Augusta Plastic Surgery Associates, P.C. ®* Augusta Plastic Surgery Center, Inc.
1348 Walton Way Suite 6300 * Augusta, GA 30901  (706)724-5611 Fax: (706) 724-5435

Name: Today’s Date:
(Last) (First) (Middle)

Address: City/State/Zip:

SSN: Birthdate: Marital Status: | Age: Sex: Ethnicity:
Home Phone: Work Phone: Cell Phone: Employer:

May We Leave A Message On Your Contact Restictions? [JYes [INo E-Mail:

Answering Machine? [JYes []No If Yes, Describe:

Emergency Contact Name: Relationship: Phone Number:

How did you hear about us: TV~ Family = Friend Phonebook Radio  Newspaper [] Physician
Ask-A Nurse ASPS Magazine Mailer/Promo Offer Billboard Website
Other:

Referring Physician:

If Patient Is Under 18, Complete This Section

Name of Parent OR Guardian Signing Patient In:

Mother: SSN:
Birthdate: Phone Number:
Father: SSN:
Birthdate: Phone Number:
INSURANCE INFORMATION

* Primary Insurance Co Name: Employer:
Cardholder’s Name: Relationship To Patient:
Cardholder’s DOB: Policy Effective Date:
Policy Number (ID/Suscriber #): Group Number:
* Secondary Insurance Co Name: Employer:
Cardholder’s Name: Relationship to Patient:
Cardholder’s DOB: Policy Effective Date:
Policy Number (ID/Suscriber #): Group #:
* If Workers Compensation Claim #:

Treatment authorized by:

*We must have ALL of your insurance and/or Workers Compensation information in order to prevent the delay/non-payment
of your medical claims. In the event you do not accurately provide this information, you will be held financially responsible for
unpaid claims.

Patient, Parent OR Guardian Signature: Date:

Randolph R. Smith, M.D. ¢ Billy P. Lynn, M.D. ¢ Christopher J. Ewart, M.D.




