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       CHRISTOPHER J. SALGADO, M.D.
PLASTIC, RECONSTRUCTIVE, AESTHETIC AND TRANSGENDER SURGERY
1330 Coral Way, Suite 306, MIAMI, FL  33145 Ph: (786) 627-4601 Fax: (844) 269-6895
assistant@constructivesurgery.org

PATIENT REGISTRATION
(Please provide the healthcare administrative staff with your picture I.D. and insurance information for photocopies to be made)

Name: ____________________________________________________________
Preferred Name: ______________________________________________________
Date of Birth: ________________________________________________________ 
Social Security Number: _________________________________________________
[bookmark: _GoBack]Address: ___________________________________________________________
__________________________________________________________________
Phone numbers: ______________________________________________________
Email: _____________________________________________________________
Instagram: __________________________________________________________
Gender identity: ______________________________________________________
Emergency Contact:   Name ______________________________________________
                                        Relationship: _________________________________________
                                        Phone Number________________________________________
Preferred Language: ___________________________________________________
Ethnicity:        ☐ White/Caucasian
	         ☐ Black/ African American
	         ☐ Native American
	         ☐ Asian
	        ☐ Pacific Islander
                         ☐ Other: __________________________________________________
Insurance type and member numbers: _______________________________________
Reason for your visit today: ______________________________________________
Past Medical History: __________________________________________________
__________________________________________________________________
Past Surgical History:  __________________________________________________
__________________________________________________________________
Medications:  ________________________________________________________
__________________________________________________________________
Allergies: ___________________________________________________________
Tobacco / Alcohol / Drug use:  ____________________________________________
Family Medical History: _________________________________________________

Review of Systems (please check all medical conditions that apply):
__  Skin abnormalities 				__  Autoimmune abnormalities
__  Neurologic abnormalities				__  Gastrointestinal abnormalities 
__  Pulmonary abnormalities				__  Endocrine abnormalities
__  Kidney abnormalities				__  Urologic / Genital abnormalities
__  Heart abnormalities				__  Ear / Nose / Throat abnormalities
__  Musculoskeletal abnormalities			__ Eye abnormalities 

Any other issues you would like to bring up?  __________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
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