
The Galleria Surgery Center 
Henry F. Garazo, MD, FACS I Plastic Surgery Services 

ll40 Conrad Court I Hagerstown, MD 21740 
P: 301,791,1800 I F: 301,791,9253 
www.plasticsurgervservices.net 

Welcome To Our Office! Today's Date: 

□ Mr. □ Mrs. o Ms. □ Miss o Dr. □ Female □ Male
Name: ________________ What name do you prefer to be called? ________ _

Home Address: 
---'-,-�----'---------------=---------------------

City: State: ______ _ Zip: ________ _ 

Telephone: ( ) 

Cell Phone: ( ) 

May We Leave A Message? 

May We Leave A Message? 

YES 

YES 

NO 

NO 

Work Phone: ( ) MayWeContactYouAtWork? YES NO 

Birth Date: I I Age: __ _ 

Email Address: Would you like to join our email List? YES NO 

Do you have a Facebook? o Yes o No Instagram? □ Yes o No 

Occupation: _________________ _ SSN: 

Marital Status: □ Single □ Married □Widowed o 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 Dare: __ / __ / __ _ Age: ______ _ 



Occupation: _____________ _ SSN: ______ ____ _ 

Employer: __________ ...;_ _____ ___;,__---=----'---------

Employer's Address:---=---------=----=-----------------

Work Phone: ( ) __________ _ 

How did you learn about our practice' (Please Circle) 
• Internet - What Web Site?

________;_,--'--------------

• PlasticSugeryScrvices.Net Web Site? 
• Hagersto\\'n Magazine
• Friend - Who? ------------'------------- • Other Patient -

Who?-------=-'----------------':-'------- • Phone Book:

I give permission for photographs to be taken before, during, and after my procedure or surgery for the 
purposes of documentation. 
Sign ______________________________ _
Date 

----------'----

I, the undersigned, am aware that [ am financially responsible for all services rendered to me by Dr. Garazo and 
Plastic Surgery Services. I am aware that I am personally responsible for all co-payments, deductibles, and 
noncovered services as dictated by my insurance coverage. 

I, the undersigned, hereby authorize Dr. Garazo and Plastic Surgery Services to apply for benefits for covered 
services rendered by the Practice and request that the payments from my insurance carrier are paid directly to 
the practice. 

I certify that the information I have provided regarding my identity and insurance coverage is correct, and 
further authorize the release of any necessary information, including medical information for this or any related 
claim to my insurance carrier(s). I permit a copy of this authorization to be used in place of the original. 

I, the undersigned, am aware that [ will be charged a fee of $150.00 for any cosmetic appointment/cosmetic 
consultation I cancel without a twenty-four (24) hour notice. I am aware that 1 will be charged the amount of 
the sen ice scheduled for any no-show appointments. 

In the event of a no-show for a Medical Spa appointment, I understand that I will be charged for the entire 
amount of the service. In the event of a no-show to a prepaid service, I understand that I forfeit one session. 

Patient Signature __________________ Date _________ _ 










