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PATIENT #              









PATIENT REGISTRATION INFORMATION

PLEASE PRINT CLEARLY







DATE                            

NAME                                                        _______                               Date of Birth                          AGE            SEX               
Last

First


Middle Initial
ADDRESS                                                                                                                                                                                       

CITY                                                                                                  
STATE                                              ZIP                        

SOCIAL SECURITY #           -             -               
                            OCCUPATION                                                                

PHONE: Home                                                       Work                                               Cell                                                   

E MAIL ADDRESS ____________________________

MARITAL STATUS:        SINGLE         MARRIED        WIDOWED        DIVORCED               NO. OF CHILDREN            
EMPLOYER NAME                                                                                 


BUSINESS ADDRESS                                                                                                                                                             

CITY                                                                                                   
STATE                                              ZIP                        

IF YOU ARE BETWEEN THE AGES OF 18-25 ARE YOU A STUDENT?   YES_______  NO _______

IF STUDENT,
FULL TIME ______________ PART TIME ____________

PERSON TO NOTIFY  IN CASE OF EMERGENCY:

NAME                                                                 ADDRESS                                                                       PHONE                      

REFERRAL SOURCE:                                                                                                                                                                               

If physician, please state name: 

ADDRESS                                                                                                                                       PHONE                                   

CITY                                                                                                   
STATE                                              ZIP                        

PLEASE COMPLETE THIS SECTION IF SOMEONE OTHER THAN PATIENT IS RESPONSIBLE FOR PAYMENT OF SERVICES (PARENT OR GUARDIAN)

NAME                                                                                                 
ADDRESS                                                                      

CITY                                                                                                  
STATE                                              ZIP                        

RELATIONSHIP TO PATIENT                                                         
HOME PHONE                                                               

EMPLOYER                                                                                       
BUSINESS PHONE                                                        

ADDRESS                                                                                          
STATE                                              ZIP                        

INSURANCE INFORMATION

PRIMARY INSURANCE INFORMATION

POLICYHOLDER’S NAME                                                               
POLICYHOLDER’S BIRTHDATE _________________________

POLICYHOLDER’S SOCIAL SECURITY #                                                                  

MEDICAL INSURANCE CARRIER                                                           

MEDICAL INSURANCE GROUP #                                                     ID#                       PHONE                             

IS THIS INSURANCE  A  PPO____ POS ____ HMO____ EPO____ OR A MANAGED CARE POLICY         
RELATIONSHIP TO PATIENT:             SELF                   SPOUSE                      CHILD______ PARENT
SECONDARY INSURANCE INFORMATION

POLICYHOLDER’S NAME                                                               POLICYHOLDER’S BIRTHDATE _________________________

POLICYHOLDER’S SOCIAL SECURITY #                                                                  

MEDICAL INSURANCE CARRIER                                                           

MEDICAL INSURANCE GROUP #                                                     ID#                       PHONE                             

IS THIS INSURANCE  A  PPO____ POS ____ HMO____ EPO____ OR A MANAGED CARE POLICY         
RELATIONSHIP TO PATIENT:             SELF                   SPOUSE                      CHILD________ PARENT
**** Insurance will be filed on your behalf with correct insurance information****

I hereby authorize my insurance benefits to be paid directly to Allergy and Asthma Healthcare Clinic S.C. Should my insurance company deny or not cover any charges for ANY reason,  I am financially responsible for the full amount of the bill. I also authorize Allergy and Asthma Healthcare Clinic to release any information required in the processing of the claim. If my account be referred to an outside collection agency, I agree to pay the collection fees.

SIGNED:                                                                                                                                             DATE                                            









