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The Beverly Hills Institute of Aesthetic & Reconstructive Surgery 
 A Medical Group 
 Patient Registration        Today’s Date:    
              
Patient Information             
Patient Name:                                                                           Sex:  � M � F   Birthdate:        /       /          Age:__________________                              

Home Address:                                                                                          City:_______________________________________________                                                       

State:              Zip:                       Country                                         Home Phone #: (           ) ___________________________                              

SSA#:                                               __________________________  Cell Phone #:(           ) ______________________________      

Email address:_________________________________________________     OK to send newsletter to you by e-mail?   ���� YES     ���� NO                                                                     

Occupation:                                                                    Employer/School: ____________________________________________________                      

Bus. Address:                                                                  City:                                                 State:            Zip: __________________                   

Bus. Phone Number:  (           ) _____________________________  
 
 
Emergency Contact Information                                        
Name of � Spouse or � Responsible Party:                                                     Social Security #: __________________________________                                      
Home Address:                                                                                 City:                                State:            Zip: __________________               

Home Phone Number: (           )                                          Spouse's Employer: ________________________________________________                                                                                                                   

Name of Nearest Relative Not Living With You:                                                          Relationship: _______________________________                                   

Home Address:                                                                                                        City: ______________________________________                                                                       

State:                Zip:                          Home Phone Number: (             ) ____________________________                                             

Insurance Information 
Primary Insurance Company:                                                                                    Phone: (           ) ____________________________                                    
Address:                                                                       City:                                                     State:              Zip: _______________                           

Insured's Name:                                                                                         Group Name/No.: __________________________________                                     

Certificate/Policy Number:                                                          ID Number: ________________________________________________                                                               

I authorize payment of insurance benefits to be made directly to the Beverly Hills Institute of Aesthetic and Reconstructive Surgery, 
its physicians and affiliates for services provided to me by them.  I hereby authorize release of any medical information necessary to 
process insurance claims for services provided to me.  I hereby give my permission to use my photographs during consultation with 
other patients or for illustrative purposes in lectures. 
 
                                                                                                                                                                                                                   
Insured's Signature, or Responsible Party     Date   Patient's Signature, or parent for minor child        Date 
 
How did you hear about our office?  Please specify whenever possible. 
 
*It is our policy to send thank you notes to those who refer patients to us. 
If you do not wish for us to send a note, please check this box ���� 
 
� Doctor Name:                                                                    City and State: _____________________________________                                                            

� Patient/Relative                                                                   �  Television ________________________________   

� Friend                                                                              �  Radio ____________________________________ 

� Magazine                                                                          �  Yellow pages_______________________________                                                   

� Internet                                                                             �  Article ____________________________________                                                      

� Airline Magazine                                                               �  Other _____________________________________           

 


