Maryland Allergy & Asthma Center

9831 Greenbelt Road, Suite 101






Center:
(301) 552-4100
Lanham, MD 20706








Fax:
(301) 552-1700
www.mdaac.com - info@mdaac.com 
NEW PATIENT INTAKE

Last Name: _______________________________ MI: _______ First: __________________________

Soc. Sec#: _________________________________ D.O.B.: __________________ Age: ___________

Home Address: ______________________________________________________________________

City: _________________________________________ State: ____________ Zip: _________________

Primary Phone: ____________________________ Home Phone: ____________________________
Cell Phone: ________________________________ Work Phone: ______________________________

E-Mail: _____________________________________________________________________________

May I have your permission to leave a message: Yes _______ No _______ 
Signature: ___________________________________________________________ M/F: ___________
Martial Status: _________   Employment / Student Status: __________ Employer / School: __________
Parent/Guardian/ Name: _______________________________ Phone #: ______________________
Parent/Guar. DOB: __________________ Parent/Guar. S.S. #: ________________________________

Relationship: _________________ Address: ________________________________________________

Referred By: __________________________________________ Phone #: _______________________
Reason for referral: _________________________________________  Date of Appt.: ___________
PRIMARY CARE PHYSICIAN

Primary Care Physician: ________________________________________________________________

Address: ____________________________________________________________________________

Phone #: _________________________________ 
        Fax #: ________________________________
INSURANCE INFORMATION

Policyholder: ___________________________________________ Relationship: __________________

P.H. DOB: _________________ SS#: _______________________ Phone #: _____________________

Policyholder’s Address: ________________________________________________________________

Policyholder’s Employer: _______________________________________________________________

Primary Ins.: _________________________________________ Phone #: ______________________

Policy #: ____________________________________________ Group #: ______________________

INSURANCE BENEFIT VERIFICATION

Name of Rep: ___________________________ Date Called: ____________ Emp. Initial ___________
Effective date of coverage: ____________________

Is patient currently active:
Yes
No

Is a referral required?

Yes
No


Was PCP referral received:
Yes
No

Does patient have Out of Network benefits for allergy?
Yes
No

Deductible?   Yes
No
Amount: $__________ 
Met: $_________ Balance: $__________

Office visit Co-Pay: ________________


Shot Co-Pay: ________________
Is skin testing a covered benefit?
Yes
No

Payer ID #:   ________________

Mailing address for claims: ______________________________________________________________

____________________________________________________________________________________

By Initialing below you are confirming that there have been no changes to the above listed information:
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