



Lakeside Allergy Asthma and Immunology, LLC
New Patient Information	            					
Patient Name (Last, First, MI):  _________________________________________________________ 
Date of Birth:  ___/____/________   
Social Security Number:  _________________________________
Gender:  (   ) Female (   ) Male   ( ) Other _______________
Marital Status: Single (  ) Married ( ) Divorce (  ) Widow (  )
Address: ______________________________________________________________________________________________________________________________________________
City, State, Zip: _______________________________________________________________________
Cell Phone:  (          ) ________________________ 
Work Phone:  (          ) _________________________
Employer:  ____________________________________
Occupation: __________________________
Email Address: _______________________________________________________________________
Preferred Language:  __________________________ 
Race/Ethnicity:  ___________________________
Responsible Party Name (Last, First, MI):  _________________________________________________
Gender:  (   ) Female (   ) Male                   
Marital Status: Single (  ) Married ( ) Divorce (  ) Widow (  )
Date of Birth: _____/_____/_______     
Social Security Number:  ________________________________ 
Street Address: _______________________________________________________________________
City, State, Zip: _______________________________________________________________________
Cell Phone:  (          ) _________________________
Work Phone:  (          ) __________________________ 
Primary Insurance Company:  ___________________________________________________________
Policyholder:  _________________________________ 
Relationship to Patient:  ____________________
Contract Number:  _____________________________ 
Group Number:  __________________________



Secondary Insurance Company:  __________________________________________________________
Policyholder:  _________________________________ 
Relationship to Patient:  ____________________
Contract Number:  _____________________________ 
Group Number:  __________________________

Referring Physician:  __________________________________________________________________
Practice Name (if applicable):  ___________________________________________________________
Oﬃce Street Address:  _________________________________________________________________
City, State, Zip:  _______________________________________________________________________
Oﬃce Phone:  (          ) ___________________________ 
Fax Number:  (          ) _____________________

Has any member of your family been treated by our Physician(s) before?  
YES_____       NO_____

If the answer is YES please give the patient’s name: ____________________________________



I consent to and authorize the administration of treatment and procedures deemed necessary and/or advisable for the above named patient.   I hereby agree Lakeside Allergy Asthma & Immunology to release any/ or all Medical Record information pertaining to the above referenced patient to his/her referring and or primary care physician.  I further authorize Lakeside Allergy Asthma & Immunology to release any and all information required to the insurance company of record regarding the care and treatment of the above referenced patient.  I authorize release of medical records in response to a court order.  I authorize substitution of a photocopy of this form in place of any original.  I have read and understood the Notice of Privacy Practices presented to me and any questions concerning same have been answered to my satisfaction. 

Signature: __________________________________________________ 
Date: _____/_____/_______     
I certify that I (or my dependent) have insurance coverage and assign directly to Lakeside Allergy Asthma & Immunology all insurance beneﬁts, if any, otherwise payable to me for services rendered.  I understand that I am ﬁnancially responsible for all charges whether or not paid by insurance.  I hereby authorize Lakeside Allergy Asthma & Immunology Miller to release all information necessary to secure payment of beneﬁts.  I authorize the use of this signature on all insurance submissions. 
Signature: _________________________________________________ 
Date:  _____/_____/_______    
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