
Pacific Center For Plastic Surgery 
 Larry S. Nichter, M.D., F.A.C.S.                                                         Jed H. Horowitz, M.D., F.A.C.S. 

 
 
PATIENT INFORMATION (PLEASE PRINT AND FILL OUT COMPLETELY) 
 
FIRST NAME_____________________________ M.I._______LAST NAME___________________________________ 
 
GUARDIAN NAME (IF MINOR)_____________________________________ RELATIONSHIP____________________ 
 
DATE OF BIRTH_____________ AGE______ SOCIAL SECURITY #______________________ SEX:  MALE/FEMALE 
 
ADDRESS_____________________________________ CITY____________________STATE______ ZIP___________ 
 
HOME PHONE______________________ WORK PHONE_______________________ FAX______________________  
 
PAGER_________________________ CELL______________________ E-MAIL_______________________________ 
 
EMERGENCY CONTACT_______________________________RELATIONSHIP TO PATIENT___________________ 
 
PHONE_____________________________________________ 

 
EMPLOYER NAME________________________________________  OCCUPATION____________________________ 
 
ADDRESS_____________________________________________________ PHONE ___________________________ 
 
 
INSURANCE INFORMATION (PLEASE PRINT AND FILL OUT COMPLETELY) 
 
PRIMARY INSURANCE __________________________________ NAME OF INSURED_________________________ 
 
INSURANCE PHONE_____________________________ID #_______________________ GROUP#________________ 
 
SECONDARY INSURANCE_______________________________ NAME OF INSURED__________________________ 
 
INSURANCE PHONE_____________________________ID#_______________________ GROUP#________________ 
 
 
REFERRING PERSON OR PHYSICIAN (PLEASE PRINT AND FILL OUT COMPLETELY) 
 
NAME____________________________________PHONE_____________________ FAX________________________ 
 
ADDRESS________________________________________________________________________________________ 
 
PRIMARY CARE PHYSICIAN:_________________________PHONE____________________FAX_________________ 
 
ADDRESS________________________________________________________________________________________ 
 
 
PHOTOGRAPHY CONSENT 
I authorize the physician or his assistant to take photographs.  The term “photograph” includes Polaroids. 35mm slides, 
standard photographs, videotape, etc.  These photographs are the doctor’s property and will be a permanent part of the 
record.  These may be used for teaching, lecture, educational conference, publication. 
SIGNATURE ___________________________________________________________ DATE_____________________ 

 
AUTHORIZATION FOR PAYMENT AND RELEASE OF MEDICAL RECORDS 
I authorize release of medical records and payment to the physician and allow a photocopy of my signature to be used to 
file insurance.  I understand that my insurance may not cover all fees and services provided and I will be responsible for 
the unpaid balance. 
SIGNATURE___________________________________________________________ DATE______________________ 
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