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Cosmetic Patient Form (Please print clearly/ALL sections must be completed)

[bookmark: _Hlk59701622]First Name: ____________________________       Middle Initial: ______________                    Last Name: __________________________  
Sex: Male  /  Female  		                    DOB: _____________________
Parent or guardian Information (If patient is under 18):
First Name:________________________ Last Name: _____________________ DOB:____________ 
Phone (Cell): __________________________ (Home): _____________________________ (Work):________________________________
Mailing address:  __________________________________________________ City: ___________________________________________
State: ________________ Zip Code: ______________Email address: ________________________________________________________
Name of primary care physician: ________________________________________________ Phone: _______________________________
Emergency Contact Information:
[bookmark: _Hlk60228097]Name: ________________________________________ Relation: ________________________ Phone: ____________________________
Name: ________________________________________ Relation: ________________________ Phone: ____________________________
The following person/s listed below are authorized to access my medical information: 
Name: ________________________________________ Relation: ________________________ Phone: ____________________________
How did you hear about our practice? 
_________________________________________________________________________________________________________________
**Please note that Mid-Atlantic Skin Surgery Institute does not accept a check as payment for any of our cosmetic procedures and or products.

If you are unable to keep a scheduled appointment, our office must be contacted at least 24 hours in advance to ensure that you will not be charged a fee of $50.00. 
_________________________________________________________                   _____________________________________
                  Signature of Patient/Guarantor                                                    			  Date

St. Patrick's Centre 173 St. Patrick's Drive Suite 201 I Waldorf, MD 20603 I 301-396-3401
Shanti Medical Center 26840 Point Lookout Road I Leonardtown, MD 20650 I 301-475-8091
Wildewood 23415 Three Notch Road Suite 2052 I California, MD 20619 I 240-237-8268
Info@MidAtlanticSkin.com 
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