Patient Information

Name: ____________________________________________________ (   ) Jr.  (   ) Sr.
	    First		Middle		Last		Preferred Name
Mailing Address: ________________________________________________________
			Street					City		State		Zip	
Home Phone: (      ) ___________ Work: (      ) ____________ Cell: (      ) ___________

Date of Birth: _____/_____/_____    Sex: M / F    Marital Status: __________________

Employer: _______________________  Email Address: ________________________

May We:
Leave a message on the answering machine at home? (    ) yes  (    ) no
Leave a message at you place of employment? (    ) yes  (    ) no
Discuss your medical condition with any member of your household? (    ) yes  (    ) no
	If yes, Whom? ___________________ Relationship to patient? _____________

Responsible Party of Patient: (required if patient is a minor)

Name: _______________________________ Relationship to Patient: _____________
	First		Middle		Last
Mailing Address: ________________________________________________________
			Street				City		State		Zip
Phone: (      ) _____________________ Email Address: _________________________

Date of Birth: ______/______/______

Photographs:
I do ________ do not ________ give my permission for photographs and other audio-visual and graphic materials to be used by the physician or Elante Cosmetic Medical for marketing, or educational purposes. Although the photographs or accompanying materials will not contain my name or any other identifying information, I am aware that I may or may not be identified by the photos.



Patient/Guardian Signature: _____________________________ Date: _____________

Witness Signature: ____________________________________ Date: _____________
