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Patient Demographic and Insurance Intake Form   

  
Last Name: ___________________________________ First name: ________________________________ MI: ____________  

DOB:  ____________________________ SS #:  _____________________ Sex:  ______ Marital Status: ___________________  

Address:  ______________________________________________________________________________________________  

City:  _________________________________________ State: __________________ Zip Code: ________________________  

Home Phone: ________________________ Cell Phone: _____________________ Work Phone: ________________________  

E-mail:  _________________________@_________________ Referred by: _________________________________________  

Primary Care Physician Name and Phone:  ____________________________________________________________________  

Pharmacy Name and Phone No.: ____________________________________________________________________________  

Insurance Information  

  

Primary Insurance Co:  __________________________ ID #: ____________________________ Grp #: ___________________  

Secondary Ins. Co:  _____________________________ ID #: ____________________________ Grp #: ___________________  

Policy Holder name:  _________________________________________ ID #:  _______________________________________  

Policyholder DOB: ___________________ Policy holder address: _________________________________________________  

Policyholder SS #: _________________________ Policyholder Sex: __________ Copay Amount:  _______________________  

Patient Authorization  

I authorize the release of any medical information necessary to process any claim.  I authorize payment of medical benefits to 

the physician for services rendered.   

Patient Signature: _________________________________________________________ Date: ________________________  

Parent/Guardian Signature (if minor) __________________________________________ Date: ________________________  
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Managed Care / HMO Patients  

I understand that it is my responsibility to obtain a valid referral from my primary care physician.  I understand that if I do not 

obtain or have a referral on file that I may be held financially responsible for services received.  I further understand that I am 

responsible for services that are considered non-covered expenses by my insurer.    

Patient Signature: __________________________________________  Date: ______________________________________  

Parent/Guardian Signature (if minor) __________________________________________ Date: _________________________  

 HIPAA   
  

I understand that, under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I certain 

rights to privacy regarding my Protected Health Information.  I understand that the information can and will be 

used to:    

• Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who 

may be involved in that treatment directly and indirectly.    

• Obtain payment from third party payers.   

• Conduct normal healthcare operations such as quality assessments and physician certifications.   
  

I have been informed by you of your Notice of Privacy Practices containing a more complete description of the 

uses and disclosures of my health information.  I have been given the right to read and review your Notice of 

Privacy Practices prior to signing this consent.  I understand that this organization has the right to change its 

Notice of Privacy Practices from time to time and that I may contact the organizations Privacy officer to obtain 

a current copy of the Notice of Privacy Practices.    
  

I understand that I may request in writing that you restrict how my private information is used or disclosed to 

carry out treatment, payment or healthcare operations.  I also understand that you are required to agree to 

my requested restrictions, and if agreed, then you are bound to abide by such restrictions.   
  

I understand that I may revoke this consent in writing at any time, except to the extent that you have taken 

action relying on this consent.   
  

Patient Name (printed): ___________________________________________________________________________  

Patient Signature: ________________________________________________   Date:  _________________________  

   Relationship to Patient (if minor): __________________________________________________________________ 
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Medical History 

  
Last Name: _________________________________ First Name:  ______________________________________  

DOB:  _____________________________________ Date: ____________________________________________  

Have you ever been diagnosed or treated for the following? (if yes, please specify)  

  

Yes   or   No  Heart Disease?   _______________________________________________________________  
Yes   or   No  High blood pressure? ___________________________________________________________   
Yes   or   No  Lung Cancer?  _________________________________________________________________  
Yes   or   No  Cancer?   _____________________________________________________________________  
Yes   or   No  Diabetes?  ____________________________________________________________________  
Yes   or   No  Thyroid disease?   ______________________________________________________________  
Yes   or   No  Kidney disease?________________________________________________________________  
Yes   or   No  Gastrointestinal disease? (stomach, colon, liver, etc)  _ ________________________________  
Yes   or   No  Infectious diseases? (hepatitis, T.B., AIDS, Lyme)   ____________________________________  
Yes   or   No  Major Surgery?  _______________________________________________________________  
Yes   or   No  Difficulty with healing of wounds?  ________________________________________________  
Yes   or   No  Any keloids, bad scars or excessive bleeding?  _______________________________________  
  

 Do you have a history of:      Is there a family history of:  

Asthma?  Yes   or   No      Yes   or   No  
Hives?   Yes   or   No      Yes   or   No  
Eczema?  Yes   or   No      Yes   or   No  
Psoriasis?  Yes   or   No      Yes   or   No  
Skin cancer?  Yes   or   No      Yes   or   No  
  

Other skin disorders?   ___________________________________________________________________________  

  

Are you allergic to any medications?  (if so, please list)  _________________________________________________  

  

