
ALLERGY  SPECIALIST OF THE PALM BEACHES 

 

Date: ___________________                                                 Home Phone(         )______________ 

~PATIENT INFORMATION~ 

 

Name____________________________________MI      ____-SS#______________________________ 

Address_____________________________________________Cell Phone  (       )________________ 

City__________________________________                        State_________Zip__________________ 

Sex [_]_M___[__]_F____Age________  Birth Date_________________________________________           

[  ]Married       [   ]Widowed   [  ]Single  [  ]Minor      [  ]Separated     [  ]Divorced __________  

Patient Employer/School_________________________________Occupation_________________ 

 Address__________________________________                        Phone  (     )___________________ 

Whom may we thank for referring you?                                                                         ________ 

In case of an emergency who should be notified?__________________ ___________________    

Relationship to Patient                                                       Phone _(        )    ______________       

~Primary Insurance~ 

Person Responsible for Account: (Last)______________________(First)                             

(MI)___ Relationship to Patient_____________Birth Date                           

SS#_______________________ Address (if different from patient’s)                                               

Phone # (    )       _______________   

City________________________________State_____________________Zip_____________________ 

Person Responsible Employed by__________________________Occupation________________  

Address _______________________________                              Phone  (        ) ______________ __           

Insurance Company__________________________________________________________________ 

Subsciber/Member#__________________________________Group#_________________ ______                                                               

~Additional Insurance~ 

Is patient covered by additional Insurance?        [  ]  Yes      [  ] No_______________________ 

Subscriber Name_________________________                      Relationship to Patient _ ________                   

Birth Date_________________________            SS #________________________________________ 

Insurance Company__________________________________________________________________ 

Subsciber/Member#__________________________________Group#_________________ ______                                                               


