Robert J. Knowling, M.D., F.A.C.S
Plastic and Reconstructive Surgery
Certified, American Board of Plastic Surgery
Patient’s Name
S
Street Address

City and State

Email Address

Occupation (Indicate if student)

Employer’s Street Address

Age

❒ Yes

F

Phone
Mobile Phone Number

❒ No

How Long
Employed?

Phone

City and State

Social Security Number

Sex
M

Zip

May We Contact You Via Email
Regarding Events At Our Office?

Patient’s Employer

Zip

Drivers License Number

Spouse’s Name
Spouse’s Occupation

Date Of Birth
Martial Status
M W Div Sep

Spouse’s Date of Birth
Spouse’s Employer

Spouse’s Work Phone
Spouse’s Employer’s Address

Reason For Visit
Who Referred You?

Emergency Contact (Other than spouse)

Emergency Contact’s Phone

If The Patient Is A Minor Or Student
Mother’s Name

Street Address, City, State and Zip Code

Employer’s Name

Occupation

Employer’s Street Address

Home Phone
How Long
Employed?

City and State

Father’s Name

Street Address, City, State and Zip Code

Employer’s Name

Occupation

Employer’s Street Address

Business Phone
Zip
Home Phone

How Long
Employed?
City and State

Business Phone
Zip

Insurance Information
Company Name

Company Address

Name of Policyholder

Date of Birth of Primary Cardholder Policy Number

Effective Date of Policy

If Group, Company

In order to control our cost of billing, we request that office visits be paid at the time service is rendered.
I, the undersigned, hereby authorize any insurance company, organization, employer, hospital, physician, or pharmacist to release any
information requested with respect to any physical or mental condition and/or treatment of me. I authorize payment of all medical and
surgical benefits directly to Robert J. Knowling, M.D. I realize that all charges incurred by me or my dependents are my financial
responsibility and all court fees, attorney’s fees or other fees necessary to collect this amount are payable by me.

Patient or Responsible Party

Date

V 1.2

ROBERT J. KNOWLING, M.D., P.C.
PATIENT CONSENT FOR USE AND DISCLOSURE
OF PROTECTED HEALTH INFORMATION
I hereby give my consent for Robert J. Knowling, M.D., P.C. to use and disclose protected health
information (PH) about me to carry out treatment, payment and healthcare operations (TPO). (The Notice
of Privacy Practices provides a more complete description of such uses and disclosures.)
I have the right to review the Notice of Privacy Practices prior to signing this consent. Robert J. Knowling,
M.D., P.C. reserves the right to revise its Notice of Privacy Practices at anytime. A revised Notice of
Privacy Practices may be obtained by forwarding a written request to Robert J. Knowling, M.D., P.C.
Privacy Official at 4011 Balmoral Drive Huntsville, AL 35801.
With this consent, Robert J. Knowling, M.D., P.C. may call my home or other alternative location and
leave a message or voice mail or in person in reference to any items that assist the practice in carrying out
TPO, such as appointment reminds, insurance items and any calls pertaining to my clinical care, including
laboratory results among others.
With this consent, Robert J. Knowling, M.D., P.C. may mail to my home or other alternate locations any
items that assist the practice in carrying out TPO, such as appointment reminder cards and patient
statements as long as they are marked Personal and Confidential .
With this consent, Robert J. Knowling, M.D., P.C. may e-mail to my home or other alternative location any
items that assist the practice in carrying out TPO, such as appointment reminder cards and patient
statements. I have the right to request that Robert J. Knowling, M.D., P.C. restrict how it uses or discloses
my PHI to carry out TPO. However, the practice is not required to agree to my requested restrictions, but if
it does, it is bound by this agreement. By signing this form, I am consenting to Robert J. Knowling, M.D.,
P.C. use and disclosure of my PHI to carry out TPO.
I may revoke my consent in writing except to the extent that the practice has already my disclosures in
reliance upon my prior consent. If I do not sign this consent, or later revoke it, Robert J. Knowling, M.D.,
P.C. may decline to provide treatment to me
_______________________________________
Signature of Patient or Legal Guardian

_______________________________________
Print Name of Patient or Legal Guardian

_______________________________________
Patient’s Name

_______________________________________
Witness

Please list family, friends, or any person we may release medical information to other than your referring
doctor. Please list full names of the person/people and relationship so we may assist you in a timely
manner.
Names
_______________________________________
_______________________________________
_______________________________________
_______________________________________

Relationship:
_______________________________________
_______________________________________
_______________________________________
_______________________________________

AUTHORIZATION TO RELEASE MEDICAL
INFORMATION
I, _____________________________________________, hereby request that Robert J.
Knowling, M.D., provide to _________________________________________________
(Doctor’s Name and Complete Address)
________________________________________________________________________
any information including diagnosis, treatment, prognosis, and records, as well as other
data pertinent to his treatment of me from _________ to __________.
(Date)
(Date)
Signed: _________________________________
Witness: ________________________________
Date: ___________________________________
________________________________________________________________________
AUTHORIZATION TO RELEASE MEDICAL
INFORMATION
I, _____________________________________________, hereby request that
________________________________________________________________________
(Doctor’s Name and Complete Address)
provide to Robert J. Knowling, M.D., any information, including diagnosis, treatment,
prognosis, and records, as well as other data pertinent to his treatment of me
from _________ to __________.
(Date)
(Date)
Pre and post-operative photographs, as pertain to the treatment in question, may be
copied and released to Dr. Knowling as well: _____Yes ___No
Signed: __________________________________
Witness: _________________________________
Date: ___________________________________

Smoking, second-hand smoke exposure, nicotine products (patch, gum, nasal spray)

Patients, who are currently smoking, use tobacco products, or nicotine products (patch,
gum, or nasal spray) are at a greater risk for significant surgical complications.
Individuals exposed to second-hand smoke are also at potential risk for similar
complications attributable to this exposure. Additionally, smoking may have a significant
negative effect on anesthesia and recovery from anesthesia. Individuals who are not
exposed to tobacco smoke or nicotine-containing products have a significantly lower risk
of this type of complication. I understand that if my history is that of having smoked
and/or continuing to smoke, the degree of improvement achievable with any procedure
and the extent to which the procedure may be undertaken may be affected. Specifically, a
more conservative approach with less expected change may, at the surgeons option, be
undertaken in order to lessen the risks of the procedure (some of which are afforded by
ongoing smoking and/or a history of smoking). The surgeon will decide if the procedure
falls within the scope of acceptable risk, taking the patients medical/surgical history and
smoking history (both prior and current) into account.
______I am a non-smoker and do not use nicotine products. I understand the risks
associated with exposure to second-hand smoke. I agree to abstinence from smoking, use
of tobacco or nicotine products and second hand smoke exposure for a four week period
pre-operatively and four week period post-operatively
______I am a smoker or use tobacco/nicotine products. I understand the risk of
surgical complications related to prior and/or ongoing smoking or use of nicotine
products. I understand the potential limitation on the ultimate result/degree of
improvement afforded by my smoking history and/or ongoing smoking. I agree to
abstinence from smoking, use of tobacco or nicotine products and second hand smoke
exposure for a four week period pre-operatively and a four week period post-operatively.
Patient signature: _____________________________ Date:______________
Witness: __________________________________________