Are you taking any medications including vitamins and supplements?  (if so, please list)  ______________________  

______________________________________________________________________________________________  

Are you pregnant or nursing?  (if applicable)   _________________________________________________________  

Do you have a need for antibiotics prior to surgery or visiting the dentist?   _________________________________  
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Patient Signature:  _____________________________________________ Date: ___________________________  

Parent/Guardian Signature (if applicable): _____________________________________ Date: ________________  

Relationship to Patient (if applicable):  ______________________________________________________________  

                           

Consent for Evaluation and/or Treatment  
   

By signing below, I am giving my consent to the practice of Corebella Allergy and Diagnostics for evaluation 
and/or treatment.  Once I have been examined, I understand that I will be informed of any medically 
recommended diagnostic procedures and/or treatments and given the option to accept or decline.    
  

Patient Name (printed):  _____________________________________________________________________  
  

Patient Signature:  ____________________________________________   Date:  _______________________  
  

Relationship to Patient (if minor): ___________________________________________________________________  

                 

Contact Information   
  

May we leave a message concerning your test results…………………….  
  

 On your answering machine/voicemail?    Yes    or    No        
  

 Office/Work Voicemail?        Yes    or    No   
  

 With another Person?         Yes    or    No   
  

Please list the person(s) with whom we can discuss your protected health information?   
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Cancellation Policy  
  

In order to serve our patients better, we have instituted a cancellation policy.  We require 24 hour 
notice for all cancellations.  As a courtesy, reminder calls are made 2 days before your appointment to 
allow for you to contact us in the event you need to cancel or reschedule your appointment.  We ask 
that you provide us with the same courtesy.  If an appointment is missed, cancelled or rescheduled 
without 24 hour notice there will be a $25.00 charge billed to the patient.  If a surgical or cosmetic 
appointment is missed, cancelled or rescheduled without 24 hour notice there will be a $50 charge 
billed to the patient.  By signed below I am acknowledging that I have been notified of the 
cancellation policy.   
  

Patient Signature:  ___________________________________Date:   __________________  

Parent/Guardian Sig. (if applicable): ___________________________ Date:  ____________  

Relationship to Patient (if applicable): _ __________________________________________  
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 Patient Instruction/Consent Form for Allergy Skin Testing  

  

Skin Test:  Skin tests are methods of testing for allergic antibodies.  A test consists of introducing small amounts of 

the suspected substance, or allergen, into the skin and noting the development of a positive reaction (which 

consists of a wheal, swelling, or flare in the surrounding area of redness). The results are read at 15 to 20 minutes 

after the application of the allergen. The skin test methods are:  

  

Prick Method: The skin is pricked with a needle where a drop of allergen has already been placed.  

  

Intradermal Method: This method consists of injecting small amounts of an allergen into the superficial layers of 

the skin.  

  

Interpreting the clinical significance of skin tests requires skillful correlation of the test results with the patient’s 

clinical history. Positive tests indicate the presence of allergic antibodies and are not necessarily correlated with 

clinical symptoms.  

  

You will be tested to important (location) airborne allergens and possibly some foods. These include, trees, grasses, 

weeds, molds, dust mites, and animal dander and possibly some foods. The skin testing generally takes 45 minutes.  

Prick (also known as percutaneous) tests are usually performed on your back but may also be performed on your 

arms. Intradermal skin tests may be performed if the prick skin tests are negative and are performed on your arms. 

If you have a specific allergic sensitivity to one of the allergens, a red, raised, itchy bump (caused by histamine 

release into the skin) will appear on your skin within 15 to 20 minutes. These positive reactions will gradually 

disappear over a period of 30 to 60 minutes, and, typically, no treatment is necessary for this itchiness.  

Occasionally local swelling at a test site will begin 4 to 8 hours after the skin tests are applied, particularly at sites of 

intradermal testing. These reactions are not serious and will disappear over the next week or so. They should be 

measured and reported to your physician at your next visit. You may be scheduled for skin testing to antibiotics, 

canines, venoms, or other biological agents. The same guidelines apply.  

   

DO NOT                          

  

1. No prescription or over the counter oral antihistamines should be used 4 to 5 days prior to scheduled 

skin testing.  These include cold tablets, sinus tablets, hay fever medications, or oral treatments for itchy 

skin, over the counter allergy medications, such as Claritin, Zyrtec, Allegra, Actifed, Dimetapp, Benadryl, and 

many others.  

Prescription antihistamines such as Clarinex and Xyzol should also be stopped at least 5 days prior to testing.  

If you have any questions whether or not you are using an antihistamine, lease please asks the nurse or the 

doctor.  In some instances, a longer period of time off these medications may be necessary.  
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2. You should discontinue your nasal and eye antihistamine medications, such as Patanase, Pataday, 

Astepro, Optivar, or Astelin at least 2 days before the testing. In some instances, a longer period of time off 

these medications may be necessary. If you have any questions whether or not you are using an 

antihistamine, lease please asks the nurse or the doctor.  In some instances, a longer period of time off 

these medications may be necessary.  

