
       OAK BROOK allergists               DX.        DRUG S.       
                               

                 FOR OFFICE USE ONLY 

                                                          Ins. 

Patient No. ___________________ Type ________ 

NEW  PATIENT  INFORMATION                
 

                                                                                           DATE______________________ 
PLEASE PRINT CLEARLY            
 

NAME                                                                                                                 AGE ________________     MALE      FEMALE         
Last  First  Middle Initial 

 

________________________       SINGLE       MARRIED      WIDOWED       DIVORCED      NO. OF CHILDREN______     
   Birth Date 

 

ADDRESS______________________________________________________________________________________________         
 

CITY                                                                                                                         STATE                                            ZIP _____________         
  

PHONE (HOME)                                          (CELL)                                           OCCUPATION ________________________________        
 

EMPLOYED BY                                                                                      SOCIAL SECURITY # __________________________        
 

BUSINESS ADDRESS                                                                           BUSINESS PHONE ____________________________        
 

CITY                                                                                                        STATE                                             ZIP _____________ 

                        
IF YOU ARE BETWEEN THE AGES OF 18-25 ARE YOU A STUDENT?      YES       NO 

IF STUDENT,     FULL TIME     PART TIME  
 
 

PERSON TO CALL IN EMERGENCY 
 

NAME                                                                         ADDRESS                                                            PHONE ________________ 
 

                      
 

PLEASE COMPLETE THIS SECTION IF SOMEONE OTHER THAN PATIENT IS RESPONSIBLE FOR PAYMENT OF SERVICES  
(PARENT OR GUARDIAN) 
 

NAME                                                                                                  ADDRESS ___________________________________         
 

CITY                                                                                                   STATE                                              ZIP ____________          
 

RELATIONSHIP TO PATIENT                                                          HOME PHONE _______________________________          
 

EMPLOYER                                                                                        BUSINESS PHONE ___________________________           
 

ADDRESS                                                                                           STATE                                              ZIP ___________   
 
 
                      

REFERRED BY       �  NEWSPAPER      �  INTERNET      �  INSURANCE CARRIER     �  YELLOW PAGES       �  FAMILY/FRIEND      �  PHYSICIAN     

                                                                                                                                                                    
PHYSICIAN NAME ___________________________________  ADDRESS________________________________________             
 

PHONE ______________________________   CITY _______________________STATE ______________  ZIP___________  
                      
 
 

INSURANCE INFORMATION  NAME OF INSURANCE CARRIER________________________________________              
 

PLEASE INDICATE:    IS THIS INSURANCE  PPO    POS     HMO      EPO  OTHER ______________________          
 

POLICYHOLDER’S ID#                                                                                              GROUP # _____________________              

RELATIONSHIP TO POLICY HOLDER:    SELF    SPOUSE   CHILD 
 

POLICYHOLDER’S NAME                                                               POLICYHOLDER’S SEX      MALE      FEMALE       
 

POLICYHOLDER’S BIRTHDATE ______________________  
 
ASSIGNMENT AND RELEASE: 

I hereby authorize my insurance benefits to be paid directly to the physician and I am financially responsible for non-covered 
services and any and all co-pays. I also authorize the physician to release any information required in the processing of the claim. 
 

SIGNED                                                                                                                                                    DATE __________________    


