
Atlantic Coast Facial Cosmetic Surgery 
Don N. Lerner, MD, F.A.C.S. 

 
[PERSONAL PATIENT INFORMATION] 

 
PATIENT NAME:  ______________________________________________________ 
 
AGE: ______  BIRTHDATE: ____________________   SEX:  ____________ 
 
SOCIAL SECURITY NUMBER: _________________________________________ 
 
HOME ADDRESS:  _____________________________________________________  
 
CITY: _______________________________         STATE:  _______  ZIP: _________ 
 
PHONE:  HOME/WORK: ________________________________  CELL: ______________ 
 
EMPLOYER/BUSINESS NAME: _______________________________________________ 
 
ADDRESS: ___________________________________________________________________ 
 
CITY: ___________________________    STATE: ________ ZIP: _____________ 
 
PHONE: _________________________ 
 

[PERSON TO NOTIFY IN CASE OF EMERGENCY]: 
 
NAME: ____________________________   RELATION TO PATIENT : _______________ 
 
PHONE (HOME): _________________  (CELL): _________________ (WORK):_____ ___ 
 
ADDRESS:    ________________________________________________ 
 

GUARANTOR/GUARDIAN (IF DIFFERENT FROM ABOVE) 
NAME: ______________________________________________________ 
 
ADDRESS: ___________________________________________________ 
 
CITY: _______________________  STATE: _____      ZIP: ________ 
 
PHONE: ___________________________ 
 
I authorize Don N. Lerner, MD to evaluate and treat the patient listed above.  I certify that I am the 
patient’s legal guardian. 
 
NAME: _______________________________  TODAY’S DATE: _________________ 
 
SIGNATURE: ____________________________________________ 


