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Patient Information Form 2016 (Please Print Clearly)
	
	1. New Patient
	
	2. Information changed:
	

	Allergy shot patients enter tray #(s):
	
	Date: ​​​​​____________
	Location: _______________


	Patient Information
	Guarantor Information (Parent/Guardian of Minor)

	Last Name:
	
	Last Name:
	

	First Name:
	
	First Name:
	

	M.I.:
	
	M.I.:
	

	DOB:
	
	DOB:
	

	DL#:
	
	DL#:
	

	Gender:
	
	Gender:
	

	Home Phone #:
	
	Home Phone #:
	

	Work Phone #:
	
	Work Phone #:
	

	Cell Phone #:
	
	Cell Phone #:
	

	Address:
	
	Address:
	

	City:
	
	City:
	

	State/Zip:
	
	State/Zip:
	

	Employer:
	
	Employer:
	

	Email:
	
	Email:
	

	Marital Status:
	
	Marital Status:
	

	Allergist:
	
	  Relation to Patient:
	

	Referring Dr.:
	
	Patient Number:
	

	PCP:
	
	Emergency Contact:
	                                              Phone:


Do you consider yourself to be of Hispanic or Latino ethnicity?     (Yes    (No    (Decline to answer
	What is your primary race?
	

	
	American Indian or Alaska Native
	
	
	English
	
	

	
	Asian
	
	
	Spanish
	
	

	
	Black or African American
	
	
	American Sign Language
	
	

	
	Native Hawaiian or other Pacific Islander
	
	
	Russian
	
	

	
	White/Caucasian
	
	
	Korean
	
	

	
	Other
	
	
	Other
	
	

	
	Decline to answer
	
	
	Decline to answer
	
	


	Insurance Information (Patient must provide all insurance cards at time of visit)

	
	Primary Insurance
	Secondary Insurance
	Other Insurance

	Insurance Name:
	
	
	

	Name of Policy Holder:
	
	
	

	Subscriber ID#:
	
	
	

	Group #:
	
	
	

	Co-Pay Required: 
	
	
	

	Policy Holder’s Sex:
	
	
	

	Policy Holder’s Date of Birth:
	
	
	

	Relationship to Patient:
	
	
	

	Insurance Effective Date:
	
	
	

	Insurance Provider Phone #:
	
	
	

	


ASSIGNMENT OF INSURANCE BENEFITS
I hereby authorize and request my insurance company to pay directly to the doctor the amount(s) due on my claim for services rendered to me or my dependent. I further agree that should the amount be insufficient to cover the entire medical expense, I will be responsible for the payment of the difference; and if the nature of the disability be such that it is not covered by the policy, I will be responsible to the doctor for the payment of the entire bill. 
Patient’s or Guarantor’s Signature:_______________________________ Relationship to patient:  ( Self












 (Parent/Legal Guardian

Print name of signature above: __________________________________                                             ( Other: _____________________

