
 

27136 Highway 23 

Port Sulphur, LA 70083 

Phone: 504-564-3344 Fax: 504-564-0174 

PATIENT INFORMATION 

Patient’s Last Name:    First: Middle:  Mr. 

 Mrs. 

 Miss 

 Ms. 

Marital status (circle one) 

Single / Mar / Div / Sep / Wid 

Preferred Pharmacy: Email Address:  Birth Date: Race: 
 
Age: Sex: 

□ M □ F 

Street Address:      Social Security No.:  Home/Cell Phone No.: 

( ) 

P.O. Box:   City:   State: Z Code:  

Occupation:   Employer:     Employer Phone No.: 

         ( )   

Is this visit the result of an accident? Yes or No Did this accident occur at work? Yes or No Are you a new patient?  Yes or No 

REASON FOR TODAY’S VISIT: 

INSURANCE INFORMATION 

Person responsible for bill: Birth Date: Race:    Home Phone No.:  

   / /     ( )   

Address (If different ): 

Occupation: Employer:   Employer Address:    Employer Phone No.: 

( ) 

Is this patient covered by insurance?  Yes  No       

Please indicate primary insurance : Blue Cross/Blue Shield 

 Humana 

 Medicaid 
 United 

HealthCare 

 LA HealthCare 

Connections 

 Amerigroup  Medicare   Other  Aetna  

Subscriber’s Name:   Subscriber’s S.S. No.: Birth Date: Group No.: Policy No.: Co-payment: 

      / /     $ 

Patient’s relationship to subscriber:  Self  Spouse  Child  Other     

Name of Secondary Insurance:  Subscriber’s Name:  Group No.: Policy No.: 

 
 IN CASE OF EMERGENCY    

 
Name of Relative or Friend:   Relationship to patient: Home phone no.: Work phone no.: 

    ( )  ( )  

        

Patient/Guardian signature:    Date:    

 








