
www.memphisallergist.com 

 
a division of consolidated medical practices of memphis, pllc 
 

Patient Information 
Please fill in all blanks.  Please Print    Today’s Date: _________________________ 
 

Patient Information  Last: _______________________ First: __________________ 
Middle:_______________  Preferred Name:___________ Date of Birth:____/_____/____   
Social Security Number: _____ ___ ____ Sex:____ Age:____ Marital Status: S / M / W / D / Student 
Address: __________________________________________________________________________ 
City:  _____________________  State: ______  Zip: ________   
Primary Phone: Land/Cell/Work? (          ) ____________ Secondary Phone: (          ) ____________  
E-mail: _______________________________ 
May we leave normal lab results on your voice mail? (   )Y (   ) N : Preferred # for this (       )  ___________ 
Occupation:_____________________ Employer: __________________________________________ 
Employer’s Address: _________________________________________________________________ 
Employer’s Phone: (        )_____________________Spouse’s name (if applicable):_______________ 
Spouse’s Employer:_________________________  Spouse’s Work Phone: (        )_______________ 

 

For Minors Only:  For Minors Only:  
Father’s Name_______________________________    Mother’s Name________________________ 
Address (if different) __________________________ Address (if different)  ___________________ 
City ____________________State____Zip_________    City_______________State____Zip________ 
Phone  _____________________________________   Phone________________________________ 
Employer:_________________Work phone________   Employer____________Work phone _______ 

 

INSURANCE INFORMATION:  
Primary Insurance Carrier:______________________ Insurance Phone (        ): _________________ 
Insurance Address: __________________________________________________________________ 
Policy Number: ______________________________  Group Number:   ________________________ 

 

Secondary Insurance Carrier: ___________________ Insurance Phone (        ): _________________ 
Insurance Address: __________________________________________________________________ 
Policy Number: ______________________________  Group Number:   ________________________ 

 

PERSON TO CONTACT IN CASE OF EMERGENCY (in case we can’t reach you or your family: 

 

Name__________________ Relation: ___________Address: _______________Phone (      )_______ 

 

How did you find out about us? Please check one of the following boxes: 
[  ]Doctor referral:  Which Dr? ________________ [  ]Patient/Family/Friend -Name:  _____________ 
[  ]Yellow pages  [  ]Internet [  ] “Allergy & Asthma” sign [  ] Other:___________________________  
PREFERRED FACILITIES:    Hospital:  _______________________ Laboratory:  _______________ 
Preferred Pharmacy: Name:_________________________________  Phone: (       ) ___________ 

 

PLEASE LIST ANY DRUG ALLERGIES OR INTOLERANCES:__________________________ 

Gregory A. Hanissian, MD 
2101 Merchants Row, Ste 3 

Germantown, TN 38138 

p 901 751-9696 
f 901 757-8960 

http://www.memphisallergist.com/

