
 

  

PATIENT INFORMATION  

  

Patient name: ___________________________________________    Gender: ___________    

  

DOB: ______________________           PHN: ______________________________  

               (Day/Month/Year)  

  

Home #: ______________     Cell #: ______________     Work #: ____________________  

  

Address: ____________________________________________________________________   

  

REFERRING PHYSICIAN INFORMATION  

  

Referring physician: ________________________________ _      Billing #:____________  

  

Tel: ______________________________ Fax: ______________________________________  

  

Address: ___________________________________________________________________  

  

So that we can organize our clinic optimally, please provide the following information  

(please check appropriate one):  

  

SUSPECTED DIAGNOSIS [  ]    OR    CONFIRMED DIAGNOSIS [  ]    OF  

  

[   ] Asthma Has your patient ever been prescribed an asthma puffer(s)? yes [   ] no [   ] 

[   ] Continuous URI  

[   ] Rhino conjunctivitis/sinusitis  

[   ] Eczema  

[   ] Medication Allergy  

[   ] Insect Allergy  

[   ] Food Allergy  

[   ] Anaphylaxis  

[   ] Other (please list)  
  

Additional Remarks:  
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