
ALLERGY & ASTHMA CLINIC OF SOUTHEAST GEORGIA 

ACUTE CARE CLINIC 


CHILD INFORMATION SHEET 

PATIENT NAME:___________ OATE:___________ 
CALLED NAME: 
SEX: M F___ 008:_____ SSN________(required) 

r;:::----- '--...-m--.---.-'-.- '-,.W'-....NW.'.'.- ... ·,_._~_.____,,·,___,·..·__·_··_w·~· " __'_N._.·~___,_....._'..__.. ·__,....,·,_._,_..._"·,.,_'N._....,_.·._w,._,_,,. ,·~'_.__N"·_ , _ ______ __,_._'"..·_w··,__ 

iL:~~~~:~ _N~~~: JI_~~~_____ ____________ _ _j l _Fa_t~er's N_a~e _._'. __Jl~~~~__________ .J 

I[~:. _______________.J l_~~~~~~~~~:_____ ____u_jl~~~_~______ .. _m u__ _n __ __Jl_~_~:~~~_e~_____uJ 

II A~D~E~ _J~~~~~~____J~~e~~: _________J~s~~~____"w.! 

1/ Employer: I Employer address: IIEmployer: I Employer address: I 
I~.._>_......W._".·_.'."" ..•..-~......- .........- .•,.....<................" ... ....... -~.,"" ...- ..··,_·,,_,...._.·~·_.·~___·_.__- _.·_··_ ··'" ···_••••.. 'w ..... ..... ....... .., ••--......~. _ ..Mw·.· ..,...••.•..... ,,,.,.......... .................,,..................._............. .. ~.,.,,_..'"_...•J - ._,.._............~._._.,".."...~...._...___........_._J


Il~or~_~o~e~ __.__lLCell~~~:~ _J Erk phone: _JCell p~o: _________ 

Parent responsible for payment:_____________ 

***Emergency Contact (other than parent): Name: Phone:______ 


CHILD'S MEDICAL HISTORY 
Pleaseli~pastand p~sentmedical problems:___________________ 

Reason for visit today: 

(If any, name of referring physician:__________) 


List child's current medications: 


Listanyhos~~I~ation~o~ration~etc:~________~~~~__~~~__~~ 

Please list any know allergies to medications, dyes, foods, etc:______________ 
PHARMAaNAM~PHONENUMBER:~~~~~~~~~~~~~~_ 
Howd~youhearabo~ouroffice?:_____~__________________ 

Age Pease ist any known a ergies.II 
Mother 
Father 
Brothers 
Sisters 

Immunizations 
1. Tetanus Y__ N__ 4. MMR Y__ N__ 
2. Polio Y__ N__ 5. HEP B Y__ N__ 
3. Typhoid Y__ N_~ 6. OPT Y N__ 

INSURANCE INFORMATION 
Name of Insurance:~~~~~~~~_ Policy Holder Name:_________ 
Policy No.:___________ Group No. 

ASSIGNMENT & RELEASE 

I, the undersigned, certify that I (or my dependent) have the above insurance coverage and assign directly to Dr. Conner 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 the doctor to release all information necessary to secure payments of benefits. I authorize the use of this signature on all insurance 
submissions. 

Signature:~____~__~____~_ Date:_~~~~~_~_~~~_ 


