
CENTER FOR PLASTIC & AESTHETIC SURGERY 

Stephen A. Goldstein, M.D.,  F.A.C.S. 
Gregory A. Buford, M.D.,  F.A.C.S. 

Manish H. Shah. M.D. 

_____________________________________________________________________ _________________________________ _______________ 
Last Name First Middle 

______________________________________________________________________________ ___________ 
Address Apt.  # 

_______________________________________            _______________________           ______________________ 
City State Zip 

Services to be addressed during consultation today _________________________       ________________________ _________________________ 

(_________) ___________­______________ (__________) _____________­_____________ (___________)   ____________ ­ ______________ 
Home Phone # Work Phone # Cell Phone 

Marital Status M   S   D   W Gender           M        F _________ ­ ________ ­ __________________ 
Date of Birth 

E – Mail Address (Home)        ____________________________________________________________  @     ______________________________________ 

Confidential Voice Messages (appointment,  medical issues, financial) can be left at this #    (_____________)    ____________ ­ __________________ 

_________ ­___________­______________ ____________________________________________________ ________________________ 
Social Security # Employer Occupation 

____________________________________________ ______________________          __________________________ ________________________ 
Emergency Contact Relationship Home or Cell Phone # Work Phone # 

____________________________________________ _____________________________ 
Primary Care Physician Physicians Phone Number 

Referral Source ­ Select One 

◊  newyouplasticsugery.com ◊   Denver Face and Body.com ◊   BodybyBuford.com 

◊   ASPS  plasticsurgery.org ◊ Denver Breast Aug.com ◊   5280 

◊ vaser.com ◊   E Breast Aug.com ◊   Bloom Magazine 

◊ implantinfo.com ◊   ASAPS surgery.org ◊ Radio      ________________/  ______.____ 

◊ liposite.com ◊ Life Style Lift ◊ BreastAug411.com 

◊ ◊ My Choice Medical ◊ BreastAugUSA.com/PMG 

◊   Patient/Friend _____________________ ◊ Dr. __________________________________ ◊ Google 

Other Services I Would Like Information On ­ Select All That Apply 

◊ Foto Facial ◊ Medical Facial ◊ Botox 
◊ Dermaplane ◊ Acne Treatment ◊ Restylane 
◊ Microdermabrasion ◊ Sculptra 
◊ Peel ◊ Skin Care Products ◊ Contour Threads 

___________________________________________________________________________________ _____________/ ___________ / ______________ 
Signature of Patient Date



INJURY     INFORMATION 

Injury Type Work Motor Vehicle Other 

_____________ ­ ________ ­ _____________ __________________________________ 
Date of  Injury Claim  # 

Brief Description of Injury 

________________________________________________________________________________________________________________________________________ 

Injury Occurred (Location or Property Description) 

________________________________________________________________________________________________________________________________________ 

_______________________________________________________________________ 
Insurance Carrier 

_______________________________________________________________________ ______________________, __________       _______________________ 
Address City State                 Zip 

___________________________________________________________ _________________________________________ ________________________________________ 
Adjuster’s Name Adjuster’s  Telephone # Adjuster’s  Fax # 

___________/ ____________  / _____________ 
Date 

____________________________________________________ ______________________________________________________ 
I understand that payment for all services is my responsibility. I authorize the release of my medical information and/or photos to 
I authorize payment directly to the Center for Plastic & Aesthetic Surgery. my referring/consulting physician, insurance company or carrier. 

INSURANCE INFORMATION 

____________________________________ ________________________________________________________________________       $ _____________ 
Effective Date of Insurance Coverage Insurance Carrier Co – Pay 

/                  / 
_____________________________________________________________      ________________________________________        _______­______­ ____________ 
Subscriber Subscriber Social Security  #     or Member #               Subscriber  DOB 

Your Relationship to Subscriber                 Self       Spouse      Child        College Student 

____________________________________ ___________________________________________________________         __________________________ 
Policy # Group Name         (Employer Offering Insurance) Group #


