
Cosmetic Patient Information	 Drug Allergies ______________________________

Today’s Date _________________	  Referring Doctor___________________________________________________
	 	 	 	 	
Patient’s Name__________________________________________________________________________  Sex ______
	 	 Last	 	 	 First	 	 	 Middle 
Address___________________________________________________________________________________________
	 	 Street/P.O. Box	 	 	 City	 	 	 State	 	 Zip Code

Date of Birth ___________________ 	            Age__________	            Marital Status:     S       M       W       D

Social Security# __________-_______-___________	 Home Phone# (______)______________________

Occupation_____________________________________________	Work Phone#   (______)______________________

Employer Name_________________________________________	Cell Phone#     (______)_______________________

Email Address______________________________________________________________________________________

EMERGENCY CONTACT

Name:______________________________________________________	 Relationship to Patient______________

Address_________________________________________________________________________________________
	         Street/P.O. Box	 	 	 City	 	 	 State	 	 Zip Code

Home Phone# (_____) _________________________	 Work Phone# (_____) ____________________________

INSURANCE INFORMATION

Insurance Plan ______________________________________________        Policy/ID #__________________________

Group #______________________________________	 Policyholder:    Self       Spouse      Parent       Grandparent

Policyholder’s Name_______________________________________________      S.S. #_______-______-___________

Policyholder’s Employer______________________________________________________________________________

IF NO INSURANCE, PERSON RESPONSIBLE FOR BILL

Name:____________________________________________________	 Relationship to Patient ____________________

Address___________________________________________________________________________________________
	         Street/P.O. Box	 	 	 City	 	 	 State	 	 Zip Code

Home Phone# (_____) __________________________	Work Phone# (_____) ________________________________

SIGNATURE	
Payment is required at the time services are rendered.  
I request and authorize that payment of authorized Medicare/ Insurance benefits be made to the physician Vivian W. Bucay, M.D. for any 
services furnished to me.
I also authorize release of any medical information necessary to obtain payment of insurance benefits. I understand that I am financially 
responsible for any balance not covered by my insurance and that a copy of this signature is as valid as an original.  If my account be-
comes uncollectible, I understand that SARMA, a collection agency, will be given my account and I will be responsible for the 
35% charge for the collection agency fees in addition to my overdue balance.

Signature: ________________________________________________	 Date: _______________



INITIAL VISIT QUESTIONNAIRE

Patient’s Name _________________________________________________Date______________________	

Medication patient is allergic to (if any) _________________________________________________________

PLEASE CIRCLE ALL OF THE APPROPRIATE ANSWERS.  IF YES IS ANSWERED FOR FAMILY, PLEASE 
LIST RELATIONSHIP TO THE PATIENT OUT TO THE SIDE.

Have you and/or any family member ever been treated for any of the following:

	 Patient	 Family		  Patient	 Family
High Blood Pressure	 Yes	 Yes	 Neurological Problems	 Yes	 Yes
Heart Disease	 Yes	 Yes	 Arthritis	 Yes	 Yes
Kidney Disease	 Yes	 Yes	 Diabetes	 Yes 	 Yes
Lung Disease	 Yes 	 Yes	 Cancer	 Yes	 Yes
Tuberculosis	 Yes	 Yes	 Thyroid Problems	 Yes 	 Yes
Stomach Problems	 Yes 	 Yes	 Gynecological Problems	 Yes	 Yes
Bowel Problems	 Yes	 Yes	 Prostate Problems	 Yes	 Yes
Melanoma	 Yes	 Yes  

Have you ever been given X-ray or Grenz ray treatments to your skin? (If yes, please list areas treated)
________________________________________________________________________________________
________________________________________________________________________________________

Do you or anyone in your family have at present of have had in the past the following:

	 Patient	 Family		  Patient	 Family
Asthma	 Yes	 Yes	 Psoriasis	 Yes	 Yes
Hay Fever	 Yes	 Yes	 Keloids	 Yes	 Yes
Hives	 Yes	 Yes	 Eczema	 Yes	 Yes 
Diabetes	 Yes	 Yes	 Melanoma	 Yes 	 Yes

