
Mouchantat Plastic Surgery, P.C. 
drmouchantat.com  303-232-8585 

 
Patient’s name_______________________________________________________ Age_____________ 
 
Address__________________________________________City_____________________Zip__________ 
 
Date of birth___________________Sex___________Marital status__________________________ 
 
Ethnicity: Hispanic, non-Hispanic  Race: African American, White, other_________ 
 
Language spoken: English, other__________________________ 
 
Best phone numbers_______________________________Email______________________________ 
 
Is it OK to leave voicemail messages?  Yes  No      Is it OK to Email?  Yes  No 
 
Employer___________________________________________Phone_____________________________ 
 
In case of emergency Notify:___________________________________________________________ 
 
Relationship to patient____________________Phone______________________________________ 
 
Is it OK to discuss your care? Yes  No 
 
Referring Physician________________________Primary care physician___________________ 
 
Preferred Pharmacy:____________________________________________________________________ 
 
Insurance company_______________________________________________________________________ 
 
Address__________________________________________City_____________________Zip____________ 
 
Subscriber ID #/ policy # _____________________________Group # _________________________ 
 
Person who carries insurance_______________________________Relationship______________ 
 
I hereby assign to the provider above all benefits for medical and surgical expenses. 
I agree to pay any and all charges that exceed or that are not covered by insurance. I 
authorize the provider to release my medical records requested by my insurance 
carrier.  I also authorize any healthcare provider to release my medical information 
to the provider above. In addition, I authorize the release of medical information to 
any provider that I am referred to from this office.  I agree to pay any copayments or 
co-insurance payments due at the time of my visit. 
 
Signature_________________________________________________Date______________________________ 


