice of Privacy Practices from Rejuvalase Medical Spa.

Signature: Date:
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Credit Card Authorization Form
Client Information

Full Name (Print):

Email Address:

Phone:

Credit Card Information

Name on Card:

Card Type: O Visa O MasterCard 0O AMEX O Discover

Card Number:

Expiration Date (MM/YY): /

CVV: ZIP Code:

Authorization
e I authorize Keller Plastic Surgery to charge my credit card for services rendered or upcoming
scheduled procedures.

e I authorize Keller Plastic Surgery to keep this card on file for future appointments or
outstanding balances.

Cancellation & Rescheduling Policy
e I understand that a minimum of 48 hours’ notice is required to cancel or reschedule any
appointment.

e [ authorize a non-refundable $50 cancellation fee for missed or canceled office appointments
without 48-hour notice.

e [ authorize a non-refundable $100 consultation fee (in person or via Zoom), without
exception.

e If a cancellation or procedure fee charge is declined, the outstanding balance must be paid
in full before future appointments can be scheduled or confirmed.

Disclaimer

I authorize Keller Plastic Surgery to charge my credit card for agreed-upon purchases or services. I
understand that my information will be securely stored and used only for transactions related to my
care. All card information is maintained in a secure, HIPAA-compliant manner and used only for
authorized transactions. This authorization will remain in effect until I cancel it in writing.

Patient Signature: Date:




