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Aesthetic Interest Questionnaire

Patient Name: Date:

What is your reason for visiting today: 

What additional services would you like to learn about?

Please check all that apply:

Scar Revision Mole Removal

Facial Veins Breast Size

Facial Redness Smile Enhancement & Teeth Whitening

Blotchy Skin Abdominal Area

Brown Spots / Age Spots / Freckles Hips

Drooping Brow  Legs

Drooping Eyelids Facial Contouring

Nose Size or Shape Body Contouring

Facial Fullness / drooping  Unwanted Hair

Non-Surgical Face Lift 

BOTOX® Cosmetic

Injectable Fillers

Latisse®

Skin Care 

Facial Fine Lines / Wrinkles 

Hand Rejuvenation

Chemical / V Peel 

Laser Services  

Skin Therapy Hairline Lowering Permanent Make Up / Medical Tattooing

       Plasma Rich Protein Therapy Hair Transplant Other

 Microneedling Eyebrow Transplant

Patient Signature Date
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Patient Registration Form

Last Name:    First Name:    MI:   DOB:    

Address Street:    City   State:   Zip:

Home Phone:    Cell:    Work:

Email:

If we are unable to reach you via phone, may we leave a voicemail?

Home:  Yes No  Cell:  Yes No  Work:  Yes No

May we communicate with you via e-mail?  Yes No  Regular Mail:   Yes No

Marital Status

  Single     Married   Domestic Partner          Divorced                    Widower

Soc.Sec.# - -  Age:

Occupant:    Employer:

How were you referred?

Social Media?  Instagram  Facebook  Snapchat  Google Search

EMERGENCY CONTACT

Last Name:    First Name:    MI:   DOB:    

Address Street:    City:   State:   Zip:

Home Phone:    Cell:    Work:

Email:

Patient Signature        Date

Kindly provide a copy of your photo ID for our records. Thank you.
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History And Physical

Last Name:              First Name:              MI:          DOB:           Age:
Social
Sex:  M F  Married:  Y N Occupation:
Habits
Smoke:  Y N Amt:    Coffee/Tea/Cola:  Y N
Alcohol:  Y N Amt:    Daily Exercise:  Y N
Medications: List dose or number of pills per day.
Prescription Drugs      Non- Prescription (Vitamins, herbs, etc.)

Regular Aspirin Use   Y N Dosage & Frequency
Nsaid (Acivil, Morfin, Ibuprofen)  Y N Dosage & Frequency
Cortizone Injections (Past Year)  Y N Date(s) & Injections Site
Drug Allergy     Y N Type or Reaction
Latex Allergy    Y N Tape Allergy

Family History: Have any blood relatives ever had the following conditions?
Abnormal Bleeding Y N Asthma    Y N Kidney Disease  Y N
Abnormal Clotting Y N Diabetes   Y N Tuberculosis  Y N
Anesthesia Problems Y N Heart Attack    Y N Other Serious Illness Y N
Cancer   Y N Hypertension   Y N
Please describe questions with a “Yes” Answer.

Personal History: Have you ever had the following conditions?
Abnormal Bleeding Y N Asthma    Y N Hypertension   Y N
Abnormal Clotting Y N Diabetes   Y N Sleep Apnea   Y N
Acid Regurgitation Y N Heart Attack    Y N Snoring    Y N
Anemia   Y N Fainting Spell   Y N Weight Change (Past 12 Months)  Y          N
Angina   Y N Hepatitis   Y N History of Herpes Y           N
Please describe questions with a “Yes” Answer.

Have you ever received a transfusions?   Y N Year:
Have you been tested for HIV?    Y N Year:  Result:  Positive  Negative
Contact Lenses:      Y    N      Eye Glasses:        Y         N    Hearing Aid:    Y        N Dentures: Y N

Surgical History
Year:   Type of Procedure:

Have you Had: Local Anesthesia:       Y    N General Anesthesia:         Y         N    Spinal / Epidural:       Y         N
List any complications / Reactions you experienced to any / all anesthesia.

Patient Signature        Date
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This policy must be read and signed prior to seeing Dr. Jason Champagne. This policy is subject to change at any time. Should 
you have any questions or concerns, please feel free to discuss them with the staff.

PAYMENT IS DUE AT TIME OF SERVICE
We accept Cash, Visa, MasterCard, Discover, American Express, and Care Credit. We only accept checks for deposits and payments 
towards surgery. Your initial consultation fee is non-refundable and will be applied towards any in office procedures such as 
botox, filler, laser treatments or surgery.  Please note this does not include product sales.

In order to schedule and reserve your surgery date, a non-refundable $2,500.00 deposit is required and also applied to your 
surgery fees. The balance and full amount is due three weeks prior to your scheduled surgery date.                         (initials).
Payments made by credit card or wire transfer are not charged additional bank fees; however, in the event of a credit/refund 
transaction, 5% of each and any transaction originally paid by credit card or wire transfer will be assessed and withheld from 
the total refund for bank processing fees. For example, a $100 refund originally paid by a credit card or wire transfer will be 
paid $95 in total.

CANCELLATION POLICY
Should you need to cancel your surgery for any reason without rescheduling less than two weeks prior to your surgery date, 
50% of your total surgical fee will be non-refundable. If cancellation is made more than two weeks prior to your surgery date, 
the full amount will be refunded less the $2,500.00 deposit. The original $2,500.00 deposit will be applied toward a new 
surgery date if rescheduled within four months of the original date; otherwise a new deposit will be required. If cancellation 
is made 48 hours or less prior to your surgery date, the total surgery fee paid will be non-refundable.

In the uncommon circumstance that you need a return to the operating room following your surgery for any reason, you will 
be responsible for additional operating room and anesthesia fees.

