
 
 
 
 

PATIENT INFORMATION 
 

 
Last Name ______________________First Name_________________M.I.____Suffix_______ 
 
Address_________________________City_________________State_____Zip_____________ 
 
Home Phone(    )_______________Sex:  M   F    Marital Status:  S  M  W  D  Other _________ 
 
If you wish to receive cosmetic info via email please provide your email address 
 
_____________________________________________________________________________ 
 
How did you hear about Dr. Peterson______________________________________________ 
 
Date of Birth __________  Social Security #_____________________ Student  Y  N 
 
Referring Doctor______________________ Primary Care Doctor_______________________ 
 
Employer______________________________ Address_______________________________ 
 
City___________________State______ Zip_________Phone___________________________ 
 
Primary Insurance______________________________ Health  W Comp  Auto  Other 
 
Insured's Name____________________________________ Date Of Birth________________ 
Relationship to Patient__________________________________________________________ 
 
ID Number _____________________________ Group Number_________________________ 
Referral Required  Y  N  (if yes did you contact your PCP   Y    N  
Secondary Insurance _____________________________________ Health   Auto 
Insured's Name____________________________________ Date of Birth________________ 
Relationship to Patient__________________________________________________________ 
 
Responsible Party ___________________________________SSN # ____________________ 
Address______________________________________________________________________ 
Employer_____________________________Relationship to Patient____________________ 
Home Phone______________________ Work Phone _________________________________ 
Emergency Contact___________________________Relationship to Patient______________ 
Home Phone________________________ Work Phone_______________________________ 
 
Authorization of Benefits to Physician 
I hereby authorize direct payment of benefits to The Center For Plastic Surgery, P.A. and Jack T. 
Peterson Jr., M.D.  I understand I am financially responsible for all charges incurred during the 
course of my treatment by Dr. Peterson, regardless of insurance coverage. I consent to 
examination and treatment by Dr. Peterson including medical photographs as necessary and I 
authorize the release of any information required by my insurance companies. 
 
Patient/Parent Signature____________________________________Date________________ 
 
 
  

Jack T. Peterson, Jr., M.D., F.A.C.S.
Diplomate American Board of Plastic Surgery
Diplomate American Board of Otolaryngology

631 S.W. Horne St., Suite 400 • Topeka, KS 66606-1661
Phone 785-234-9000 • Fax 785-234-9119

www.drjackpeterson.com

          Dr.  Jack
    Peterson


