
UTAH EYELID AND FACIAL PLASTIC SURGERY
Matheson A. Harris, MD - Douglas P. Marx, MD

4400 S 700 E, SUITE 130, SLC, UT 84107 -  (801)264-4420

PLEASE COMPLETE AND SIGN ENTIRE FORM  

Name ___________________________________________________ Preferred Name _________________________________  

Date of Birth ___________________________   Age _______    Gender _______    Soc Security # __________________________  

Address_________________________________________  City/State/Zip ___________________________________________  

Phone:  Cell# _______________________  Hm# ________________________  Wk# ___________________________________  

Preferred method of contact:   Cell___     Home___      Work___     Email address _____________________________________  

Occupa on ______________________________________ Employer ____________________________________________  

Marital Status:      Single ___        Married ___         Domes c Partnership ____             Widowed ____                  Divorced _____  

Spouses Name ________________________________________  Cell # ____________________________________________  

Whom shall we no fy in case of emergency? ________________________________________ Rela onship ______________  

Address __________________________Cell# ______________________ Hm# ____________________ Wk# _____________  

Preferred Pharmacy:______________________________________Pharmacy Loca on:________________________________ 

COMPLETE IF PATIENT IS UNDER 18 YEARS OLD  

Father _______________________________________________ Date of Birth ______________________________________ Employer 

__________________________________ Cell#  ______________________ Wk# ____________________________  

Mother _______________________________________________ Date of Birth _____________________________________ Employer 

__________________________________ Cell#  ______________________ Wk# ___________________________  

REFERRAL SOURCE (PLEASE COMPLETE ALL THAT APPLY)  

Friend/Rela ve/Doctor Name ___________________________________________ Doctor Loca on ____________________  

Website ____      Insurance ____             Aesthe cian/Hair Stylist Name ____________________________________________ 

INSURANCE INFORMATION   

Primary Medical Insurance __________________________________________ Member ID# ___________________________  

Secondary Medical Insurance ________________________________________ Member ID# ___________________________  

With whom can we share your medical information?_____________________________ Relationship to you: __________________ 

Phone # of your medical contact: ____________________________

SIGNED __________________________________________________________________ DATE _________________________________ 



Date: 

Name: 

Medica ons 
(Please also include over the counter medica ons and supplements)

Allergies to Medica ons 

Past Surgeries



Utah Eyelid and Facial Plastic Surgery Photo/Video Release 

Patient Name (print)________________________________________________ DOB______________________ 

I irrevocably consent to publication and/or distribution of photographs/videos taken 
of me by Dr. Douglas Marx, Dr. Matheson Harris, Utah Eyelid and Facial Plastic 
Surgery, and/or its af iliates or associates.  Without further approval, the 
photographs/videos may be released for publication in medical journals or text 
books, they be shown to other patients in the practice, they may be displayed on the 
company website, displayed on non-company websites, and/or they may be 
distributed electronically via any social media including YouTube, Facebook, 
Instagram and/or Twitter.  I understand that in most circumstances the 
photographs/videos will portray features, which may make my identity recognizable. 

I release and discharge the Utah Eyelid and Facial Plastic Surgery, Dr. Douglas P. 
Marx, Dr. Matheson A. Harris and Dr. Harris and Dr. Marx's af iliates and associates 
from all rights that I may have in the photographs/videos and from any claim that I 
may have relating to such use in publication, including any claim for payment in 
connection with distribution or publication of the photographs/videos. 

*** I voluntarily grant this request and certify that I have read 
the above authorization to allow my photos/videos to be 
published and/or distributed. 

Patient Signature_________________________________________________  Date_______________________ 

(Please sign on only one of the two lines on this page) 

*** I do not want my photos/videos used for anything except 
my 
medical care.  I understand that choosing this option is my right 
and will in no way affect my medical treatment. 

Patient Signature_________________________________________________  Date_______________________ 



Utah Eyelid and Facial Plastic Surgery 
PAYMENT AND BILLING POLICY  
We are committed to providing you with the best service possible.  If you have medical insurance, we are anxious to help you receive 
your maximum allowable benefits.  In order to do this, we need your assistance and your understanding of our payment policy. It is 
the patient's responsibility to ensure we are in network on their insurance plan. There are hundreds of plans and they frequently 
change. You can call the number on the back of your insurance card to verify this.

Payment for medical care is due at the time the services are rendered unless payment arrangements have been approved in advance 
by our staff. 

