LTD.
ALLERGY & ASTHMA CONSULTANTS, LTD.

[ Appointment with:

Please visit our website: www.allergy-asthmaconsultants.com or www.sneezesandwheezes.com

Welcome to our Practice!

Allergy & Asthma Consultants, LTD., is dedicated to providing diagnosis and treatment of allergies and asthma.
Appointment locations are in Gurnee, Highland Park and Libertyville, Illinois. We treat each patient as a partner and make patient
education a central component of medical care. Sensitivity and discretion are used in handling all of our patients’ concerns.

What to Bring to Your Appointment

Completed BLUE enrollment form (front & back)... ENCLOSED

Completed HIPAA release form... ENCLOSED

Your latest insurance card(s)

Physician referral forms, if required by insurance

List of any current prescriptions and/or over-the-counter medication, including dose and frequency
Information about your medical and surgical history

Recent x-ray reports or relevant medical records

Your INITIAL APPOINTMENT with TESTING
will be approximately 2 hours long.
Please plan appropriately.

PLEASE AVOID TAKING ANY ANTI-HISTAMINES AT LEAST 48 HOURS PRIOR TO YOUR APPOINTMENT

Anti-histamines can interfere with allergy testing and therefore, must be avoided for 48 to 72 hours prior to testing. If you
take any anti-histamines with-in this period of time, testing may not be performed and an additional appointment may need to be
scheduled. Below is a partial list of the more commonly used anti-histamines:

e Allegra Claritin

e  Benadryl Rynatan

¢  Bromfed Zyrtec

e  (Clarinex Astelin Nasal Spray

Many over-the-counter medications may also contain anti-histamines.

Appointment Cancellations/Changes

You will need to contact our office at least 24 hours prior to your scheduled appointment to make any cancellations or
changes to avoid a $50.00 cancellation fee. If you need to change or cancel your appointment and it is after our regular business
hours, you may leave a message on our billing voicemail at (847) 775-1112. Thank you.

Insurance and Payment Information

Allergy & Asthma Consultants, LTD., is a provider for most major insurance plans and Medicare. We currently are NOT
contracted with PHCS-Open Access or Humana “Preferred” PPO.

Specific questions regarding insurance “coverage and benefits” and referrals should be directed to your employer or
insurance company. If you have questions regarding billing, which insurance plans we accept or the costs for your testing
appointment please call us at (847) 775-1112. We also do our own insurance billing. You are responsible for charges that are not
covered by your insurance, at the time of your appointment.

Your insurance company may require a co-payment at the time of your appointment. When necessary, our staff will work
with patients to set up a payment plan. When requesting coverage and benefits information from your insurance carrier, be sure to
specifically ask about allergy testing.

Thank you and we look forward to seeing you at your appointment.

Mark E. Kaplan, M.D. Joel S. Klein, M.D.
Stacie A. McMurtry, M.D. Sandra Denman, PA-C
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WELCOME TO OUR OFFICE PATIENT REGISTRATION FORM

(ONLINE COPY)
Y T D
1160 Park Avenue West, Suite 3 South, Highland Park, IL. 60035
MARK E. KAPLAN, M.D. (847) 432-0200 e Fax (847) 432-0201 JOEL S. KLEIN, M.D.
STACIE A. McMURTRY, M.D. 1800 Hollister Drive, Suite 106, Libertyville, IL 60048 SANDRA DENMAN, PA-C
(847) 549-7711 e Fax (847) 549-1020
36100 North Brookside Drive, Suite 203, Gurnee, IL 60031
(847) 855-1570 e Fax (847) 855-1890
* = REQUIRED INFORMATION
(PLEASE PRINT CLEARLY)
Today’s Date: E-mail:
(Month/Day/Year)
*Patient’s Name:
*(Last) * (First) (Middle Initial)
*Address:
*(Street) *(City) *(State) *(Zip)
*Date of Birth: Age: *Sex: QM QOF Marital Status: QS QM Qw QD
*(Month/Day/Year)

*Patient Social Security # *Home Phone: ( ) Alt. Phone: ( )
*Referring Physician:

*(Name) *(Address) *(Phone)

~ Referring Physiclan will receive a consuitation letter for your initial visit. If NONE, please write NONE. ~

Referred By:

(Name) (Address) (Phone)
Are any members of your family patients of Allergy & Asthma Consultants? O Yes O No

(Name)

Name of Spouse/Parent:

(Name) (Address)
*Guarantor for Bill:

*(Name) *Address) *Social Security #)
Guarantor Employer:

(Name) (Address) (Phone)
*Primary Insurance Company: *Group & ID #'s:

*(Name) *(Group) *(D #)
*Claims Mailing Address:
*Policy Holder Name: *Date of Birth: / /
*Secondary Insurance Company: *Group & ID #:
*(Name) *(Group) *(ID #)

*Claims Mailing Address: :
*Policy Holder Name: ' *Date of Birth: A |

~ We will require a copy of ALL valid insurance cards to submit your claims. ~
THANK YOU FOR CHOOSING

I hereby authorize my insurance benefits to be paid directly to the ALLERGY & ASTHMA CONSULTANTS. LTD

above-signed physicians, realizing | am responsible to pay any ! )

non-covered services. | hereby authorize the release of pertinent

medical information to my insurance carrier(s).

X - - PLEASE COMPLETE THE OTHER SIDE
Patient Signature / Guarantor Date OF THIS DOCUMENT.

OLC-07/01/08







