
SUMMIT PLASTIC SURGERY                                            PT ACCT# _________ 
(912) 265-8988 
               

(Please Print Legibly & Fill In or Correct All Fields) 
 

Have you ever been seen by Dr. Paula Legere?  No    Yes, in what year? _____________________ 
 

Patient’s Name    
 Last First Middle 

Address     
 Street & Apt # City State Zip 

Home Phone  Cell Phone  Other Phone   

Any restrictions for contacting you?  No    Yes E-mail  

Age  Birthdate       /      / SS#        -       - Sex  Female    Male 

Marital Status  Single  Married to:   Other:  
 
Name of Guarantor, if other than patient _______________________________________________________ 
       Last   First   Middle 

     
    Address if different from above ______________________________________________________________________ 
     Street     City  State  Zip 
     
    Home Phone# _________________________________ Work Phone# __________________________________ 
 
Patient’s Employer  Occupation  

Work Phone  Ext:  Is it okay to call you at work?  Yes    No 
 
Emergency Contact 
(Not in your household)  Relationship to Patient  

Home Phone  Cell Phone  Work Phone  
 
Primary Health Insurance Company  

Policy #  Group #  Ins. Phone  

Referral Required?  No    Yes Copay?  No    Yes, $  

Insured: Name  DOB  Employer  
 
Secondary Health Insurance Company  

Policy #  Group #  Ins. Phone  

Referral Required?  No    Yes Copay?  No    Yes, $  

Insured: Name  DOB  Employer  
 
Family Physician ________________________________    Phone# ________________________________ 
 
Referred By (Patient or Physician) ___________________________________________________________________ 
 
Or Circle One:            Billboard     Radio     Website     Word of Mouth     Yellow Pages     Internet     Other     Unknown 
 
Specific Reason for Visit  
 
_________________________________________________________________________________________ 