I UNDERSTAND AND AGREE TO THIS FINANCIAL POLICY.

Patient Signature        Date
                                                          Patient or Responsible Party

Print Name:

PATIENTS FINANCIAL POLICY
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We recognize that our patients are concerned about the confidentiality surrounding their decision to have plastic surgery. This 
notice describes how the personal and medical information that we collect may be used.  Please review it carefully.  If you have 
any questions, please do not hesitate to speak with our Office Manager.

Our Commitment to Your Privacy
Dr. Jason P. Champagne and his staff believe that your personal and medical information should remain confidential and it is 
our pledge that we will safeguard the information that we collect to the best of our abilities. We are required by law to main-
tain the confidentiality of your health information. Our team uses your records to provide you treatment and we realize that 
these laws are complicated, so we provide you with the following important information.

The Types of Information That We Collect
To provide you with the best medical care, we ask that you share your medical history. This information generally consists of 
your health status and history including: any allergies, current medications, previous surgeries, and so on.

Additionally, when you discuss the reasons and goals of your visit, Dr. Champagne often records this into your medical chart. 
Often there are photographs before and after to assist Dr. Champagne in planning surgery and monitoring your care. Personal 
information that is shared with us like your name, address, phone numbers. e-mail, social security, credit card numbers, etc. 
will be kept confidential.

Use and Disclosure of Your Health Information in Special Circumstances

We will only disclose your health information in special circumstances such as:
• To public health authorities or health oversight agencies that are authorized by law to collect the information.
• If required to do so by law enforcement, or in response to a custodial, court, military, veteran, or administrative order.
• When necessary to reduce or prevent a serious threat to your health or safety or the health and safety of another  
     individual or the public.
• Obligated to report it to an appropriate person or agency.
• To federal officials for intelligence and national security activities authorized by law. 
• As required to collect payment.
• For Workers Compensation and/or similar programs.

NOTICE OF PRIVACY AND CONFIDENTIALITY PRACTICES

Page I of 3
Notice of Privacy and Confidentiality Practices
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You can request that our practice communicate with you about your health and related issues in a particular manner or 
at a certain location. For instance, you may ask that we contact you at home, rather than work, where we can leave private 
messages, or a preferred communications method.  We will accommodate all reasonable requests.
Communication via text or email has greatly enhanced and expanded the doctor-patient relationship. Although our medical 
practice makes every effort to ensure that the privacy of your medical records and information by using state-of-the-art encrypted 
communication tools, no method is completely secure and unfortunately these communications can be potentially “hacked”.

By signing the notice below, you agree with this mode of communication with our practice and waive any claims you may 
have against our office, its personnel or myself, in the event of a privacy violation that is not the result of negligence by any 
employee of our practice.

You can request a restriction in our use or disclosure of your health information for treatment, payment, or health care 
operations.  Additionally, you have the right to request that we restrict our disclosure of your health information to only certain 
individuals involved in your care or the payment for your care, such as family members and friends. We are not required to 
agree to your request; however if we do agree, we are bound by our agreement except when otherwise required by law, in 
emergencies, or when the information is necessary to treat you.

You have the right to inspect and obtain a copy of the health information that may be used to make decisions about you, 
including patient medical record and billing records, although not psychotherapy notes, if any. You must submit your request 
in writing to

Jason P. Champagne, MD., Inc.
9400 Brighton Way, Penthouse Suite
Beverly Hills, California 90210
ATTENTION: OFFICE MANAGER

Please note that this request may require a small service fee.

You may ask to amend your health information if you believe it is incorrect or incomplete as long as the information is 
kept by, or for, our practice. To request an amendment, your request must be made in writing and submitted to: Jason P. 
Champagne, M.D., Inc., 9400 Brighton Way, Penthouse Suite, Beverly Hills, California 90210.

In addition, you must provide us with a reason that supports your request for an amendment.

Our practice will obtain your written authorization for patient uses and disclosures that are not identified by this notice or 
permitted by applicable law.

You are entitled to receive a copy of this NOTICE OF PRIVACY AND CONFIDENTIALITY PRACTICES. You may ask us to give you 
a copy of this notice at any time. To obtain a copy of this notice, please contact our office manager.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
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If you believe your privacy rights have been violated, you may file a complaint with our practice or with the Secretary of the 
Department of Health and Human Services. To file a complaint with our practice, contact: Jason P. Champagne, M.D., Inc., 9400 
Brighton Way, Penthouse Suite, Beverly Hills, California 90210, (310) 859-9816.

All complaints must be submitted in writing. You will not be penalized for filing a complaint. 

Acknowledgment and Agreement

By signing this agreement below, I acknowledge that I have read the forgoing, and that I understand the terms and conditions 
set forth herein and agree to them.

I further understand, acknowledge, and agree that in the event I denigrate or criticize Dr. Champagne or his practice, online or 
in any public forum, I hereby unconditionally authorize Dr. Champagne to make specific reference in his response to my state-
ments to the medical care Dr. Champagne provided to me and I waive any Health Insurance Portability and Accountability Act 
(“HIPAA”) protections or any other protections or defenses that I would otherwise have for the privacy of my medical records. 
The meaning and implications of this paragraph, my authorization, and my waiver of HIPAA protections has been separately 
and specifically explained to me by Dr. Champagne and/or the members of his professional office staff.

If you have any questions regarding this notice or our health information privacy policies, please contact our Office Manager 
to discuss further.

I hereby acknowledge that I understand and agree to Dr. Champagne’s NOTICE OF PRIVACY
AND CONFIDENTIALITY PRACTICES, have been presented with a copy of the notice, and that all of my questions have been 
answered to my satisfaction.

Patient Signature        Date

Name of Patient

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
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