
DOUGLAS K. SCHREIBER, M.D. 
 

COPPERFIELD ALLERGY & ASTHMA CENTER ***** KATY PRAIRE ALLERGY & ASTHMA CENTER 

 

PATIENT INFORMATION 
Date   ________________                                                              

                                                                                                           Date of Birth  ____________  

Patient Name __________________________________________ Sex:    Male   /    Female      

Street  ________________________________________________ Marital Status   M  W  D  S    

City  _________________________  State _______  Zip ________  SSN  __________________ 

Phone:  Home (______)___________  Work  (______)____________  Cell  (_____)__________ 

 

PATIENT’S EMPLOYER  ______________________________________________________ 

   Address  ____________________________________________________________________ 

 

ARE YOU ALLERGIC TO ANY MEDICATIONS?     Yes   /    No     If yes, please list them: 

______________________________________________________________________________ 

 

INSURED / RESPONSIBLE PARTY  _____________________________________________ 

Street  ________________________________________________ SSN:  __________________ 

City  _________________________  State _______  Zip ________   Date of Birth ___________ 

Phone:  Home (______)___________  Work  (______)____________  Cell  (_____)__________ 

 

INSURED / RESPONSIBLE PARTY’S EMPLOYER _______________________________ 

  Address  _____________________________________________________________________ 

 

INSURANCE COMPANY  ______________________________________________________ 

  Address  _____________________________________________________________________ 

  Policy # _______________________  Group #____________  Phone (_____) _____________ 

 

Primary  Care Physician  _______________________________  Phone  (_____) ____________ 

  Address  _____________________________________________________________________ 

 

REFERRED BY  _________________________________________ 

 

Nearest Relative / Friend  _______________________________  Phone  (______)___________ 

 

 

MED - 1            FIN - 2 


