
THOMAS P. TREVISANI, MD 
BOARD CERTIFIED PLASTIC AND RECONSTRUCTIVE SURGERY 

FIRST NAME:  	 	 	 	 	 	   MI 	   LAST NAME: 	 	 	 	 	 	  
ADDRESS: 	 	 	 	 	 	 	 	 	 	 	 	 	 	  
CITY: 	 	 	 	 	 	 	 	  STATE: 	 	  ZIP: 	 	 	 	  
HOME PHONE: 		 	 	 	  WORK PHONE: 	 	 	  OTHER: 	 	 	  
E-MAIL ADDRESS: 	 	 	 	 	 	 	 	 	 	 	 	 	  
□   SINGLE	 □ MARRIED	 □ DIVORCED/SEPARATED	 □ WIDOWED	□ FULL-TIME STUDENT 

SEX: 	 	  AGE: 	 	   DOB: 	 	 /	 /	  SS# 	 	 	 	 	 	 	  
NAME OF PERSON RESPONSIBLE FOR BILLS: 		 	 	 	 	 	 	 	 	  
ADDRESS: 	 	 	 	 	 	 	 	 	 	 	 	 	 	  
CITY: 	 	 	 	 	 	 	  STATE: 	 	 	  ZIP: 	 	 	 	  
HOME PHONE: 		 	 	 	  WORK PHONE: 	 	 	  OTHER: 	 	 	  

EMPLOYED BY: 	 	 	 	 	 	 	  HOW LONG: 	 	 	 	 	  
WORK ADDRESS: 	 	 	 	 	 	 	 	 	 	 	 	 	  
CITY: 	 	 	 	 	  STATE: 	 	 	  ZIP: 	 	 	 	  
HOME PHONE: 		 	 	 	  WORK PHONE: 	 	 	  OTHER: 	 	 	  

I authorize photographs to be taken in the area being considered for treatment.  I understand these photographs will 
become a part of medical records for the purpose of documenting an existing condition.  I also give my consent to Dr. 
Thomas P. Trevisani, to use these photos for the medical education , as well as I authorize the usage of  my before and 
afters in online galleries without releasing my identity.  

SIGNED: 	 	 	 	 	 	 	 	 	 	  DATE: 		 	 	


