            Doctor: Laura Davis, MD        

PATIENT INFORMATION      

(all information on this form is required to be complete)

Name:

___________________________________

Patient Act. #: 
___________
Sex:
[ ] Male  [ ] Female




             (first, middle, last)

Physical Address:
___________________________________

Date of Birth:
___________
Age:
______ years




___________________________________

Social Security #  (guarantor)______________________________

City, State, Zip:
___________________________________

P.O. Box (patient)    _______________________________________









Phone:

(______)____________ [  ] Home  [  ] Cell

                     Referring Physician:_______________________________________ 

Phone:

(​______)____________ [  ] Home [  ] Cell

                     Primary Physician:
_______________________________________
                Marital Status:         [ ] Married  [ ] Single  [ ] Divorced  [ ] widowed

PATIENT EMPLOYMENT
(If Minor -- Parent Information)






[ ] Employed  [ ] Retired [ ] Unemployed  [ ] Student  [ ]Other

Spouse or mother’s  Employment: (circle one)


(Father/Self) Employer:
___________________________

Employer: __________________________________________

Occupation:            ___________________________________

Occupation: ________________________________________
                 Employer Address: __________________________________

Employer Address: ________________________________________
Phone:

​​(__    __)____________________________

Phone:

​​(__    __)__________________________________
                 Emergency Contact Information  --  (Parent/Guardian information if patient is a child)

Name: 

___________________________________

Prescription Pharmacy: _______________________________________

Phone:

(  ____ )____________________________

Location: __________________________________________________

Relationship:
___________________________________

Phone No: _________________________________________________

PRIMARY INSURANCE  
               [ ] Same as Patient  [ ] Same as Guarantor  [ ] Other






Name of Subscriber: ___________________________________

Insurance Company:
________________________________

Date of Birth:
  ___________________________________

Insurance Phone #:

________________________________

Social Security #:
  ___________________________________

Policy ID #:

________________________________

Relationship to Patient: _________________________________

Policy Group #:

________________________________

SECONDARY INSURANCE

[ ] Same as Patient  [ ] Same as Guarantor  [ ] Other


Name of Subscriber: ___________________________________

Insurance Company:
________________________________


Date of Birth:
 ___________________________________

Insurance Phone #:

________________________________


Social Security #:
 ___________________________________

Policy ID #:

________________________________


Relationship to Patient: _________________________________

Policy Group #:

________________________________





INSURANCE AUTHORIZATION AND AGREEMENT


(please read and sign)





I attest that the information I have given here is correct and true to the best of my knowledge.  I hereby assign benefits to be paid directly to the doctor and authorize him/her to furnish information regarding my illness to my insurance carrier.  I understand that I am responsible for any amount not paid for by my insurance.





____________________________________________		_____________________________________________


Guardian’s Signature (if patient under 18)		Date			Patient’s Signature				Date





I have received a copy of the Notice of Privacy Practices from Vancouver Allergy & Asthma Center.


Signature: ______________________________________________________________________  Date:___________________





