Current medications patient is taking (if any):
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

Past Surgeries:
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
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Name: __________________________________________________________________________________

Birth Date:  ____ /____ /____        Age: ______                   Sex:  M / F               Pregnant: Yes ____No ____  

How did you hear about Vivian W. Bucay, M.D.? _________________________________________________

Please put a check mark next to the procedures about which you would like to receive more 
information:

New Patient Information

Facial Therapies                                          
___ Botox / Dysport
___ Fillers
___ Wrinkles and Sun     
       Damage    
___ Facial Contouring
___ Chemical Peels
___ Skin Care

Laser Treatments                    
___ Hair Removal      
___ Brown Spots
___ Facial Redness 
___ Spider Veins/Leg Veins
___ Broken Capillaries
___ Shaving bumps/ingrown hair

Body Treatments
___Cellulite
___Peels
___Weight loss	

Please put a “P” next to any past medical conditions or a “C” next to current medical conditions.

Medical History:
___ Lupus or other auto-immune deficiency
___ Pregnant
___ Bleeding abnormalities
___ Treatment with Accutane® in the last 6 months
___ Kelloid or very thick scarring
___ Psoriasis or Vitiligo
___ Pulmonary embolism/blood clot
___ Leg ulcer or Phlebitis
___ Bleeding abnormalities
___ Treatment with Accutane in the last 6 months
___ Kelloid or thick scarring
___ Psoriasis or Vitaligo
___ Pulmonary embolisim/ blood clot
___ Leg  ulcer or Phlebitis

___ Blood thinning medication
___ Rheumatoid Arthritis “Gold” Therapy
___ Dark spots after pregnancy, skin injury
___ HIV
___ Hepatitis
___ Waxing/Plucking/Electrolysis within last 6 weeks
___ Hirsutism
___ Transplant Anti-Rejection Drugs
___ Chemical Peels, Dermabrasion, Laser Resurfacing
       Or Face lift
___ Herpes simplex or fever blisters
___ Diabetes
___ Epilepsy
___ Scars that turn white then brown

List all medications and supplements: _________________________________________________________
________________________________________________________________________________________

List current skin care products: _______________________________________________________________
________________________________________________________________________________________



Aesthetic Patient Self-assessment
 
Please complete this questionnaire to help us better understand your history, preferences, and 
concerns with respect to aesthetic treatments and procedures. Your responses will help us identify 
and recommend the most appropriate treatments and procedures for you.

Contact Information

 Name:  _______________________________________________________

 Address:  ______________________________________________________

 City:  ________________________  State: _________  ZIP: ____________

 Home phone: ___________________ Mobile phone: __________________

 Work phone:  __________________________________________________

 Email address:  _________________________________________________

 Please indicate your preferred method of contact:  ____________________

1. What is the main reason you came in for this consultation?

 ____________________________________________________________________________ 
 ____________________________________________________________________________

2. What aesthetic treatments and procedures, if any, have you had in the past?

 ____________________________________________________________________________ 
 ____________________________________________________________________________

3.  If you have previously had any aesthetic treatments or procedures, were you pleased  
with the outcome?

	 ∙ Yes  ∙ No
  
 If no, in what way were you dissatisfied?
 ______________________________________________________________________________ 
 ______________________________________________________________________________

4.  Do you have any concerns about aesthetic treatments or procedures?

	 ∙ Yes  ∙ No
  
 If yes, please identify your concerns:
 ______________________________________________________________________________ 
 ______________________________________________________________________________

5. Please indicate your opinion on the following statement:

  I would prefer correcting my facial wrinkles and lines with a product that does not contain 
animal-derived ingredients. Please check your response.

