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BRIEF MEDICAL HISTORY 
 
Name _________________________________________________  Phone ______________________Age __________Ht ________Wt______ 
 
Address__________________________________________________City/State__________________________Zip______________________ 
 
MEDICATIONS:_____________________________________________________________________________________________________ 
 
ALLERGIES:______________________________________________Women are you pregnant or lactating? __________________________ 
 
Physician’s Name____________________________________________________________________________________________________ 
 

Circle any of the following illnesses you have or have ever had in the past (or family history): 
 
Myasthenia Gravis Hepatitis Eye Disease  Autoimmune Disease   Numbness 
 
Vision Problems Muscle Weakness  Amyotrophic Lateral Sclerosis (ALS) Eaton Lambert Disorder 
 
I am not on Aminoglycosides or any other antibacterial medication to treat bacterial infections. 
 
Explain: ____________________________________________________________________________________________________________ 
 
Previous Hospitalization/Operations: _____________________________________________________________________________________ 
 
I understand the information on this form is essential to determine my medical and cosmetic needs and the provision of treatment.  I understand that if any 
changes occur in my medical history/health I will report it to the office as soon as possible.  I have read and understand the above medical questionnaire.  I 
acknowledge that all answers have been recorded truthfully and will not hold any staff member responsible for any errors or omissions that I have made in the 
completion of this form. 
 
Client Signature: ________________________________________________________________Date:_________________________________ 
 

CONSENT TO BOTULINUM TOXIN “A” TREATMENT 
 
Botulinum Toxin a neurotoxin produced by the bacterium Clostridium A, can relax the muscles on areas of the face which cause wrinkles associated with 
facial expressions.   Treatment with Botox® can cause our facial expression lines or winkles to essentially disappear.  Areas most frequently treated are: a0 
glabellar area of frown lines, located between the eyes; b0 crow’s feet (lateral areas of the eyes); and c) forehead wrinkles.  Botox® is diluted to a very 
controlled solution and when injected into the muscles with a very thin needle, it is almost painless.  Clients may feel a slight burning sensation while the 
solution is being injected.  The procedure takes about 15-20 minutes and the results last 3-5 months.  With repeated treatments, the results may tend to last 
longer. 
 

RISKS AND COMPLICATIONS
It has been explained to me that there are certain inherent and potential risks and side effects in any invasive procedure ad in this specific instance such risks 
include but are not limited to: 1) Post treatment discomfort, swelling, redness and bruising, 2) Post treatment bacterial, viral and/or fungal infection requiring 
further treatments, 3) Allergic reaction, 4) Minor temporary droop of eyelid(s) in approximately 2% of injections, this usually lasts 2-3 weeks, 5) Occasional 
numbness of the forehead lasting up to 2-3 weeks, 6) Transient headache, and 7) Flu-like symptoms may occur. 
 

PHOTOGRAPHS  I authorize the taking of clinical photographs and their use for scientific purposes both in publications ad presentations.  I understand 
my identity will be protected. 
 

PREGNANCY, ALLERGIES & NEUROLOGIC DISEASE I am not aware that I am pregnant, have any significant Neurological disease, 
or have any allergies to the toxin ingredients or to human albumin. 
 

PAYMENT I understand that this procedure is cosmetic and that payment is my responsibility. 
 

RESULTS I am aware that when small amounts of purified botulinum toxin (Botox®) are injected into a muscle it causes weakness or paralysis of the 
muscle.  This appears in 3-10 days and usually last 3-5 months but can be shorter or longer. In a very small number of individuals, the injection does not work 
as satisfactorily or for as long as usual.  I understand that I will not be able to “frown” while the injection is effective but that this will reverse after a period of 
months at which time retreatment is appropriate.  I understand that I must stay in the erect posture and that I must not manipulate the area of the injection for 
the four hours post-injection period. 
I hereby voluntarily consent to treatment with Botox® injected for the condition known as: Facial Dynamic Wrinkles.  The procedure has been explained to 
me.  I have read the above and understand it.  My questions have been answered satisfactorily.  I accept the risks and complications of the procedure. 
 
_______________________________________________________ ____________________________________________________________ 
Client Signature                                                              Date                Witness Signature                                                                    Date 
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PATIENT ACKNOWLEDGEMENT 
OF 

POSTED INSURANCE NOTICE 
 

I, (print full name)                                                                       acknowledge that I have seen the 
notice posted in the waiting room of Ob/Gyn Specialists of the Palm Beaches, P.A. and 
Perinatal/Gynecologic Specialists of the Palm Beaches, Inc. regarding malpractice insurance. The 
notice reads as follows: 

 
  
  

“Under Florida Law, physicians are generally required to carry medical malpractice insurance 
or otherwise demonstrate financial responsibility to cover potential claims for medical 

malpractice. 
 

YOUR DOCTOR HAS DECIDED NOT TO CARRY MALPRACTICE INSURANCE 
 

This is permitted under Florida Law subject to certain conditions. Florida Law imposes 
penalties against noninsured physicians who fail to satisfy adverse judgments arising from 

claims of medical malpractice.” 
 

“This notice is provided pursuant to Florida Law.” 
 
  

Signed: _______________________________________  Date:_____________________ 
 
Witness: ______________________________________  Date:_____________________  

 
MR#: ________________________________________________ 
 
 



Aesthetic Specialists of the Palm Beaches 
A Subsidiary of Ob/Gyn Specialists of the Palm Beaches, P.A.  

Sharon Ross, MD  Kelly VanGilder, DO  John Burigo, MD 
 

F:\Aesthetics\Procedure Forms\Intake Pt Hx and Consent Forms\Basic Forms for All Procedures\HIPPA Notice.doc                                                
1/08 
 

Page 1 of 2 

NOTICE OF PRIVACY PRACTICES 
 
  

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU  
MAY BE USED AND DISCLOSED  

AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  
 

PLEASE REVIEW IT CAREFULLY. 
 

