
* Whom Should We Contact in the Event of an Emergency? 
Name Phone #(s) C__4 

Phone#(s)[ ) 

SPOUSE INFORMATION 

Spouse's Name 
Business Address - Business Fhone 
Employer Position Held 

TOR DATA 
(Person Responsible far Bill if other than Self) 

Name Relationship to Patient 
Address 
City State , Zip 
Date of Birth S;ocial Security Number 
Home Phone # Work Phone # 
Employer Name 

h a r y  Plan Name 
Address --. 

Insured Name Relationship to Patient 
Policy # Group#/ 
Secondary Plan Name 
Address 
Insured Name Relationship to Patient 
Policy # Group # 

m S w c g  DATA 

(1) I authorize the release of a report of diagnosis, treatment, prognosis, and recommendations, as well as other data 
pertinent to treatment, to the physicians listed, also any medical information may be sent to my insurance company. 

If you've had this hrsursnce ICSS t h a  OW yea ,  YOW ' 
insurance became effective 

Signature Date 
(2) Please sign below to allow medical benefits to be paid directly to Allergy and Asthma Consultants, P.C. 

Signature Date 
(3) Our off1ce will make every effort to comply with your insurance company's rules regarding our referring you o 
obtaining X-rays and laboratory studies. Due to our participation in over 30 different plans, each with its owr 
regulations (and several companies have several different plans, of which all are different from each other), WE 
CANNOT ASSUME ANY FINANCIAL RESPONSIBILITY FOR ERRORS. It is your responsibility to know whai 
your plan covers and what it does not cover. 

Signature Date 

Paul Rabinowitz, M.D. Mark Livezey, M.D., Ph.D. Glen Nadel, M.D. 



ALLERGY AND ASTHMA CONSULTANTS, P.C.
Account # __________________ Insurance Code: _________________________

OVER

Referred by and Services Requested by Dr. 

Whom May We Thank for Referring You if not a Physician? ___________________________________________________________

Address ____________________________________________________________________________________________________

We will be sending a report to your referring physician.
Please list any other physician(s) & address(es) to whom you would like a report of this visit sent. _____________________________

____________________________________________________________________________________________________________

Has Any Member of Your Family Been Treated by Our Physicians? _____________________________________________________

Name ______________________________________________ Relationship _____________________________________________

Building A, Suite A
3400 McClure Bridge Rd.

Duluth, Georgia 30096
(770) 813-0254

Fax: (770) 813-0255
(770) 889-8636

Fax: (770) 844-7565

Suite 208
656 Indian Trail Road

Lilburn, Georgia 30047
(770) 925-2559

Fax: (770) 564-2864

Suite 325
5555 Peachtree-Dunwoody Road
Atlanta, Georgia 30342-1712
(404) 255-9286
Fax: (404) 250-0740

Building 600, Suite 620
11660 Alpharetta Highway

Roswell, Georgia 30076
(770) 740-9600

Fax: (770) 740-9306

 We appreciate the confi dence you have expressed by selecting us as your physicians. If you have any 
questions about our services, fees, or other aspects of your care, please discuss them with us frankly. The best 
medical service is based on a friendly, mutual understanding between a doctor and his patients. Our offi ce phone 
number is also our night and emergency phone. It is answered by our answering service when the offi ce is closed. 
All patients are expected to pay for your portion of the bill including any copays and/or deductible.  At the end 
of the month, you will receive an itemized statement showing the transactions of your account and the amount 
due, if any. If you are unable to pay your bill, please contact us and we will assist you in making arrangements 
for payment. If you are having temporary fi nancial problems, let us know and we will be most understanding and 
cooperative.

Cumming, Georgia 30041

Suite 250
3275 Market Place Blvd.



Signature Date

Signature Date

Signature Date

* Whom Should We Contact in the Event of an Emergency?
Name ______________________________________  Phone #(s) (_____) ________________________
         Phone #(s) (_____) ________________________

SPOUSE INFORMATION

Spouse’s Name _________________________________________________________________________________
Business Address __________________________________________ Business Phone ________________________
Employer ________________________________________________ Position Held __________________________

GUARANTOR DATA
(Person Responsible for Bill if other than Self)

Name ___________________________________________ Relationship to Patient ___________________________
Address _______________________________________________________________________________________
City ____________________________________ State _______________ Zip _______________________________
Date of Birth _____________________________ Social Security Number __________________________________
Home Phone # ____________________________________ Work Phone # _________________________________
Employer Name ________________________________________________________________________________

INSURANCE DATA

Primary Plan Name ______________________________________________________________________________
Address _______________________________________________________________________________________
Insured Name ____________________________________ Relationship to Patient ___________________________
Policy # ________________________________________________ Group # _______________________________
Secondary Plan Name ____________________________________________________________________________
Address _______________________________________________________________________________________
Insured Name ____________________________________ Relationship to Patient __________________________
Policy # _______________________________________________ Group # ________________________________

(1) I authorize the release of a report of diagnosis, treatment, prognosis, and recommendations, as well as other data 
pertinent to treatment, to the physicians listed, also any medical information may be sent to my insurance company.

     
   

(2) Please sign below to allow medical benefi ts to be paid directly to Allergy and Asthma Consultants, P.C.

       

(3) Our offi ce will make every effort to comply with your insurance company’s rules regarding our referring you 
or obtaining X-rays and laboratory studies. Due to our participation in over 30 different plans, each with its own                       
regulations (and several companies have several different plans, of which all are different from each other), WE     
CANNOT ASSUME ANY FINANCIAL RESPONSIBILITY FOR ERRORS. It is your responsibility to know what 
your plan covers and what it does not cover.

