
 

 
NEW ADULT PATIENT INFORMATION 

 
 

 
 
The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly 

to the physician. I understand that I am financially responsible for any balance. I also authorize Wake Pediatric 

Surgery or insurance company to release any information required to process my claims. 

 

Patient/Resp. Party signature ____________________   Print name _____________________   Date _________ 

Dr. George M Wadie, MD, FACS, FAAP 
 

600 New Waverly Place #203 
Cary, NC 27518 

 
Office: (919) 858-7020 

Fax: (253) 859-5695 
Carolinapediatricsurgery.com 

 

 


