Southwest Asthma & Allergy Associates

	(Please Print)

	Today’s Date: 
	Primary Care Physician:      
	Referring Physician:      

	PATIENT INFORMATION

	Patient’s last name: 

     
	First: 


	Middle: 
     
	 FORMCHECKBOX 
 Mr.
 FORMCHECKBOX 
 Mrs.
	 FORMCHECKBOX 
 Miss

 FORMCHECKBOX 
 Ms.

	Street address:
	City:
	State:
	ZIP Code:

	     
	     
	     
	     

	Home Phone no:
	Cell Phone no.:
	Email:

	(     )      
	(     )      
	     

	Birth date: 

     
	Age: 

     
	Sex:

 FORMCHECKBOX 
 M      FORMCHECKBOX 
 F
	Marital status:

Single  FORMCHECKBOX 
   Mar  FORMCHECKBOX 
   Div  FORMCHECKBOX 
   Sep  FORMCHECKBOX 
   Wid  FORMCHECKBOX 

	Social Security no.:

     

	Employer:

     
	Employer phone no.:

(     )      
	Ethnicity: 

     

	Chose clinic because/referred to clinic by (Please check one box):
	 FORMCHECKBOX 
 Dr.
	     
	 FORMCHECKBOX 
 Insurance plan
	 FORMCHECKBOX 
 Hospital

	 FORMCHECKBOX 
 Family
	 FORMCHECKBOX 
 Friend
	 FORMCHECKBOX 
 Close to home/work
	 FORMCHECKBOX 
 Yellow Pages
	 FORMCHECKBOX 
 Other
	     

	Other family members seen here:
	     

	If the above named patient was a minor, may we ask the name of each parent?
	Mother:

     
	Father:

     

	

	INSURANCE INFORMATION

	(Please give your insurance card to the receptionist. Statements and bills will be addressed to responsible party.)

	Person responsible for bill:
	Birth date:
	Address (if different):
	Home phone no.:

	     
	     
	     
	(     )      

	S.S. no.:

     
	Driver’s License no.:
	Issuing State:

     

	
	     
	

	Subscriber name:

     
	Birth date of Insurance Subscriber:
	Sex:

	
	     
	 FORMCHECKBOX 
 M        FORMCHECKBOX 
 F

	Patient’s relationship to insured:
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Child
	 FORMCHECKBOX 
 Other
	     

	Name of primary insurance:
	Subscriber no.:
	Group name:
	Group no.:

	     
	     
	     
	     

	Employer:
	Employer address:
	Employer phone no.:

	     
	     
	(     )      

	Name of Secondary Insurance (if applicable):
	Subscriber name:


	Birth date:


	Subscriber no.:



	     
	     
	     
	     

	Patient relationship to subscriber:
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Child
	 FORMCHECKBOX 
 Other
	     

	

	IN CASE OF EMERGENCY

	Emergency contact:

     
	Relationship to patient:

     
	Cell phone no.:
	Home phone no.:
	Work phone no.:

	
	
	(     )      
	(     )      
	(     )      

	

	Additional Information

	Pharmacy Name:
	Pharmacy phone no.:
	Pharmacy fax no.:

	     
	(     )      
	(     )      


[image: image1.jpg]NOTIFICATION OF LIABILITY

Ihave had the opportunity o read/recelve a copy of the privacy polcy of Soutwest Asthma & Allergy Assocates and hereby authorize any icensed
physician, practitioner, hospital, clic or other medical faclty o it representativs o release any and al informaton with respect to any iiess or
Injory, medica history, consultaton, prescription(s) or reatment and coples of all medica records to: The physican's of Southwest Astima & Allergy.
Assocites. 1 lso autharize Southwest Asthma & Allergy Associates, s physiciens and providers o release medica records to the nsurance company.
responsibe for my heaith coverage should it become necessary for payment of services provided.

Fatient/Guardian sgnatire Date

I hereby assign benefits and authorize payment to go directly to Southvest Asthrna & Allrgy Assodates for any medical sevice provided but not 0
xceed the reasonable and customry charges fo these senvices, Ths offic i not responsibie for incorret benefit information gven to us by your
insusance carier or for changes in coverage. A descrption of benefisis ot 3 guarantee of coverage and cannot be reied o0 as such. In the event of
non-payment by your nsurance company the chargies on your account wil b your respansibity. 1 understand that 1 em finencally responsibl to the
physician fo al charges not covered by this agreement. Payment is due at ime services are rendered.

We accept Visa, Master Card, Discover, American Express, personal checks and cash for your convenlence, Knoving your nsurance benelits are the

responsiilly o the insured and ependents

APHOTOGRAPHIC COPY OF THIS AUTHORIZATION SHALL BE CONSIDERED AS EFFECTIVE AND VALID AS THE ORIGINAL.
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