
 
  __________________________________________________________________________________ 
 

     PATIENT INFORMATION PROFILE  -  INITIAL CONSULTATION 
 
Name________________________________________ Date__________________________ 
 
Address____________________________________________________________________       
                      
             ____________________________________________________________________ 
 
Telephone__________________________________________________________________  
                             Home                                                                            Cellular 

 
Date of Birth __________ Age________ Social Security Number_______________________ 
 
Occupation _______________________E-Mail Address______________________________  
 
Pharmacy__________________________________________________________________   
                                    Name                                                                                                                       Telephone 

Spouse____________________________________________________________________  
 
Closest Relative: 
Name_______________________________________Relationship___________________ 
              Telephone 

Address____________________________________________________________________ 
 
Please tell us what procedure/s you are interested in:________________________________  
 
 
 
Time frame for your surgery:   ASAP__  1 mo __  2-3 mos__  4-6 mos__  6-12 mos __ 
 
Please tell us how you heard about Dr. Scott Greenberg 
 
( ) Friend or family member   ( ) Breastimplants411.com 
       Friend’s name_____________________ ( ) Implantinfo.com 
       Relative’s name____________________ ( ) Liposite.com 
( ) Referral by a physician     ( ) WebMD.com 
       Dr.______________________________ ( ) Other internet site__________________ 
( ) Sprint Yellow Pages    ( ) Salon/Spa/Gym:___________________ 
( ) BellSouth Yellow Pages    ( ) Brochure 
( ) Dr. Greenberg’s Website   ( ) Other _________________________________ 
 
**CONSULTATION FEE - $50.00 
   I will be paying by:      ______cash   ______check  _____credit card                                                                                                                                                                                   

 1925 Mizell Avenue 
  Suite 303 

 Scott A. Greenberg, M.D. Winter Park, FL  32792 
 Aesthetic and Reconstructive Plastic Surgery  (407) 644-3137 


