
 
 
 
 
 

PLASTIC SURGERY ASSOCIATES OF MONTGOMERY, P. C. 
 PATIENT INFORMATION SURVEY 

 
Date Of Appointment: ____________________________ 
 
Patient Name: _________________________________________________________________  Home Phone_____________ 
  First   Middle   Last 
 
Address: _________________________________________________________________  Work Phone: ________________ 
 
City:____________________________  State:_________  Zip Code:_________________  Cellular Phone:_______________ 
 
Social Security #:_____________________  Date of Birth:__________________  Marital Status:____________  
Sex:_______ 
 
Employer: ________________________________________________Occupation:__________________________________ 
 
E-mail address:____________________________________  Referring Doctor:_____________________________________ 
 
Accident Date (if applicable): _________________________________ Type: (Home – Work - 
Auto)____________________ 
 
Emergency contact:______________________________________  Phone #:_______________  Relationship to you:_______ 
 
 
REGARDLESS OF INSURANCE COVERAGE, I UNDERSTAND THAT I AM PERSONALLY RESPONSIBLE FOR THE 
PAYMENT OF ALL CHARGES INCURRED FOR SERVICES RENDERED TO ME OR THE PATIENT NAMED ABOVE. 
 
 
Signature: _____________________________________ Date: ___________________________ 
 
 
 
 
 


