- ® - - -
Aestique® Plastic Surgical Associates, Ltd.
PATIENT NAME (Last, First, Middle Initial): Maiden Name DATE:
Marital Status Date of Birth: Age: Sex: Race: [] Caucasian []Asian [] Hispanic
S-M-W-DIV - SEP [1 Indian [ ] African American
Street Address: [] Permanent [] Temporary City and State  Zip Home Phone:

Patient's Employer:

Occupation: (Student [JPart-time [JFull-time)

Business Phone:

Social Security Number:

Cell Phone Number and/or Pager Number

Emergency Contact:

Relationship:

Telephone Number:

Email Address:

**IF PATIENT IS A MINOR OR STUDENT PLEASE FILL OUT THIS SECTION**

Mother's Name:

Full Address:

Home Phone Number:

Social Security Number:

Mother's Birth Date:

Mother's Employer:

Occupation:

Business Phone Number:

Father's Name:

Full Address:

Home Phone Number:

Social Security Number:

Father's Birth Date:

Father's Employer:

Occupation:

Business Phone Number:

INSURANCE (PLEASE INCLUDE A COPY OF INSURANCE CARD)
PRIMARY NAME OF INSURANCE INSURANCE ADDRESS
PHONE #
AGREEMENT #/CLAIM # GROUP #

SUBSCRIBER DATE OF BIRTH RELATIONSHIP
EMPLOYER OCCUPATION SOCIAL SECURITY #
SECONDARY NAME OF INSURANCE INSURANCE ADDRESS
PHONE #
AGREEMENT #/CLAIM # GROUP #
SUBSCRIBER DATE OF BIRTH RELATIONSHIP
EMPLOYER OCCUPATION SOCIAL SECURITY#

Date of ACCIDENT or INJURY

Dueto: [ J]Work [ ]Auto [ ]Other

| request that payment of authorized insurance benefits be made to Theodore A. Lazzaro, DMD, MD, Ltd for any services furnished
to me by that physician or supplier. | authorize the release of medical information (and/or photographs) about me needed to
determine the benefits or the benefits payable for related services to my insurance company and its agents.

SIGNATURE:

DATE:

Revised: 09/20/07



