Allergy and Asthma Institute

ot Southeast Michigan

PATIENT REGISTRATION

Please print and complete all parts

Have you or any other family member been treated by Dr. Mayer? QYes ONo Name:

Name: Age:
Nickname
Social Security # Maiden/Former Name:
Sex: UM 0F Date of Birth: Marital Status: QSingle QOMarried ODivorced OWidowed

Home Address: Phone:

City: State: Zip Code:

E-mail Address:

Employer: Occupation:

Employer Address: Work Phone:

City: State: Zip Code:

Primary Care Physician: Address:

PCP Phone:

How did you hear about our office:

—‘ l———lzm-—|>'u

Primary Insurance: Secondary Insurance:
Address: Address:
R
E Phone: Phone:
S ID# Group#: ID#: Group#:
PP Insured’s Name: Insured’s Name:
g 2 Insured’s SSN: Insured’s SSN:
S T Insured’s Birthdate: Insured’s Birthdate:
Iy Relationship to Patient: Relationship to Patient:
E Insured’s Employer: Insured’s Employer:
E Employer Address: Employer Address:
Employer Phone: Employer Phone:
City: State: Zip City: State: Zip
Emergency Contact Name: Phone: Relationship:

Allergy & Asthma Institute of SE Michigan
7010 Pontiac Trail, Suite B
West Bloomfield, MI 48323
Phone: 248-363-3232
Fax: 248-363-3455