INSURANCE BILLING Co-payments are due at the time of the office visit. We will be happy to submit claims to your insurance if you 
have provided us with the necessary insurance information.  We require a copy of your insurance card that lists the name of the 
insurance company, address, telephone number, and policy/group numbers. It is your responsibility to bring a current referral from 
your primary care physician or a completed claim form for each visit if this is required by your insurance. 

While the filing of insurance claims is a courtesy we extend to our patients, all charges are your responsibility.  Regardless of what 
your insurance pays, your account is due in full within 90 days.  Balances over 60 days are subject to a 1 ½ % per month finance 
charge. 

MEDICAID INSURANCE  
It is important that you bring your current Medicaid card to every office visit.  It is also your responsibility to bring your current referral 
form from your primary care physician if required. 

NON-INSURED OR SELF-PAY Payment is due in full at the time of the office visit.  

Non-emergency procedures require 100% payment prior to surgery or an agreement to pay by payment plan. Cosmetic surgeries are 
required to be paid in full prior to surgery.  A $100 cosmetic consult fee is due at the time of the initial office visit and will be applied to 
future cosmetic surgery if performed within 1 year.  If you do not have insurance or if your insurance does not cover the proposed 
surgery, our billing manager will meet with you to set up a payment plan that works for you.  You will need to sign a payment 
agreement before any surgery can be scheduled.  We realize that temporary financial problems may affect timely payment on your 
account.  If such problems do arise, we encourage you to contact us promptly for assistance in the management of your account. 

 Signature___________________________________________Date_____________________ 

ASSIGNMENT OF BENEFITS AND RELEASE OF INFORMATION 

In accordance with the Federal Truth-in-Lending Act which requires all doctors to give their patients complete information in 
connection with extensions of credit, please be advised of the following credit policies which apply in this office.  You may have the 
option either to: 

1. Have an open 30 day account in which statements will be sent out monthly and payment in full will be due within 25
days and prior to the succeeding monthly statement.  (Not applicable to cosmetic surgeries—payment required to be paid in full prior to 
surgery.)

2. Discharge the account in a period of 90 days by paying ¼ down and ¼ per statement over a period of 3 months.  No
interest charges will be made unless the account is not discharged as per agreement; in which case a monthly charge of 1-½ % per 
month (annual percentage rate of 18%) may be made on the unpaid balance with a minimum charge of 50 cents per month.(Not 
applicable to cosmetic surgeries—payment required to be paid in full prior to surgery.)

3. All delinquent accounts will be charged an interest rate of 1.5% per month (18% per annum). In the event any
balance is not paid as agreed, the undersigned agrees to pay a collection fee and all costs of collection. In the event of a lawsuit to 
collect the unpaid balance, the undersigned further agrees to pay court costs and reasonable attorney fees. 
You agree, in order for us to service our account or to collect any amounts you may owe, we may contact you by telephone at any 
telephone number associated with your account, including wireless telephone numbers, which could result in charges to you. We may 
also contact you by sending text messages or e-mails, using any email address you provide to us. Methods of contact may include 
using pre-recorded/artificial voice messages and/or use of an automatic dialing device, as applicable. 

I/we acknowledge receipt of a copy of this agreement and agree to pay costs and/or a reasonable attorney’s fee if any 
delinquent balance is placed with an agency for collection or suit. 

AUTHORIZATION TO RELEASE INFORMATION:  I hereby authorize my physicians to release any information related to the 
course of my examination of treatment to my medical insurance carrier for preauthorization requirements and payment of claims. 

AUTHORIZATION TO PAY BENEFITS: I hereby authorize payment directly to the supplier of medical service. 

 Signature___________________________________________Date_____________________  



HIPPA NOTICE OF PRIVACY PRACTICES 

UTAH EYELID AND FACIAL PLASTIC SURGERY 
Matheson A. Harris, MD - Douglas P. Marx, MD

4400 S 700 E, SUITE 130, SLC, UT 84107 - (801)264-4420 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU 
CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.  

This No ce of Privacy Prac ces describes how we may use and disclose your protected health informa on (PHI) to 
carry out treatment, payment of health care opera ons (TPO) and for other purposes that are permi ed or required 
by law. It also describes your rights to access and control your protected health informa on. “Protected Health 
Informa on” is informa on about you, including demographic informa on, that may iden fy you and that relates to 
you past, present or future physical or mental health condi on and related health care services.  

Uses and Disclosures of Protected Health Informa on 
Your protected health informa on may be used and disclosed by your physician, our office staff and others outside of our office that 
are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to 
support the opera on of the physician’s prac ce, and any other use required by law.  

