Today's Date:

ORANGE COUNTY

"PLASTIC SURGERY

BP: /
Pulse:
Temp:

DEBORAH K. EKSTROM, M.D
JURIS BUNKIS, M.D, F.A.C.S

Coordinator:

Name (First, Middle, Last) :

Gender Identity: cFemale oMale oOther

Age: Birthdate:
Street Address

Height: Weight:

City, State & ZIP

Cell Phone

Email Address

May we text you?
o Yes
o No

Occupation:

May we email you?
o Yes
o No

Employer:

Insurance :

Pharmacy Address:

Responsible party:

Reason for your visit today:

Any previous surgery:

Medical Conditions for which you are being treated for:

Medications you are currently taking or

have taken in the last 6 months:

Allergies:

Number of Children:
Alcohol Use :
o Yes

o No

How did you hear of us?

o Google o Yelp
o Instagram o Tiktok
o Youtube

o Our Patient

Tobacco use: Recreational Drug Use:
o Yes o Yes

o No o No

Would you like to know more about
hormone pellet therapy?

O Yes
o No

o Not sure, please provide more information

o Other




"~ , ORANGE COUNTY

Medical History

- PLASTIC SURGERY

DEBORAH K. EKSTROM, M.D

JURIS BUNKIS, M.D, F.A.C.S

Cardiovascular:

0 High Blood Pressure

0 Heart attack

o Pacemaker

o Coronary artery disease

o Murmur / Mitral Valve Prolapse

Psychological:
0 Depression

0 Anxiety

o Claustrophobia

o Body Dysmorphia Disorder
o Psychiatric hospitalization

Ears / Nose / Throat:
o Difficulty breathing by nose

o Previous nasal injury

o Difficulty opening mouth

o History of sinus infections
o Hearing difficulty/tinnitus

o Irregular heartbeat o Drug / Alcohol Dependency oHoarseness

o Other o Other o Other
Neuromuscular: Hematology: Dermatological:

o Muscle weakness 0 Anemia 0 Excessive sweating
o Nerve damage o Blood transfusion o Acne

o Facial paralysis o Blood clots - Rosacea

o Headaches o Bleeding disorder o0 Eczema

o Seizure disorder o Stroke

oSpinal / back disorder

0 Bruise easily

o Scarring / Keloid formation
o Psoriasis

Pulmonary:

o Asthma

o Chronic cough

o Pulmonary embolism
o Shortness of breath
o Sleep apnea

o Other

Eyes:

O Dry eye

o Blurred / Double Vision
o Cornea problems

o Glaucoma

o Wears glasses / contacts
o Other

Immunologic / Infectious:

o HIV / AIDS

o Sexually transmitted disease
o Staph / Strep / MRSA

o Tuberculosis

o Autoimmune disorder

o Other

Gastrointestinal: Cancer: Endocrine:

o Colitis 0 Basal cell cancer 0 Diabetes

0 Anorexia / Bulimia o Breast cancer o Thyroid disease
0 Reflux Disease o Squamous cell cancer o Lupus

0 Stomach Ulcers o Self or Family o Other

o Other O Location:

Hepatic: Renal:

0 Hepatitis (Type: ____ ) 0 Renal failure

o Pancreatitis o Dialysis

o Cholecystitis o Other




ORANGE COUNTY
PLASTIC SURGERY

DEBORAH K. EKSTROM, M.D
JURIS BUNKIS, M.D, F.A.C.S

What additional concerns or treatments/procedures would you want to learn more about?

Please check all that apply:

Non-Surgical Skin Care
o Skin care advice

o Skin care products
o Skin tightening

o Facial injectables
o Lip Fillers

0 Eyelashes

o Brown/age spots
o Freckles

o Chemical Peels

o Blotchy Skin

Face/Neck
o Facial Rejuvenation

o Drooping eyebrows

o1 Drooping eyelids

o Bulge under lower eyelids
o Nose shape or size

o Facial or cheek fullness

o Lip fullness

o Neck Looseness

o Protruding Ears

o Sagging skin

O Breast dropping

o Nose shape or size

o Areolar size

0 Breast Implant exchange
0 Breast Implant removal
o Accessory Nipples

o Other

o Facial redness o Weak chin

o Facial veins o1 Mole Removal

o Unwanted hair o Other

o Other

Breast/Chest Body

0 Breast size or shape 0 Excess skin on abdomen
o Chest size o Excess fat

o Arm sagging

o Enlarged labia

o Buttock size or shape
o Calf size or shape

o Bicep size or shape

o Other

Authorization: | hereby authorize medical treatment of the person named above, and agree to pay all fees and
charges for treatments and services rendered. | understand that medical treatment may include review of
personal, social and medical history, discussion of the reason(s) for the visit(s), and may include photographs of
the area(s) being treated before and/or after treatment. | have read and agreed to the above.

