
Antoine A. Hallak, M.D. 
Plastic and Reconstructive Surgery 

Cosmetic Surgery 
 
 
 
 
 

Patient Information 
 
Patient Name:__________________________________________________________________ 
                         Last                                                                             First                       MI 
 
Address:______________________________________________________________________ 
                                                                              City                      State                  Zip 
 
Home Phone(____)____________Work (____)______________Cell(____)_________________ 
 
Social Security #_____________________________ Date of Birth:_______________________ 
 
Please circle:   Male      Female            Marital Status:   Married     Single    Divorced     Widow 
 
Primary Care Physician_________________________ Phone: (____)______________________ 
 
Emergency Contact_____________________________Phone:(____)______________________ 
 
Primary Insurance:_____________________________Secondary:________________________ 
 
Subscriber to insurance:_________________________Date of Birth: ______________________ 
 
Policy ID # ___________________________________Group____________________________ 
 
I hereby authorize the release of any medical documents or information necessary to process a 
claim and I authorize payment of medical benefits to Antoine A. Hallak, M.D. for services 
rendered. 
 
 
 
______________________________________________________________________________ 
Signature                                                                                    Date 
 
 
 
 


