
NEW PATIENT DEMOGRAPHIC INFORMATION 
 
 
Last Name:              First Name:                                                                       MI:  
 
Street Address: 
 
City:                                                                                                        State:                     ZIP/Postal Code: 
 
Country (if outside USA):  
 
Cell #:        Home #:                                                 Work #:  
 
Social Security Number:                                                   Gender:                      Date of Birth: _____/_____/_____ 
 
 
Should it be necessary to communicate with you regarding matters related to your care at our office (medical 
information, appointment reminders, account information, demographic updates, etc.), we request permission 
to contact you by e-mail in addition to the standard methods of telephone or first class mail.  Do you give The 
Center for Facial Restoration permission to contact you by electronic mail for such purposes?  
 
____YES   ____NO 
 
Please initial your preference above and list your preferred e-mail address below and date, if applicable. 
 
Email Address:  
 
Today’s date: _____/_____/_____ 
 
 

EMERGENCY CONTACT INFORMATION 
 
Last Name:               First Name:                                                                        
 
Relationship to You: 
 
Phone #:                                                                  Alternate Phone #:  
 
 
 