Signature: Date:

If the patient is a minor (under 18 years of age), the responsible parent or guardian must sign above, and fill in
the information below.
Parent/Guardian Name (print):

Relationship to Patient:

*We require a copy of your government-issued photo identification for your record*



ORANGE COUNTY PLASTIC SURGERY
110 Bayside Dr, Ste 200
Corona Del Mar, CA 92625
PHONE: 949-888-9700
FAX: 949-888-9724

AB1278 Posting: The Open Payments database is a federal tool used to search

payments made by drug and device companies to physicians and teaching
hospitals. It can be found at https://openpaymentsdata.cms.gov.

For informational purposes only, a link to the federal Centers for Medicare

and Medicaid Services (CMS) Open Payments web page is provided here. The
federal Physician Payments Sunshine Act requires that detailed information
about payment and other payments of value worth over ten dollars ($10) from
manufacturers of drugs, medical devices, and biologics to physicians and
teaching hospitals be made available to the public.

PATIENT NAME DATE

SIGNATURE



NOTICE AND ACKNOWLEDGMENT
OF RECEIPT AND UNDERSTANDING

NOTICE TO PATIENTS

Medical doctors are licensed and regulated
by the Medical Board of California.

To check up on a license or
to file a complaint go to
www.mbc.ca.gov,

email: licensecheck@mbc.ca.gov,
or call (800) 633-2322.

Date Patient’'s Name (Type or Print)

Patient’s Signature

Date Patient Representative’s Name
and Relationship (Type or Print)

Patient’s Representative’s
Signature

Original to be maintained in patient’s medical records.



FEMALE HEALTH ASSESSMENT QUESTIONNAIRE

NAME: EMAIL:

biote

TODAY’S DATE: PHONE:

Please mark the appropriate box for each symptom you may be experiencing.

SYMPTOMS NONE MILD

MODERATE

SEVERE

VERY SEVERE

Physical Exhaustion (fatigue, lack of energy, stamina
or motivation)

Sleep Problems (difficulty falling asleep or sleeping

through the night)

Irritability (mood swings, feeling aggressive, angers easily)

Anxiety (feeling overwhelmed, feeling panicky, or
feeling nervous)

Decline in drive or interest (loss of “zest for life,”
feeling down or sad)

Joint-and muscular symptoms (joint pain, muscle

weakness, poor recovery after exercise)
Difficulties with memory (concentration, finding the

right word, or retaining information)

Vaginal dryness or difficulty with sexual intercourse

Sexual Problems (change in desire, activity, orgasm

and/or satisfaction)

Sweating (night sweats or increased episodes

of sweating)

Hot Flashes (burst that starts in chest and lasts

for short duration)

Hair loss, thinning or change in texture of hair

Feeling cold all the time, having cold hands or feet

Headaches or migraines (increase in frequency
or intensity)

Weight (difficulty losing weight despite diet/exercise)

Bladder problems (difficulty in urinating, increased

need to urinate, incontinence) —

Other symptoms or unique health circumstances to take into consideration:




MALE HEALTH ASSESSMENT QUESTIONNAIRE

NAME: EMAIL:

biote

TODAY’S DATE: PHONE:

Please mark the appropriate box for each symptom you may be experiencing.

SYMPTOMS NONE MILD MODERATE

SEVERE

VERY SEVERE

Physical Exhaustion (fatigue, lack of energy, stamina
or motivation)

Sleep Problems (difficulty falling asleep or sleeping
through the night)

Irritability (mood swings, feeling aggressive, angers easily)

Anxiety (feeling overwhelmed, feeling panicky, or
feeling nervous)

Decline in drive or interest (loss of “zest for life,”

feeling down or sad)
Joint and muscular symptoms (poor recovery

after workout, inability to add muscle, joint pain,
muscle weakness)
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word, or retaining information) |:|
Sexual Desire or Performance (reduced or diminished) | |:|
Erectile changes (weaker erections, loss of

morning erections)

Ejaculations (infrequent or absent)

Sweating (night sweats or increased episodes |

of sweating)

Hair loss, rapid or thinning D |
Feeling cold all the time, having cold hands or feet I:I

Headaches or migraines (increase in frequency
or intensity) —

Weight (difficulty losing weight despite diet/exercise)

Bladder problems (difficulty in urinating, increased
need to urinate)

Other symptoms or unique health circumstances to take into consideration:




