PATIENT INFORMATION
Richard D. Fisher, MD

15396 N. 83rd Ave. Bldg. A Suite 301

Peoria, AZ 85381

Name ________________________________________ Date___________________
D.O.B. _____________________       Age:_________      Female        Male
Address ______________________________________________________________
City _______________________________ State __________ Zip _____________
Home tel. __________________ Work tel. __________________ Cell ________________
          (Please circle the telephone number above at which you prefer to be contacted.)

Email Address ________________________________________________________
 Married        Single          Occupation _____________________________________
Employer ____________________________________________________________

In case of emergency contact ____________________________________________ 

Relationship    Spouse       Significant Other      Parent          Son/Daughter

                              Other Relative       Medical power of Attorney           Friend
Home tel. __________________ Work tel. _______________ Cell ______________

Pharmacy___________________ Phone___________________ Cross Streets_________________

Health Insurance  Private      Group       HMO        Medicare       None
Name & Address of Carrier _________________________________________________________

Policy # __________________________________________________________________________

      *(Providing our office with your health insurance information is optional and for emergency use only.

             The Cosmetic surgical procedures we perform are not usually covered by your health insurance.)
Do you have Advance Directives (Living Will and/or Health Care Power of Attorney)?   Yes       No

What is your preferred Social Media Platform? qInstagram  qTwitter  qYouTube  qFacebook

What is your preferred method of contact? qPhone Call  qText Message  qEmail
