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Description automatically generated with low confidence]	Verghese & Ling, MD PA

Patient Information Form (Please print clearly/ALL sections must completed)
[bookmark: _Hlk59701622]First Name: ___________________________________________   Middle Initial: ______________      Last Name: __________________________________________	
[bookmark: _Hlk60227315]DOB: _______________________________ SSN: _____________-_________-_____________ (If over 18)     Marital Status: __________________________________
Phone (Home):______________________________          (Work): ____________________________________       (Cell):_____________________________________
Preferred method of contact: (Please Circle one)    Home/ Cell/ Work  (Ok to leave voicemail? (Yes  / No)          Sex:  Male/ Female______________________________
Mailing address:  ___________________________________________________________    City: _______________________________________________________ 
State: _______________ Zip Code: ______________________ Email address: _______________________________________________________________________
Primary Care Physician: ___________________________________________________________  Phone: ________________________________________________
[bookmark: _Hlk67997389]Parent or guardian Information (If patient is under 18).  Please check which parent/ guardian is guarantor if more than 1 listed. 
Is guarantor address the same as child?        Yes/    No.      If no, please let front desk know.
[bookmark: _Hlk70418823]    Name: ___________________________________________ DOB: ___________________ Phone: _________________________ SSN: ________-______-_________
[bookmark: _Hlk108186370]    Name: ___________________________________________ DOB: ___________________ Phone: _________________________ SSN: ________-______-_________
Insurance Information: 
1 .  Name of primary insurance company: ____________________________________________________________________________________________________
Policy # ________________________________________________________	Group# _________________________________________________________________
[bookmark: _Hlk89864503]Are you the policy Holder:  Yes/ No            If No policyholder’s name: _____________________________________________________________________________ 
DOB: ___________________________________ Relationship to patient: _____________________________________    Copay: (If not listed on card) _____________
2 .  Name of secondary insurance company: __________________________________________________________________________________________________
Policy # ________________________________________________________	Group# _________________________________________________________________
Are you the policy Holder:  Yes/ No            If No policyholder’s name: _____________________________________________________________________________ 
DOB: ___________________________________ Relationship to patient: _____________________________________    
Emergency Contact Information:
[bookmark: _Hlk60228097]Name: ____________________________________________________________ Relation: ________________________ Phone: ______________________________
The following person/s listed below are authorized to access and discuss my medical information: 
Name: ____________________________________________________________ Relation: ________________________ Phone: ______________________________
Name: ____________________________________________________________ Relation: ________________________ Phone: ______________________________
HOW DID YOU HEAR ABOUT OUR PRACTICE? _________________________________________________________________________________________________


St. Patrick's Centre 173 St. Patrick's Drive Suite 201 I Waldorf, MD 20603 I 301-396-3401
Shanti Medical Center 26840 Point Lookout Road I Leonardtown, MD 20650 I 301-475-8091
Lexington Park 22738 Maple Road Suite 214 I Lexington Park, MD 20653 I 240-237-8268
Info@MidAtlanticSkin.com 
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SOUTHERN MARYLAND DERMATOLOGY




