CHICAGO ALLERGY CENTER, LLC

THIS FORM MUST BE COMPLETED IN FULL
PLEASE PRESENT INSURANCE CARD FOR COPYING AND REMIT COPAY (IF APPLICABLE)

PATIENT INFORMATION- PLEASE PRINT

NAME (Last, First, Middle)

DOB

AGE

SEX

STREET ADDRESS

CITY, STATE & ZIP CODE

HOME PHONE #

CELL PHONE #

STATUS: (PLEASE CIRCLE) MINOR STUDENT SINGLE MARRIED DIVORCED WIDOWED SEPERATED

IF UNDER 18: MOTHER’S

NAME & WORK/CELL #

FATHER’S NAME & WORK/CELL #

E-MAIL ADDRESS

EMERGENCY NAME & PHONE # (name & number of relative/friend that does not live at the above address)

RELATIONSHIP

RESPONSIBLE PARTY (if patient is a minor, who brought the patient into the office to see the doctor)

NAME

ADDRESS

PHONE #

DOB

RELATIONSHIP TO PATIENT

REFERRING DOCTOR INFORMATION

PRIMARY CARE DOCTOR (name, not practice) PHONE #
ADDRESS, CITY, STATE & ZIP CODE
REFERRING PHYSICIAN (if different from above) PHONE #

ADDRESS, CITY, STATE & ZIP CODE

REFERRAL INFORMATION (if applicable)

AUTH #

# OF VISITS AUTHORIZED

DOCTOR AUTHORIZED

VALID FROM

TO

WE DO NOT REQUIRE A COPY OF THE REFERRAL AT THE TIM E OF VISIT

IF YOU WEREN’T REFERRED BY A DOCTOR, WHERE DID YOU HEAR ABOUT US?

PHARMACY NAME:

PHARMACY PHONE #