Treatment  
We will use and disclosure your protected health informa on to provide, coordinate, or manage your health care and any related 
services. This includes the coordina on or management of your health care with a third party. For example, we would disclose your 
protected health informa on may be provided to a physician to whom you have been referred to ensure that the physician has the 
necessary informa on to diagnose or treat you.  

Payment  
Your protected health informa on will be used, as needed, to obtain payment for your health care services. For example, obtaining 
approval for hospital stay may require that your relevant protected health informa on be disclosed to the health plan to obtain 
approval for the hospital admission.   

Healthcare Opera ons  
We may use or disclose, as needed, your protected health informa on in order to support the business ac vi es of your physician’s 
prac ce. These ac vi es include, but are not limited to, quality assessment ac vi es, employee review ac vi es, training of medical 
students, licensing, and conduc ng or arranging for other business ac vi es. For example, we may disclose your protected health 
informa on to medical school students that see pa ents in our office. In addi on, we may use a sign-in sheet at the registra on desk 
where you will be asked to sign your name and indicate your physician. We may also call you by name in the wai ng room when your 
physician is ready to see you. We may use or disclose your protected health informa on, as necessary, to contact you to remind you 
of an appointment.   

We may use or disclose your protected health informa on in the following situa ons without your authoriza on. These situa ons 
include: as Required by Law, Public Health issues, as required by law, Communicable Diseases; Health Oversight; Abuse or Neglect; 
Food and Drug Administra on requirements; Legal Proceedings; Law Enforcement; Coroner, Funeral Directors, and Organ Dona on; 
Research; Criminal Ac vity; Military Ac vity and Na onal Security; Workers’ Compensa on; Inmates Required Uses and Disclosures; 
Under the law , we must make disclosures to you and when required by the Secretary of the Department of Health and Human 
Services to inves gate or determine our compliance with the requirements Sec on 164.500.  

Other Permi ed and Required Uses and Disclosures will be made only with your consent, authoriza on or opportunity to object 
unless required by law.  

You may revoke this authoriza on, at any me, in wri ng, except to the extent that your physician or the physician’s prac ce has 
taken an ac on in reliance on the use or disclosure indicated in the authoriza on.   



Your Rights  
Following is a statement of your rights to your protected health informa on. 

You have the right to inspect and copy your protected health informa on.  
Under federal law, however, you may not inspect or copy the following records; psychotherapy notes; informa on compiled in 
reasonable an cipa on of, or use in, a civil, criminal, or administra ve ac on or proceeding, and protected health informa on that is 
subject to law that prohibits access to protected health informa on.  

You have the right to request a restric on of your protected health informa on.  
This means you may ask us not to use or disclose any part of your protected health informa on for the purpose of treatment, 
payment or healthcare opera ons. You may also request that any part of your protected health informa on not be disclosed to 
family members or friends who may be involved in your care or for no fica on purposes as described in the No ce of Privacy 
Prac ces. Your request must state the specific restric on requested and to whom you want the restric on to apply.  

Your physician is not required to agree to a restric on that you may request. If the physician believes it is in your best interest to 
permit use and disclosure of your protect health informa on, your protected health informa on will not be restricted. You then have 
the right to use another healthcare professional.  

You have the right to request to receive confiden al communica ons from us by alterna ve means or at an alterna ve loca on. 
You have the right to obtain a paper copy of this no ce from us, upon request, even if you have agreed to accept this no ce 
alterna ve, i.e.; electronically. 

You may have the right to have your physician amend your protected health informa on.  If we deny your request for amendment, 
you have the right to file a statement of disagreement with us and we may prepare a rebu al to your statement and will provide you 
with a copy of any such rebu al.  

You have the right to receive an accoun ng of certain disclosures we have made, if any, of your protected health informa on. 

We reserve the right to change the terms of this no ce and will inform you by mail of any such changes. You then have the right to 
object or withdraw as provided in this no ce.  

Complaints  
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. 
You may file a complaint with us by no fying our privacy contact of your complaint. We will not retaliate against you for filing a 
complaint.  

This no ce was published and becomes effec ve on/or before April 14, 2003. 

We are required by law to maintain the privacy of, and provide individuals with, this no ce of our legal du es and privacy prac ces 
with respect to protected health informa on. If you have any objec ons to this form, please ask to speak with our HIPPA Compliance 
Officer in person or by phone at our main office number.  

The signature below is only acknowledgement that you have received this No ce of Our Privacy Prac ces: 

Signature ____________________________________ Print Name ______________________________ Date ___________________ 




