
     WELCOME TO OUR OFFICE

Patient's Name ________________________________________ Date __________________

Social Security No.______________________________ Telephone _____________________

Birth Date __________________________ Sex ( M  F ) Marital Status ( S  M  W  D )

Local Address_________________________________________________________________

City __________________________________________ State __________ Zip ___________

Employer ____________________________________ Employer phone no.______________

Employer Address _____________________________________________________________

Spouse's Name ________________________________________________________________

Spouse's Employer _____________________________ Spouse's Emp. phone_____________

Person responsible for bill _______________________________________________________

Relationship _______________________________________ Phone no._________________

In case of emergency notify ___________________________ Phone no._________________

Referred by ________________________________________ Phone no._________________

Workers' Compensation? Yes___ No ____ Insurer _________________________________

Automobile Accident? Yes___ No ____ Insurer _________________________________

Primary Insurance____________________________________ Phone no._________________

Subscriber's Name _____________________________________________________________

Policy no. _______________________________ Group # ____________________________

Secondary Insurance__________________________________ Phone no. ________________

Subscriber's Name _____________________________________________________________

Policy no. _______________________________ Group # ____________________________

Reason for seeking doctor's services _______________________________________________

List ALL medications that you take ________________________________________________

____________________________________________________________________________

List any drugs you are allergic to __________________________________________________

Family physician_____________________________________ Telephone ________________

350 NW 84th Avenue, Suite 300
Plantation, FL 33325

Richard Brezing, M.D., F.A.C.S.
Harold Roberts, M.D., F.A.C.S.
Marek Zalewski, M.D., F.A.C.S.
Mario Martinasevic, M.D., F.A.C.S.
Barry Crowe, M.D.
Marco Bologna, M.D.


