
:
EMERGENCY CONTACT

Cell

Cell Phone No.

(             )

Home Phone # Cell Phone #

City      State   Zip Code

Email Address:

Consent for Email Communications
❑ Yes     ❑ No

Primary Care Dr: 

(OTHER THAN YOUR OWN)

Home Phone #

/ P.O. Box

Cell Phone #Home Phone #Relationship to Patient

Referred to by (Please check one box)

Samson Aesthetics, LLC
Michel C. Samson, MD

The above information is true to the best of my knowledge. I authorize the physicians of Samson Aesthetics, LLC to provide myself or my child/ward with reasonable 
and proper medical care according to today’s standards. I authorize the insurance company or any third party payer to pay any bene�ts due directly to this o�ce should 
they accept assignment on my claim. I also authorize Samson Aesthetics, LLC or the insurance company to release any information required to process my claims. 
I understand that Samson Aesthetics, LLC has the right to refuse or accept assignment of such bene�ts. If these bene�ts are not assigned to Samson Aesthetics, LLC, 
I agree to forward to Samson Aesthetics, LLC all health insurance and other third-party payments that I receive for services rendered to me immediately upon receipt. 
I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR THE ACCOUNT EVEN THOUGH INSURANCE MAY BE PENDING ON ALL OR A PORTION OF THE CHARGES.

.