	 ∙ Yes  ∙ No  ∙ Not sure, I would like to discuss



 ∙ AHA and glycolic peels

 ∙ Skin rejuvenation

 ∙ Topical wrinkle treatments

 ∙ Microdermabrasion

 ∙ Dermal fillers

 ∙ Botulinum toxin type A

 ∙ Acne treatment

 ∙ Chemical peels

 ∙ Laser resurfacing

 ∙ Laser treatments

 ∙ Mineral makeup

 ∙ Professional skin-care products

 ∙ Tummy tuck

 ∙ Birthmark correction

 ∙ Liver spot/Age spot correction

 ∙ Sunscreen advice

 ∙ Facial plastic surgery

 ∙ Breast enhancement

 ∙ Leg vein correction or removal

 ∙ Hair removal

 ∙ Facial vein correction or removal

 ∙ Nose reshaping

 ∙ Liposuction/Body contouring

 ∙ Permanent cosmetics

 ∙ Facial implants

 

Aesthetic Products, Treatments, and Procedures
 
Please let us know which of the following aesthetic products, treatments, and procedures  
interest you. Please check all that apply.

 ∙ Other (please specify):  _________________________________________________________

  _________________________________________________________



Facial Anatomic Representation
 
With respect to facial aesthetics, please highlight those areas of the face that bother or 
trouble you. In the boxes provided, please rate these areas on a scale of 1 to 5 (1 being 
least bothersome, 5 being most bothersome). Feel free to draw on the chart to identify  
any other facial concerns.

Thank you for completing this questionnaire. 

Freckles and  
pigmentation

Vertical lip lines 
(smokers’ lines)

Larger pores, poor skin 
texture, & fine lines

Blood vessels

Scarring

Marionette lines 
(Mouth-to-chin lines)

Oral commissures 
(Corner-of-the- 
mouth lines)

Nasolabial folds 
(Nose-to-mouth lines)

Dark circles

Crow’s feet

Frown linesForehead

Form courtesy of Medicis Aesthetics Inc. 
AES 10-073  01/31/12



NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

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 payors such as Medicare and private insurances.
	 	 Conduct normal healthcare operations such as quality assessments and physician certifications.

I have received, read and understood your Notice of Privacy Practices containing a more complete description 
of the uses and disclosures of my health information. I understand that this Office has the right to change its 
Notice of Privacy Practices from time to time and that I may contact the Office at any time at the address below 
to obtain a current copy of the Notice.

I understand that I may request in writing that you restrict how my private information is used and 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 to abide by such restrictions.

Patient Name: ______________________________________________________

Signature: _________________________________________________________

Date: ____________________________

OFFICE USE ONLY
I attempted to obtain the patient’s signature in acknowledgement of this Notice of Privacy Practices, 
but was unable to do so as documented below:

	 Date:	 Initials:	 Reason:						    
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	 As a courtesy, our staff will be reminding you of appointments 24 to 48 hours in advance. Please remember 
that it is your responsibility to keep your appointment whether or not you receive a reminder phone call.   We 
request that you call our office and confirm your appointment if a message was left for you. Due to the increasing 
demand for medical appointments, a $50.00 fee will be billed to those patients who fail to keep their appointment 
without calling to cancel. Cosmetic patients who fail to show up for their appointment will be billed a minimum of 
$100, the actual depending on the treatment booked.
We realize that there may be unforeseen circumstances that may prevent you from keeping your appointment. 
Please notify our office or if you call after 5 PM or before 8 AM, dial (210) 692-3000, press 0 when you hear the 
message and leave a message with our 24 hour answering service if you will be unable to keep your appointment.
We appreciate your confidence and value our relationship with you. Thank you for your understanding.

INITIALS_________ FINANCIAL RESPONSIBILITY: I agree to be responsible for 100% of non-covered services 
as determined by my insurance company. I will be responsible for any fees associated with the 
collection of my account including fees charged by a collection agency. 

INITIALS_________Non Sufficient Funds: I agree to full responsibility for any check returned for insufficient 
funds, including any and all fees and penalties associated with the transaction.

Signature: ________________________________________________ Date: _______________________


