
 
Welcome To Our Office!  
 
 
Name: ________________________________________________Today’s Date: ____________ 
 First    Middle   Last 
 
What name do you preferred to be called?____________________________________________ 
Home Address: _________________________________________________________________ 
City: ________________________________ State: _________ Zip: ______________ 
Telephone: (      ) __________________ May We Leave a Message?       Yes      No 
Cell Phone:(     )____________________      May We Leave a Message?       Yes      No 
Birthdate: ________________________ Age: _______ 
Email Address: __________________________________ May send information here? Yes  No 
Occupation: ___________________________________  SSN: __________________________ 
Employer: ____________________________________________________________________   
Employer’s Address: ____________________________________________________________ 
Work Phone: (      ) _______________________May We Contact You at Work?      Yes       No 
Who Referred You?_______________________Family Physician________________________ 
Your physician will be notified of your visit and result(s) unless otherwise stated           No 
Cardiologist (if applicable)___________________________ 
 
Responsible Party or Next of Kin__________________________________________________ 
Relationship to Patient: _________________________________________________________ 
Home Address: ________________________________________________________________ 
City: ________________________________ State: ___________ Zip: _____________ 
Telephone: (       ) ____________________      Cell Phone: (     )_________________________ 
Birthdate: __________________ Age:_______ 
Occupation: _______________________________________  SSN#:______________________ 
Employer: ____________________________________________________________________   
Employer’s Address: ___________________________________________________________ 
Work Phone: (      ) ______________________________ 
 
 
How did you learn about our practice? ______________________________________________ 
 
Do you wish to be put on our mailing list?       Yes       No 
 
Person or persons to whom Plastic Surgery Services may disclose personal health information 
regarding treatment on your behalf.  The order shall remain in effect until revoked by me. 
 
Name/Relation___________________________________Telephone Number;______________ 
 
Name/Relation___________________________________Telephone Number:______________ 
 
Patient Signature_________________________________Date__________________________



 

I nsurance Information 
 
 
Patient’s Name:__________________________________________ Today’s Date:__________ 
     First    Middle   Last 
 
[Primary Insurance] 
Name of Insurance Company:  
_____________________________________________________________________________ 
Address: ______________________________________________________________________ 
City: ________________________________ State: _________ Zip: ______________ 
Insured’s Name: ___________________________________  Relation to Patient:____________ 
Group Number: ________________________ Policy ID Number: ____________________ 
 
[Secondary Insurance] 
Name of Insurance Company:  
_____________________________________________________________________________ 
Address: ______________________________________________________________________ 
City: ________________________________ State: _________ Zip: ______________ 
Insured’s Name: _____________________________________Relation to Patient:___________ 
Group Number: ________________________ Policy ID Number: ____________________ 
 
Did your injury happen on the job?   Yes No 
If yes, on what date did the injury occur?  ___________________ 
Did you report the accident to your employer? Yes No 
 
Our office will file insurance for all reimbursable services, to both your primary and secondary 
insurance carriers.  Please remember that you are responsible for all deductible, copay, and non-
covered service amounts.   
 
Signature of Patient or Responsible Party: __________________________________________ 
 
Date: _________________ 
 
 
 
 
 
 
 
 
 
 
 
     

I authorize the release of any 
medical information necessary to 
process my claim. 
 
Signed: 
______________________ 
(Patient or responsible party) 
 
Date: _____________________ 

I authorize payment of medical 
and surgical benefits to Plastic 
Surgery Services, Henry F. 
Garazo, MD, FACS 
 
Signed: 
____________________ 
(Patient or responsible party) 
 
Date: ______________________ 


