ASTHMA & ALLERGY SPECIALISTS
Edward T. McLaughlin, M.D.
Juan C. Mas, M.D.

785 W. Granada Blvd. 890 N. Boundary 3100 U.S. 1 South 9 Pine Cone Dr.
Ormond Beach, FL 32174 Suite 101 Suite 4B Suite 105
Tel. (386) 673-1323 Deland, FL. 32720 St. Augustine, FL 32086 Palm Coast, FL. 32164
Fax (386) 676-7448 Tel. (386) 736-3911 Tel. (904) 797-3339 Tel. (386) 446-3006
Fax (386) 736-2293 Fax (904) 797-1636 Fax (386) 446-2909

DATE:
NAME:

Last First Middle Initial
ADDRESS:

CITY:
STATE: ZIP: E-MAIL ADRESS:
DATE OF BIRTH: SEX: MARITAL STATUS:
SS#: CELL PHONE: HOME PHONE:
Area Code + number Area Code + number

WORK PHONE: OCCUPATION:

Area Code + number
EMPLOYER’S NAME & ADDRESS:

FINANCIALLY RESPONSIBLE PARTY INFORMATION
RELATIONSHIP: (A)SPOUSE (B) PARENT (C) OTHER

NAME:

Last First Middle Initial
ADDRESS:
CITY: STATE: ZIP CODE:
DATE OF BIRTH: SEX: MARITAL STATUS:

SOCIAL SECURITY #:

HOME PHONE/AREA CODE: WORK PHONE:

EMPLOYER’S NAME: OCCUPATION:

EMPLOYER’S ADDRESS:

DRIVER’S LICENSE # OF RESPONSIBLE PARTY:

NAME OF PRIMARY PHYSICIAN:

HOW DID YOU FIND OUT ABOUT OUR OFFICE: (Circle Answer)

(a) REFERRING DR’S NAME: (b) Another patient  (c) Yellow pages

(d) Newsletter  (e) Other (explain):

IN CASE OF EMERGENCY CONTACT OVER
(Name) (Phone #)

Board Certified: Adult and Pediatric Allergy and Immunology FORM 2




INSURANCE INFORMATION

Insured Party: Relation to patient:

Insured Party’s Social Security #:

Primary Insurance Company’s,Name:

Mailing Address for Claims:

Group #: Policy #:

Secondary Insurance Company’s Name:

Group #: Policy #:

PLAP 0300000000000 000000000000000000000000000000000000494
Payment is expected at Time of Service

How will you be paying: (a) Check (b) CreditCard (c¢) Cash
PP 00000000000000000000000000000008000000000000040000404

ALL PATIENTS INCLUDING MEDICARE PATIENTS:

I authorize the release of any medical information to my insurance company necessary to process an insurance
claim.

DATE: SIGNATURE:

I hereby assign, transfer, and set over to Edward T. McLaughlin, M.D., Juan Mas, M.D., and Asthma & Allergy
Specialist, LLC, all of my rights, title, and interest to my medical reimbursement under my insurance policy.

DATE: SIGNATURE:

MEDICARE PATIENTS:

I request that payment of authorized Medicare benefits be made to Edward T. McLaughlin, M.D. or Juan C. Mas,

M.D. or Asthma & Allergy Specialists, LLC, on my behalf for any service furnished to me by Asthma & Allergy
Specialists.

I authorize any holder of medical or other information about me to release to the Health Care Financing
Administration and its agent any information needed to determine these benefits for related services.

LIFETIME AUTHORIZATION:

DATE: SIGNATURE:

08\2002



