
ATLANTA PERINATAL CONSULTANTS 
Patient Information Sheet 

Lawrence Stone, MD * Jeffrey Korotkin, MD, MBA * Raymond Allen, MD * Lawrence Nathan, MD *  Marcy Mann, MD 
 Jose Lopez-Zeno, MD * Kevin Gomez, MD * Larry Matsumoto, MD 

 
NAME: ______________________________________________________________________ 
              (First Name)       (Middle Initial)       (Last Name)                              (Name preference)  
 
 

ADDRESS: ______________________________________  HOME PHONE: _____________ 
           
CITY: ________________  STATE: ____  ZIP: _________ WORK PHONE: _____________ 
 

 Single         Married         Other               CELL PHONE:  ______________ 
 
 
Please check the preferred contact number for us to call regarding laboratory 
results or appointments.     Home    Work    Cell 
 
 
May we leave a voice mail or message at the above number?    Yes        No 
 
 
Please list by name any person (i.e. spouse) authorized by you to speak with our 
staff on your behalf regarding your medical care, lab results, clinical findings, etc. 
as authorized by your signature below. 
 
______________________________________________________________________________ 
  
______________________________________________________________________________ 
 
In the event that it becomes necessary to refer me to another physician/facility, or 
I am given any portion of my medical record to take with me, my signature below 
authorizes the release of information by Atlanta Perinatal Consultants for these 
purposes.  _________ 
                     (Initials) 
 
 
 
 
 
 
                  ______________________________________________________________  _____________________________ 
                                                       (Signature)                          (Date) 
 
 
 