  

3. Medications such as over the counter sleeping medications (e.g. Tylenol PM) and other prescribed 

drugs, such as amytriptyline hydrochloride (Elavil), hydroxyzine (Atarax), doxepin (Sinequan), and 

imipramine (Tofranil) have antihistaminic activity and should be discontinued at least 2 weeks prior to 

receiving skin test after consultation with your physician.  Please make the doctor or nurse aware of the fact 

that you are taking these medications so that you may be advised as to how long prior to testing you should 

stop taking them.  

   

YOU MAY  

  

1. You may continue to use your intranasal allergy sprays such as Flonase Rhinocort, Nasonex, 

Nasacort. Omnaris, Veramyst and Nasarel.    

   

2. Asthma inhalers (inhaled steroids and bronchodilators), leukotriene antagonist s (e.g. Singulair, 

Accolate) and oral theophylline (Theo-Dur, T-Phyl, Uniphyl, Theo-24, etc.) do  

not interfere with skin testing and should be                                                                                                           

used as prescribed.  

  

3. Most drugs do not interfere with skin testing but make certain that your physician and nurse know 

about every drug you are taking (bring a list if necessary)..  

   

Skin testing will be administered at this medical facility with a medical physician or other health care professional 

present since occasional reactions may require immediate therapy.  These reactions may consist of any or all of the 

following symptoms: itchy eyes, nose, or throat; nasal congestion; runny nose; tightness in the throat or chest; 

increased wheezing; lightheadedness; faintness; nausea and vomiting; hives; generalized itching; and shock, the 

latter under extreme circumstances. Please let the physician and nurse know if you are pregnant or taking beta 

blockers. Allergy skin testing may be postponed until after the pregnancy in the unlikely event of a reactions to the 

allergy testing and beta-blockers are medications they may make the treatment of the reaction to skin testing more 

difficult.  
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Please note that these reactions rarely occur but in the event a reaction would occur; the staff is fully trained and 
emergency equipment is available.  
  

After skin testing, you will consult with your physician or other health care professional who will make further 

recommendations regarding your treatment   

  

We request that you do not bring small children with you when you are scheduled for skin testing unless they are 

accompanied by another adult who can sit with them in the reception room.  

  

Please do not cancel your appointment since the time set aside for your skin test is exclusively yours for which 
special allergens are prepared.  If for any reason, you need to change your skin test appointment, please give us at 
least 48 hours’ notice, due to the length of time scheduled for skin testing, a last minute change results in a loss of 
valuable time that another patient might have utilized.  
______________________________________________________________________  

  

 

 

 

I have read the patient information sheet on allergy skin testing and understand it.  The opportunity has been 

provided for me to ask questions regarding the potential side effects of allergy skin testing and these questions 

have been answered to my satisfaction.  I understand that every precaution consistent with the best medical 

practice will be carried out to protect me against such reactions.  

  

Patient Signature: ________________________________________ Date signed__________  

  

Parent or legal guardian* Signature: _________________________ Date signed__________  

*as parent or legal guardian, I understand that I must accompany my child throughout the entire procedure and 

visit.  

  

Witness: ______________________________________ Date signed__________  
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ALLERGEN IMMUNOTHERAPY PATIENT CONSENT FORM 

Immunotherapy, hyposensitization, or allergy injections should be administered at a medical facility with a medical 
physician present since occasional reactions may require immediate therapy. These reactions may consist of any or 
all the following symptoms: itchy eyes, nose, or throat; nasal congestion; runny nose; tightness in the throat or 
chest; coughing; increased wheezing; lightheadedness; faintness; nausea and vomiting; hives; generalized itching; 
and shock, the last under extreme conditions. Reactions, even though unusual, can be serious and rarely, fatal. You 
are required to wait in the medical facility in which you receive the injections for 30 minutes after each injection. If 
the patient is 17 years of age or younger, a parent or legal guardian must be present during the waiting period. I 
verify that I (or patient) am not taking beta blocker medications or that if I am, I have discussed the risks/benefits of 
doing so with my physician (see information sheet).  
  

I have read (if new patient) or re-read (if established patient) the patient information sheet on immunotherapy and 
understand it. The opportunity has been provided for me to ask questions regarding the potential side effects of 
immunotherapy and these questions have been answered to my satisfaction. I understand that every precaution 
consistent with the best medical practice will be carried out to protect me against such reactions. I also agree that if 
I have an allergic reaction to the injections that the physician-in-charge has permission to treat said reaction.  
  

