
PIEDMONT PLASTIC SURGERY AND DERMATOLOGY
(Please print legibly and fill in all fields)

Patient Information as of ____________(Today’s date)

Patient’s Name: ___________________________________________________________________________________
     First         Middle                 Last

Address: __________________________________________________________________________________________
      Street & Apt. #    (City, State, Zip)

SS#: ________-______-_________     Birth date: ______/______/_______               Age: __________

Sex: ⁪Female ⁪Male Race: ________________________________________    

Marital Status: __________________Spouse’s Name (If Applicable): _______________________________________

Home Phone: ______________________________ Work Phone: ____________________________ Ext: __________

Employer: _____________________________________________ Is it okay to call you at work?        ⁪Yes          ⁪No

Cell Phone: ___________________________________ Email: ______________________________________________

*Emergency Contact (Outside Household): ___________________________________   ________________________
                          (Name)                      (Relationship)

Home Phone: ______________________________ Other Phone: ____________________________________

FILL OUT THIS SECTION IF PATIENT IS A MINOR OR NURSING HOME PATIENT:
Responsible Party Name: ______________________________________ Relationship: _________________________
Birth date: ____________________ SS#: __________________________ Home Phone: ________________________
Work Phone: _______________________ Employer: _____________________________________________________

1) Primary Health Insurance Company: _______________________________________________________________

Policy #: _________________________________Group#: ____________________Phone #: ______________________

Insured: Name: _______________________DOB: ____________ Employer: __________________________________

Patient’s Relationship to Insured: ⁪Self      ⁪Spouse      ⁪Child      ⁪Other________________________________

2) Secondary Health Insurance Company: _____________________________________________________________
Policy #: _________________________________Group#: ____________________Phone #: ______________________
Insured: Name: ________________________DOB: ____________ Employer: _________________________________
Patient’s Relationship to Insured: ⁪Self      ⁪Spouse      ⁪Child      ⁪Other________________________________

Referral (How did you hear about our office?:
⁪Physician ____________________ ⁪Previous Patient____________________________⁪Newspaper______________

⁪Billboard   ⁪Yellow Pages, City_________________ ⁪Magazine_________________   ⁪Other __________________

IF YOU WOULD LIKE TO SET UP A FREE CONSULTATION WITH ONE OF OUR PHYSICIANS
REGARDING ANY OF THE FOLLOWING PLEASE CIRCLE AND LET US KNOW.

•Facial Aging    •Skin Care Products    •Spider Veins    •Tummy Tuck    •Restylane     •Eyelifts       •Breast Augmentation 

•Facelift    •Ear Surgery    •Nose Surgery    •Radiance   •Botox      •Laser Hair Removal       •Laser Vein Removal

•Mole Removal    •Liposuction    •Spa Services    •Chemical Peel     •Thread Lift     •Breast Reduction



•Other: ______________________________________________________________________________
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