
​PATIENT INFORMATION​

​FIRST NAME:_______________________   M.I.:________   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​​(please 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​​(please initial)​
​
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