
MICHAEL M. PAPALIAN, MD 
Plastic and Reconstructive Surgery 

www.drpapalian.com 

  
 

Patient NAME  ____________________________________________          Date of Birth ___________________  Age__________ 
 
Address _____________________________________________          Home Phone      (______) ________________________ 
     street 
            Cell Phone       (______) ________________________ 
    ______________________________________________ 
    City, State, Zip Code      E-Mail Address  ___________________________________ 
 
Patient’s Social Security #    _______  ______  _________                Marital Status  ___________________________________ 
     
If patient is a minor:  Guardian’s name ______________________________________   Relationship ______________________ 
 
Employer  ____________________________________________________    Occupation  ___________________________________ 
 
Employer Address __________________________________________________   business Phone   (_____)________________________ 
    
                                    _____________________________________________ 
                                     City, State, Zip Code 
 
Name of Spouse _________________________________________________   Spouse’s Soc Security # ________________________ 
 
Spouse’s Employer __________________________________________  Business Phone: (_____) _______________________ 
 
 
Note: preferenceS fOR contact       Home Phone____           Work Phone ____           Cell Phone ____           E-Mail____ 
 
 
NAME OF REFERRING DOCTOR or Patient  ______________________________________________________________ 

 
 
Name of Your PRIMARY CARE PHYSICIAN ________________________________________________________________ 
 
 
REASON FOR INITIAL VISIT  _______________________________________________________________________________ 
 
                                             
PHOTOGRAPH RELEASE: I understand that photographs may be taken of me as part of my routine care by Dr. 
Papalian and that these photographs will become part of my medical record and may be used for instructional 
purposes.  I hereby give permission for these photographs to be taken, included in my medical record and used 
for instructional purposes.  I also give permission for photographs to be utilized for promotional purposes 
and/or medical publications.  I understand that my name will not accompany any published photograph. 
 
SIGNED: (Patient or Guardian, if minor) ______________________________________    DATE: ______________ 
 
 
FINANCIAL RESPONSIBILITY: I understand that I am responsible for payment of services rendered 
here by Dr. Michael Papalian and that I am financially responsible for non-insurance covered or 
non-authorized insurance services received. 
 
 
SIGNED: (Patient or Guardian, if minor) ______________________________________    DATE; ______________ 
 
 
 

The Plastic Surgery Center on Woodside 
2055 Woodside Road, Suite 150 

Redwood City, CA 94061 
Ph 650-364-6060   Fax 650-364-9405 

contact@drpapalian.com 
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