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Vitally Important Visit Information 

► 

► 

► 

► 

► 

► 

http://www.carolinaasthma.com/








 

 

 

 

 

 

http://www.carolinaasthma.com/
mailto:appointments@carolinaasthma.com


 



 

 
Patient’s Name:  ________________________________________  
 
History No.:  ___________________________________________ 
 

DOB:  _________________________________      M         F 

 
Today’s Date:  __________________________________________ 

 

 

 

 

 

 

 

 





 

 









 

 

 

 

 

 

 

 





 
 

 
PROTECTED HEALTH INFORMATION

 
 

 

 



 
 
 
 
 
Date _______/_____/_______ History No.:  _______________ 

 

 PATIENT REGISTRATION FORM (Please Turn Over) 

  

Patient 
Information 

 
 
 
 

 

Race: Ethnicity: Preferred Language: 

Mr.    Ms. Mrs. Dr.  

First MI Last 

Street Address E-Mail Address 

Mailing Address 

Zip  
  

City State 

Phone  Date of Birth  

SS# Gender 
               M                             F  
 

Marital Status 

Occupation  

Employer  Employer Phone 

Address 

Zip City State 

Family Doctor 
 

Address 

Zip City State 

Referring Doctor  

Address 

Zip City State 

RESPONSIBLE 

PARTY 

Mr. Ms. Mrs. Dr. DOB:   

First  MI Last 

Street Address 

Mailing Address 

Zip  
  

City State 

Phone Home Work SS# 

Employer 
 Employer Phone 

Address 

Zip City State 

Relationship to Patient 
 



Insurance 

Information  

Insured’s 
Name 

First MI Last DOB 

    

PRIMARY  
Insurer  

 

Mailing 
Address 

 

Zip City State 

Policy No. Group No. Plan 

Insurance 

Information  

Insured’s 
Name 

First MI Last DOB 

    

SECONDARY  
Insurer  

 

Mailing 
Address 

 

Zip City State 

Policy No. Group No. Plan 

EMERGENCY NOTIFICATION  NEXT-OF-KIN (not living with patient) 

Name  

Address  

Zip City State 

Phone 
Home Work 

PARENTS OF MINOR PATIENTS – NOT LISTED AS RESPONSIBLE PARTY 
 Name   Mother      

Father       

Address  

Zip City State 

Phone 
Home Work 

How did you hear about us? 

 Friend  Family  Internet  Advertisement Physician   Other  

AUTHORIZATION TO RELEASE INFORMATION TO INSURANCE COMPANY 

 
“I authorize the release of any medical information necessary to process my insurance claim.” 
 
 
 

 
Signed: 

 
Responsible Party ___________________________________________ 

_____________________________________________ 

 
Date___________________________ 
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