I acknowledge the fact with my signature that I am authorizing the office to bill for allergen vaccines, even if, for any 
reason, I decide not to initiate the allergen immunotherapy program after the vaccine has been made. Vaccines 
may be prepared up to 1½ weeks prior to my appointment. I agree to obtain prior authorization, if needed, from my 
insurance plan.  
  

PATIENT SIGNATURE: __________________________________________ DATE _______________  

  

PARENT or LEGAL GUARDIAN SIGNATURE: _________________________ DATE _______________  

As parent or legal guardian, I understand that I must accompany my child throughout the entire 30-minute wait.  

  

WITNESS_________________________________________ DATE________________           
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Advance Beneficiary Notice (ABN) 
 

Patient Name:             Insurance lD#         
  

Note:   You need to make a choice about receiving these health care items or services.  
  
We expect that your insurance company will not pay for the item(s) or service(s) that are described below.  Your Insurance Company 

does not pay for all of your healthcare costs. Your Insurance Company only pays for covered items and services when your insurance 

company's rules are met. The fact that your insurance company may not pay for a particular item or service does not mean that you 

should not receive it. There may be a good reason your doctor recommended it.  Right now, in your case, your Insurance 

Company probably will not pay for:   
Item or Service:  

  
Because:  

  

The purpose of this form is to help you make an informed choice about whether or not you want to receive these items or services, 

knowing that you might have to pay for them yourself. Before you make a decision about your options, you should read this entire 

notice carefully.  
• Ask us to explain, if you do not understand why your Insurance Company probably will not pay.  
• Ask us how much these items or services will cost you (Estimated Cost: $    )  

  

PLEASE CHOOSE ONE OPTION. CHECK ONE BOX. SIGN & DATE.   

□ Option 1: Yes, I want to receive these items or services.  

I understand that my Insurance Company will not decide whether to pay unless I receive these items or services.  
Please submit my claim to my insurance company. I understand that you may bill me for items or services and that I may have to 

pay the bill while my Insurance Company is making its decision. If my insurance company does pay, you will refund me any 

payments I made to you that are due to me. If my Insurance Company denies payment, I agree to be personally and fully 

responsible for payment. That is, I will pay personally, either out of pocket or through any other insurance that I have. I understand 

I can appeal my Insurance Company's decision.  

   

□ Option 2: No, I have decided not to receive these items or services 

I will not receive these items or services. I understand that you will not be able to submit a claim to my insurance company and 

that I will not be able to appeal your opinion that my insurance company will not pay.  

  
                         ____________ 
SIGNATURE of patient or person acting on patient's behalf                       DATE                                         INITIAL 

  
NOTE: Your health information will be kept confidential. Any information that we collect about you on this form will be kept confidential in our offices. If a 

claim is submitted to your insurance company, your health information on this form may be shared with your insurance company.  Your insurance 

company will keep your health information confidential. 
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Name: __________________________________  Date: _____________________ 

What allergy symptoms do you suffer from? 

(this includes current symptoms and symptoms you may have during the rest of the year) 

 

Nasal:    Chest:   Ears: 

Runny or Stuffy Nose  Wheezing  Full 

Sneezing   Coughing  Painful 

Itchy Nose   Tightness  Ringing 

Nose Bleeds   Shortness of Breath Hearing Loss 

Mouth Breathing/Snoring Bronchitis  Itching 

Sniffling 

 

Sinus:    Sinus:   Eyes: 

Headaches   Rash   Red 

Sore Throat   Hives   Itching 

Post Nasal Drainage  Eczema   Watery 

Bad Breath   Swelling  Dark Circles 

Hoarseness   Itching   Puffiness 

Throat Clearing 

Itchy Throat 

 

GI:    Other Symptoms: 

IBS with or without diarrhea Migraine  Muscle Aches 

Constipation   Headache  Fibromyalgia 

Upset Stomach   ADD/ADHD  Arthritis 

Heartburn   Joint Pain  Ulcerative Colitis 

Indigestion   Psoriasis  Adverse Food Reaction 

Abdominal Distention  Fatigue 

Flatulence (gas)   Weakness 

Diarrhea   Malaise 

Muscle Weakness and Swelling 
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Does anything make your symptoms worse?  

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

Does anything make your symptoms better? 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

Do you have any family members with allergies? ______________  

If yes, who? ___________________________________________________________________________ 

_____________________________________________________________________________________ 

 

Have you ever been diagnosed with asthma? ___________   

If yes, when was the last time you had to use your rescue inhaler? _______________________________ 

 

Have you ever had an anaphylactic reaction (swelling of tongue or closing of throat) to any food or medication? 

_____________ 

If yes, what and when? __________________________________________________________________ 

 

 

Reviewed: ____________________________________________________________________________ 


