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% EPITOMEDICAL.

LIST OF PRIOR MEDICAL PROVIDERS AND FACILITIES

George Med-Peds Associates, P.C.
PO Box 82227
Las Vegas, Nevada 89180-2227

Doctor / Clinic Name

DOCTORS OR CLINICS

Please fill out any applicable providers’ information:

Specialty Phone

Primary Care

Fax

Primary Care

Cardiology

Dentist

Dermatology

Endocrinology

Ear Nose & Throat (ENT)

Gastroenterology

Gynecology

Hematology / Oncology

Neurology

Opthalmology

Optometry

Facility / Lab Name

FACILITIES AND LABS

Please fill out any applicable providers’ information:

Function Phone

Fax

Laboratory

Radiology

Hospital
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