GERALD J. HAUSLER, D.O., FA.A.F.P.
THEODORE S. HAUSLER, D.O.
JACQUELYN McLEAN BENNETT, D.O.
JESSICA A. HAUSLER, PA-C

CENTER FOR FAMILY PRACTICE

8 Century Hill Drive ¢ Latham, NY 12110
Tel: (518) 783-7173 « Fax: (518) 783-5426

PATIENT INFORMATION (Picase write information about the patient here.)

PATIENT'S NAME: (Last, First, Middle Initiaf) SEX O Male SOCIAL SECURITY NUMBER DATE OF BIRTH
D Fema]e MO i DAY 4 YR
PATIENT'S ADDRESS OCCUPATION :
cITYy = STATE ZiP EMPLOYERS NAME WORK PHONE
( )
TELEPHONE EMPLOYER'S ADDRESS CcITY STATE ZIP
DAY PH: EVE PH:
MARITAL STATUS EMPLOYMENT STATUS STUDENT STATUS: If 19 Years or Oider
. O Full Time [] Retired
CELL: O Part Time £ Not Employed DFull Time __[JPantTime _[INota Student

RESPONSIBLE PARTY INFORMATION Responsibie party is: 1 Patient [ Primary Policyholder [ Secondary Policyhoic
fPlease complete the information below if the person responsible for paying the bill is not the PATIENT or the POLICYHOLDER. )

RESPONSIBLE PARTY'S NAME: (Last, First, Middle Initial) SEX O Male SOCIAL SECURITY NO.
3 Female
RESPONSIBLE PARTY'S ADDRESS STATE ZIP ~ | EMPLOYERS NAME WORK PHONE
( )
TELEPHONE RELATIONSHIP TO PATIENT | EMPLOYER'S ADDRESS CITY STATE ZiP
{ ) .= AR .- OTHER |

NSURANCE INFORMATION (piease write information about the policyhoider's insurance here.)
PRIMARY INSURANCE COMPANY NAME

SECONDARY INSURANCE COMPANY NAME

INSURANCE COMPANY'S ADDRESS INSURANCE COMPANY'S ADDRESS

ciy STATE 4l ciTy STATE zip

INSURED'S ID NUMBER GROUP PLAN NUMBER

INSURED'S ID NUMBER

GROUP PLAN NUMBER

iN CASE OF AN EMERGENCY

TELEPHONE:
NAME Day - ( )
- WHO SHOULD WE CONTACT? - . Y
(Ploase list someone living at a residence ADDRESS Night - ( )
other than those listed above.) CITY STATE —. RELATIONSHIP

Date

ConsemForTroanmntAulhon'mﬁonofueatmentformyseﬁ?w;yg@%&mmﬁnhemtchﬂdmambwugminbyanypersonwmenhanaparem.
\

e

-{_ Signature: _,
—

Faln

MEDICINES YOU ARE TAKING List medicines, birth control pill, or
vitamins you take with or without a prescription:

DRUG and/or OTHER ALLERGIES
List those to which you are allergic:

HOSPITALIZATIONS List serious illnesses and injuries or operations and
approximate year. EXCLUDE NORMAL PREGNANCIES.

YEAR  Serious illness, injury or operation Name of hospital ity and State

IMMUNIZATIONS Check those that
you have had. .

[ Pneumonia O Tetanus
3 Polio O Rubella
OFu-.

3 Others