Paul Rabinowitz, M.D.  •  Mark Livezey, M.D., Ph.D.  •  Glen Nadel, M.D.

If you’ve had this insurance less than one year, your 
insurance became effective __________________.



Allergy 8 Asthme Consultants, P.C. 

-..--- 

SYMPTOMS: Please mark all the boxes that apply to you 

Race Date 

- Itchy Eyes - Watery Eyes 
- Red Eyes - Burning Eyes 
- Stuffy Nose Itchy Nose - Sneezing - How many times in a row? 
- Runny Nose - Mucus in Throat - Frequent Nose Bleeds 
- Mouth Breathing - Snoring - I-leadaches - Pressure in Sinuses 
- Sinus 1r:fections - Nasal Polyps - Pressure in Ears - Ear Infections 

- 
PLEASE MARK THE SEASONS WHEN THE SYMPTOMS OCCUF*.: 

1\8' Sex Name 

- Cough: - Frequent - Pr~ductiie of Sputum 
- Wheeze - Chest Tightness - Shortness of Breath - Exercise Limitation 
- Chest symptoms wake me up at nlght 
- Skin Rash - Eczema - - -a Hives 
- Itching - Swelling 

Indigestion or Heartburn 
- Rubber or Latex Allergy 

Year 
Round 
Spring 

Summer 
Fall 

Winter 

-- ,-----.- 

1 

NoselHay Fever 

Referred By: Pritnary Physiaan: 

Sinus 

Date of Birth 

Eye 

.I..-- 
My main concern and the main reason I am here is: 

ChesUAsthma 

Date of Onset of Symptoms 

Sknl~czema or Hives I (Leave blank) 

i 

-- 

- 



QUALITY OF LIFE: P!aase mark all that apply 
- Increased fatigue or lack of pep or energy - Causes me to accomplish less than I would like to 
- Affeds work or school performance - I miss work or school due to my problem 
- Keeps me up at night .- This makes me netvous, irritable or unhappy - I feel less like exercising ,-- I get sick more that I should 

em.-- --- 
PREVIOUS ALLERGY TESTING AND TREATMENT 

Have you ever Seen Allergy Skln Tested? , Yes -- 
When and Where? Dld you receive Allergy Injections? 
What were the effects of injections on symptoms?- Improved - No Change - Worsened - Side Effects 

r hJEDICATION!~: Plea1= list all Prescription and Over the Counter Medications you are now t a K 1  

What Other Health Problems Do You Have? 
Please check and circle all that apply 

- Constitutional: Fatigue, Fever, Weight loss, Other 
- Cancer: type 
- CV: Heart Disease, High Blood Pressure, Murmurs, Other 
- Endocrint' Diabetes, Thyroid, Other 
- Ears-Nose-Throat: Sleep Apnea, Snoring, Other 
- Eyer: Cataracts, Glaucoma, Other 
- GI: Hepatitis, H i l d  Hernia, ir~?cWe Bowel, Reflux, Ulcer, Other - Genito-CJrinary: Bladder Infections, Kidney Disease, Other 
- Hernatoi~al i~~l  (Blood): Anemia, Sickle Cell, Other 
- i\dusculs~Sicel~?tal: Arthritis, Fibromyalgia, Other 
- Naur~loyi~.!: Epilepsy, Headache, Seizures, Strokes, Other - Psych: Abhol  or Drug Abuse, Anxiety, Depression, Other 
- RapduCfiv0: Menopause, Gther 

Resp: CQPI: Emphysema, PneumoniaTuberculosls, Other 

--.-.- I-- Medication 
I Dose (mg) I How Often I Medication 1 Dose (mg) 1 How often 

I I 

Review Of Systems 
This column for Physicians Only 

Yes No 
- - 
- - 
- - 
- - 
- - 
- 
- - 
- - 
- - 
- - 
- - 
- - 
- - 
- 

Vitamins, He* and Other Supplements: Please list all that you are taking. 
' --1 

Skin: Ecz~:rma, Rashes, Other - - 
WV, Aids - - 

Previous X-Rays 

Have you had a Chest X-Ray? Y e s  - No If Yes, When? Where? 

Have you had a Sinus X-Ray? --Yes - No If Yes, When? \mere? 
i 



I DRUG ALLERGIES: Please list all that apply to the patient 

I 
- .  - 

Drug I ---.- Reaction I DateNear : 
I 1 

- .- 
INSECT ALLERGIES: Please list all that apply to the patient 
lnsed 

FOOD ALLERGIES: Please list all that apply to the patient 

 SOCIAL HISTORY: Please mark all that apply Occupation --- -----I 

Food 

FAMILY HISTORY: Please mark all that apply 

I Do you Smoke? -Yes - No How many packs-per-day , for how many yea- -, ----I 

Readion 

I Have you ever smoked in the past? - Yes No How many packs-per-day , how marly years I 

DateNear 

Reaction 

Father 
Mother - Sisters , Brothers 

-1 
Grandparents (Mother's) 
Children: - Male # ; - Female #- 

If you smoked in the past, when did you quit? Other smokers in the home? ,--Yes -NO 1 --. 

DateNear 

-- 

Hey Fear 

Where else have you lived? 
----- 

S h m  Hives Other @eve Blank 

-- 

-.-- 

Aethnm 

PETS: Do you have pets IN your home? Y e s  - No 

Eczema 

----- 

Dogs 
Cats 
Birds 
Other 

~ o w ~ a n ~ ?  Allowed in Bedroom'? 
Yes No 
yes No 

, Yes No 
- Yes - No 

Describe any symptoms you have around the pet 

-. 
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