ALLERGY MD

PATIENT INFORMATION

FIRST NAME: M.1.: LAST NAME:

BIRTH DATE: SEX: Male:_ Female:_____ Other:
BILLING ADDRESS:

APARTMENT NUMBER: CITY: STATE: ZIP CODE:

PRIMARY PHONE NUMBER:( ) CELL HOME WORK

PRIMARY EMAIL ADDRESS:
REFERRING PHYSICIAN:
PRIMARY PHYSICIAN:

PHARMACY NAME: PHARMACY PHONE NUMBER:
PHARMACY ADDRESS:
EMERGENCY CONTACT NAME: RELATIONSHIP:

EMERGENCY CONTACT PHONE NUMBER:

PRIMARY & SECONDARY INSURANCE (provide card to receptionist)
NAME OF SUBSCRIBER IF OTHER THAN SELF:

RELATIONSHIP TO SUBSCRIBER IF OTHER THAN SELF:
DATE OF BIRTH OF SUBSCRIBER IF OTHER THAN SELF:

Virtual Note-Taking Informed Consent (p/ease initial)

Allergy MD utilizes a virtual note taking tool to accurately and efficiently capture the details of the visit.
This tool ensures that we can focus more on our conversation and less on manual note taking, enhancing the
quality of care you receive. All medical decisions are made solely by your clinician.
Data is processed and stored in the US and in accordance with US data protection regulations (HIPAA).
You may choose to opt out of the use of Heidi at any time during your visit. If you wish to opt out, please
inform your medical assistant and physician.

Allergy Testing (p/ease initial)

Skin testing is a method of testing for allergic antibodies. You may be tested to airborne and/or food
allergens. If you have a specific allergic sensitivity to one of the allergens, a red, raised itchy bump will appear on
your skin within 15 to 20 minutes. These reactions will gradually resolve over the next 60 minutes. Occasionally
local swelling at a test site can occur 4 to 8 hours after skin testing. Please let the physician know if you are
pregnant or taking beta-blockers. Skin testing will be administered with a physician present since occasional
reactions may require immediate therapy. Adverse reactions to skin testing occur very rarely. In the event a
reaction occurs, the staff is fully trained in the treatment of adverse reactions. After skin testing, the physician will
go over the results and provide further recommendations. By signing this form, you have reviewed the above
information and had the opportunity to ask questions about the test with your physician.

You are also aware that skin testing may apply towards your copay, deductible and/or co-insurance. You
have reviewed your benefits with your insurance company prior to undergoing this testing. Codes used for your visit
can be found on our website www.allergymd.nyc. We check your benefits as a courtesy and do NOT guarantee the
information your insurance company provides. We recommend every patient obtaining their own benefits from their
respective insurance provider.

Printed Name Signature Date:
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