Grotting
Plastic Surgery


Patient Information
Date:________________  Social Security No.:______________________________  Referred By:_____________________________
Patient’s Name:________________________________________________  Date of Birth:___________________  Age:___________

Marital Status:     S      M      W      D      Sep.                 Sex:     M      F
    Height:__________    Weight:_______  Ideal Weight:______
Address:____________________________________________  City:_________________________  State:______  Zip:__________
Home Telephone:______________________  Cell #:________________________  Work Telephone:_________________________

Patient’s Employer:_________________________________  City:_________________________  State:_______  Zip:___________
Email Address:__________________________________________________________________
Spouse’s/Parent’s Name:____________________________________ SS#:______________________ Date of Birth:_____________

Spouse’s Telephone:________________________  Cell#:_________________________ Work Telephone:_____________________

Spouse’s/Parent’s Employer:_______________________________________  Occupation:__________________________________
Employer’s Address:___________________________________  City:_________________________  State:______ Zip:___________
Responsible Party Information
Name of Responsible Party:__________________________________  SS#:________________________ Date of Birth:___________ 
Address:___________________________________________  City:________________________  State:_______  Zip:____________

Telephone:_______________________________  Cell #:_____________________________ Work #:__________________________

Responsible Party’s Employer:_________________________________________  Occupation:________________________________

Employer’s Address:_________________________________  City:_________________________ State:_______ Zip:_____________

Relationship to Patient:__________________________________

Insurance Information
Name of Insurance Co.:_________________________________  Contract #:___________________  Group No.:_______________
Name of Insured as it Appears on Card:______________________________  Date of Birth:__________  SS#:__________________
Name of Secondary Insurance Co.:__________________________ Contract #:_____________________  Group #_____________
Name of Insured as it Appears on Card:______________________________  Date of Birth:__________  SS#:__________________
Were You Injured in a Motor Vehicle Accident?   Yes  
 No           Date of Accident:____________  State of Accident:_________
In Case of Emergency Notify (other than Responsible Party)
Name:________________________________  Phone:______________________  Relationship:______________________

Address:_____________________________________  City:_______________________ State:_________  Zip:__________

Explanation of Payment Policy and Insurance Filing Procedures

I hereby authorize Grotting Plastic Surgery to release any and all information acquired in my examination and treatment to my insurer listed above.  If I am covered by Blue Cross, Medicare, and/or Medicaid I will furnish my insurance card and signature.  If I am covered by other insurance, I will furnish the necessary forms to this office.

I hereby assign and authorize payment directly to the above named clinic.  Any medical and surgical benefits otherwise payable to me, should an insurance payment be received that is less than the physician’s usual charge for the services provided, I will be responsible for the difference.

I also agree to pay all cost of collection including, but not limited to reasonable attorney’s fees, and waiver all claims of exemption under the law of the state of Alabama.

I authorize treatment by Grotting Plastic Surgery physicians and personnel.

**Form must be signed and dated by patient or responsible party.

Date:_________________    Signature:________________________________________________________________
