


PLASTIC & RECONSTRUCTIVE SURGERY 
Gregg M. Anigian, M.D., P.A. 
 

PATIENT INFORMATION 
 
Referred by:______________________________________ Phone #:______________________________ 
 
 
Name:(First)_______________________ (MI) _________ (Last) ________________________________ 
Date of Birth___________________ Age __________ Gender:  M  F Marital Status: S  M  W  D 
Address:(Street)_____________________________________________________________________________ 
(City, State, Zip) ____________________________________________________________________________ 
Home #:____________________________________ Cell#:________________________________________ 
Employer:__________________________________ Work#_______________________________________ 
Social Security#:_____________________________ Driver License#________________________________ 
Email:______________________________________ Permission to communicate via email: ❑ yes ❑ no 
Pharmacy Name:_____________________________ Pharmacy #:___________________________________ 
 
Emergency Contact:_____________________________ Telephone:___________________________________ 
Parent/Guardian (if patient is a minor)___________________________________________________________ 
 
Spouse Name:_________________________________________ Date of Birth:__________________________ 
Work#:______________________________________ Cell#:________________________________________ 
 
 
Internist or Family Physician:__________________________________________________________________ 
Telephone#:________________________________________________________________________________ 
 

INSURANCE INFORMATION 
(Must be filled out even if copy of insurance card has been made) 

 
Insurance Co:__________________________________ ID #:_________________________________________ 
Primary Insured (if you are not the primary insured this information must be filled out so that a claim can be submitted 
to your insurance company):___________________________________________________________ 
Subscriber's Employer:__________________________________ Subscriber's DOB:______________________ 
 
I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled, including 
private insurance and any other health plans, to Dr. Gregg M. Anigian. I transfer my title of reimbursement from my 
insurance company to Dr. Gregg M. Anigian. I hereby agree to pay any and all charges that are not covered by 
insurance (and any deductible and co-insurance). I also agree to pay any charges incurred during a grace period if I 
have insurance purchased thru the marketplace. I hereby authorize said assignee to release all information necessary to 
secure payment. I authorize my insurance claim form to be sent via electronic claim filing. I authorize the release of 
my medical records or insurance claims to be sent via fax or email. I understand that I am financially responsible for 
any and all charges whether or not they are covered by insurance. 
 
I authorize Dr. Gregg M. Anigian to disclose complete information concerning his medical findings and treatment of 
the undersigned, from the initial office visit until the date ofthe conclusion of such treatment, to those individuals who, 
in Dr. Gregg M. Anigian's sole determination, are required to receive such information for the purpose of medical 
treatment, scheduling a procedure with another facility/anesthesia, medical quality assurance , peer review and outside 
coding/billing services via e-mail or fax. I understand this is my private health information and by signing this 
agreement I am authorizing this information to be faxed or emailed. This Assignment/Agreement will remain in effect 
until revoked by me in writing. A photocopy of this assignment is to be considered as valid as an original. 
 
Patient's Signature: __________________________________________ Date:_________________________ 
 
Witness Signature:__________________________________________________________________________ 
(REV. 7/2015) 











GREGG M. ANIGIAN, M.D., P.A.          

8220 Walnut Hill Lane, Suite 108, Dallas, Tx. 75231 

      Phone: 214-369-0006, Fax: 214-369-0190 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICE 

In our efforts to comply with the Health Insurance Portability and Accountability Act (HIPPA), we need 
to be certain that we guard your privacy according to your wishes when it comes to your family, 
friends and co-workers. 

            Please circle your response to the following: 

May we leave messages on your cell phone?    YES  NO  N/A 

May we leave messages on your voice mail at home?   YES  NO  N/A 

May we leave messages on your voice mail at work?   YES  NO  N/A 

May we leave messages concerning your appointments with co-worker, receptionist or secretary that 
regularly answers your calls?      YES  NO  N/A 

May we correspond with you via e-mail regarding your personal health information, 
appointments, office specials & events?    YES  NO  N/A 

Your email address:  __________________________@________________________________ 

May we discuss your appointment, treatment or financial issues with your spouse? 

          YES  NO  N/A 

Please list the names of your Spouse/Family Member/Caretaker or Friend that we may discuss your 
appointments, treatments or financial issues with: 

1. 

2. 

If you are over the age 18 and living at home, may we discuss your appointments, treatments or 
financial issues with your parent(s) or guardian? 

Parent(s) Guardian name: _____________________________ YES  NO  N/A 

You must inform our office, in writing, of any changes in your directives. This consent takes effect on 
the date indicated below.  Please sign and acknowledge that you have received a copy of our Notice 
of Privacy Practice. 

Signature:____________________________________  Date: ___________________________ 

Print Name:__________________________________ Date of Birth: ______________________ 






