
Aesthetic Dermatology of Fairfield County 

Sharon J. Littzi, M.D. 

Diplomate, American Academy of Dermatology 

Dermatology and Cosmetic Dermatology 

 

 

PATIENT INFORMATION 

 

First Name________________________  Last Name___________________ M.I. ____ 

Street Name ________________________________________________Apt #________ 

City____________________________ State_________ Zip Code__________________ 

Home Phone (______)_______-________  Work Phone (_____)_____-______ Ext. ____ 

(May we leave detailed messages at these phone numbers?  Yes  or No 

Social Security No. _______-____-______  Sex ____ 

Marital Status (Circle One)     S    M    W    D            Date of Birth ___/___/_____ 

Employer ______________________Work Address _____________________________ 

City ____________________________State_________ Zip Code__________________ 

Emergency Contact _____________________ Phone No._________________________ 

Email Address _______________________@____________ 

What is your preferred method of communication? Email / Phone/ Both  

Would you like to receive periodic dermatological updates, via email ? � YES � NO 

We respect your email privacy and would never release your email address to any unauthorized party. 

 

INSURANCE INFORMATION 

 

Name of Insured: ______________________ Relationship to patient______________ 

 

D.O.B _____________ SS# ____-__-____ (of insured party) 

 

Insurance Company:_______________________ 

 

Insurance Address: ____________________City:____________ State: ____ Zip_______ 

 

Policy I.D. #: ________________________ Group #: _________________ 

 

How much is your deductible? _____  How much have you used? ______  

 

 

 

 

 


