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Welcome To Our Office!                             Today’s Date: _______________________ 
 

□ Mr.    □ Mrs.     □ Ms.     □ Miss     □ Dr.                                                                                                         □ Female      □ Male 
Name: ___________________________________________ What name do you prefer 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 
Work Phone: (          ) _____________________________________ May We Contact You At Work? YES               NO 
Birth Date: _____/_____/__________ Age: __________ 
Email Address: __________________________________________ Would You Like To Join Our Email List? YES    NO 
Do you have a Facebook?   □ Yes     □ No  
Occupation: ___________________________________________ SSN: ___________________________________ 
Marital Status: □ Single          □ Married          □ Widowed          □ Divorced 
Employer: _______________________________________________________________________________________ 
Employer’s Address: _______________________________________________________________________________ 
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: (          ) _____________________________ 
Birth Date: _____/_____/__________ Age: __________ 
Occupation: ____________________________________________ SSN: ___________________________________ 
Employer: _______________________________________________________________________________________ 
Employer’s Address: _______________________________________________________________________________ 
Work Phone: (          ) _____________________________________ 
  
  
How did you learn about our practice? (Please Circle) 

• Internet – What Web Site? _________________________________________________________ 
• PlasticSugeryServices.Net Web Site? 
• Hagerstown Magazine 
• Friend – Who? ___________________________________________________________________ 
• Other Patient – Who? _____________________________________________________________ 
• Phone Book:  Hagerstown Martinsburg Gettysburg Frederick Allegheny 

  Charlestown Jefferson County Chambersburg Waynesboro 
  
I give permission for photographs to be taken before, during , and after my surgery for the purposes of documentation 
and educational purposes that may be in a photo book only provided my identity is not revealed by the pictures. 
Sign: ____________________________________________________________________________________________ 
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Person or persons to whom Plastic Surgery Services may disclose personal health information 

regarding treatment on your behalf. The order shall remain in the effect until revoked by me. 

Name/Relation: ______________________________________ Telephone: (          ) ______________________ 

*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, co-pay, and non-
covered service amounts. 
 
*I acknowledge that I have received a copy of the Privacy Notice for Plastic Surgery Services. This 

refers to the HIPPA Policy which states we cannot give your information out to anyone without your 

consent.  

*Please be advised that completing preliminary health and insurance questionnaires does not 

establish a physician-patient relationship with this practice. Dr. Garazo will review your health 

history and conduct an initial evaluation to determine whether you are a suitable candidate and 

whether the practice will accept you as a patient.         

 
 
________________________________________________ 
Printed Name 
 
 
________________________________________________ 
Signature 
 
 

________________________________________________ 
Date 
 
 
________________________________________________ 
Witness 
 
 

 
 
Updated: 7/26/13 
 
 

 

I authorize the release of any medical 

information necessary to process my claim. 

Signed: 
____________________________________ 
(Patient or Responsible Party) 
 
Date: _______________________________ 
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