The Health Insurance Portability & Accountability Act of 1996 (“HIPAA”) is a federal program that requires that all medical 
records and other individually identifiable health information used or disclosed by us in any form, whether electronically, on 
paper, or orally, are kept properly confidential.  This Act gives you, the patient, significant new rights to understand and 
control how your health information is used.  HIPAA provides penalties for covered entities that misuse personal health 
information. 

 
As required by HIPAA, we have prepared this explanation of how we are required to maintain the privacy of your health 
information and how we may use and disclose your health information.  

 
We may use and disclose your medical records only for each of the following purposes: treatment, payment and health care 
operations. 
 
Treatment means providing, coordinating, or managing health care and related services by one or more health care 
providers. 
Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or collection activities, 
and utilization review.  An example of this would be sending a bill for your visit to your insurance company for payment. 
Health care operations include the business aspects of running our practice, such as conducting quality assessment and 
improvement activities, auditing functions, cost-management analysis, and client service. An example would be an internal 
quality assessment review. 
We may also create and distribute de-identified health information by removing all references to individually identifiable 
information. 
 
We may use or disclose protected health information to carry out treatment, payment, or health care operations in the 
following circumstances: 
 

• In emergency treatment situations. 
• If we are required by law to treat you; or 
• We may contact you to provide appointment reminders or information about treatment alternatives or other health-

related benefits and services that may be of interest you. 
 
 
Any other uses and disclosures will be made only with your written authorization. You may revoke such authorization in 
writing and we are required to honor and abide by that written request, except to the extent that we have already taken 
actions relying on your authorization. 
 
You have the following rights with respect to your protected health information, which you can exercise by presenting a 
written request to the Privacy Officer: 
 
The right to request restrictions on certain uses and disclosures of protected health information, including those related to 
disclosures to family members, other relatives, close personal friends, or any other person identified by you. We are, 
however, not required to agree to a requested restriction. If we do agree to a restriction, we must abide by it unless you agree 
in writing to remove it. 
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●The right to reasonable requests to receive confidential communications of protected health information from us by 
alternative means or at alternative locations. 

 ●The right to inspect and copy your protected health information. 
 ●The right to amend your protected health information. 
 ●The right to receive an accounting of disclosures of protected health information. 
 ●The right to obtain a paper copy of this notice from us upon request. 

 
We are required by law to maintain the privacy of your protected health information and to provide you with notice of our legal 
duties and privacy practices with respect to protected health information. 

 
This notice is effective as of April 14, 2003, and we are required to abide by the terms of the Notice of Privacy Practices 
currently in effect. We reserve the right to change the terms of our Notice of Privacy Practices and to make the new notice 
provisions effective for all protected health information that we maintain. We will post and you may request a written copy of a 
revised Notice of Privacy Practices from this office.  

 
  

You have recourse if you feel that your privacy protections have been violated. You have the right to file a formal, 
written complaint with us at the address below, or with the Department of Health & Human Services, Office of Civil Rights, 
about violations of the provisions of this notice or the policies and procedures of our office.  We will not retaliate against you 
for filing a complaint. 

 
  
  

  
Please contact us for more information: 
  
Cathy Zalusky, COO 
OB/GYN Specialists of the Palm Beaches 
1515 North Flagler Dr., Suite 920 
West Palm Beach, FL 33401 
561-655-3331 

  
For more information about HIPAA 
or to file a complaint: 
  
The U.S. Department of Health & Human Services 
Office of Civil Rights 
200 Independence Avenue, S.W. 
Washington, D.C. 20201 
(202) 619-0257 
Toll Free: 1-877-696-6775 
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Patient Acknowledgement of Receipt of the  
Notice of Privacy Practices 

 
I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I have certain rights to privacy 
regarding my protected health information.  I understand that this information can and will be used to: 

 
• Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved 

in that treatment directly and indirectly 
• Obtain payment from third-party payers 
• Conduct normal healthcare operations such as quality assessments and physician certifications 

 
By signing this document, I acknowledge that you have provided me with a copy of your Notice of Privacy Practices. The 
Notice of Privacy Practices contains a more complete description of the uses and disclosures of my health information. 
 
I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that I may 
contact this organization at any time at the address above to obtain a current copy of the Notice of Privacy Practices. 
 
I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out 
treatment, payment or health care operations.  I also understand you are not required to agree to my requested restrictions, 
but if you do agree then you are bound by such restrictions. 
 
Please initial each line and sign below to facilitate the processing of any necessary insurance forms and to acknowledge 
your understanding of our office payment procedures: 
 
_____ I authorize the release of any medical information necessary to process my insurance claims.   
 
_____ I authorize payment of medical benefits to Ob/Gyn Specialists of the Palm Beaches or Perinatal and Gynecologic 
Specialists of the Palm Beaches.  
 
RELEASE OF INFORMATION: 
 
I authorize Aesthetic Specialists of the Palm Beaches a subsidiary of Ob/Gyn Specialists of the Palm Beaches to release 
information regarding my medical condition to the following people. (Please provide us with their names, relationship and 
phone number. 
 
1) _________________________________________________________________________________________________ 
 
2) _________________________________________________________________________________________________ 
 
3) _________________________________________________________________________________________________ 
 
_____ I authorize the request for any medical records to other health care providers for records necessary to my care. 
 
May we leave the results of testing on your answering machine?   YES ________  NO _______ 
 
If yes, what telephone number? ______________________________________________ 
 
Patient Name: ____________________________________Signature: _______________________________________ 
 
Relationship to Patient: _____________________________Date: _____________ 




