
 

 

 

Preferred Provider:  Dr. Kara M. Conti     Dr. Ashley D. Gooding     Dr. Jessica L. Rodriguez 
 Dr. James L. Head     Dr. E. Malcom Simmons III     Dr. David L. Spangler     Dr. George M. Zaharias 

 

Preferred Location:  Alabaster Office       280 Office                                          Today’s Date: _______________ 
 

FULL Name: Last: _____________________________ First: _______________________ Middle: ______________ 

Preferred First Name: ________________ Maiden Name: _______________ DOB: ______________ Age: ______ 

Driver’s License # ________________ / State________ OR   Other ID# __________________ Type: ____________ 

SSN: _____________________    Marital Status:    Single    Married    Divorced    Separated     Widowed 

Race:   American Indian/Alaskan Native     Asian     Black/African American     White/Caucasian 
             Native Hawaiian/Pacific Islander    Other Race: _____________________________________________ 
Ethnicity: Hispanic/Latino:  Yes    No            Primary Language:  English     Spanish    Other: ___________ 
 

Physical Address (No PO Box): ___________________________________________________________________  
   City: ____________________  State: ___________  Zip: _______________ 

Email Address: ________________________________________________________________________________ 
Preferred Communications:    Phone Call    Text Message    Email    Patient Portal 
Phone Numbers: Cell: ____________________  Home: _____________________  Work: ____________________ 

Person to Notify in Case of an Emergency: __________________________________________________________  
Phone Number: ____________________  Relationship to Patient: ______________________________________ 
 
Occupational Status:  Employed (Circle: Full time or Part time) Employer: _______________________________ 
           Retired     Homemaker     Student (Circle: Full time or Part time) School: _______________________ 
 
Person Responsible for Account (if pt is under 19): ___________________________________ DOB: ___________ 
Address: __________________________________________________ Phone Number: _____________________ 
Driver’s License #: _______________ Relationship to Patient: ____________________ SSN: _________________ 

 

Insurance Information: Please Present ALL Cards 

Insurance Company (Primary): ____________________ Contract #: ______________________ Group #: _______ 
Policy Holder’s Name: _______________________________ DOB: _______________ SSN: __________________ 
Address: _______________________________ Phone #: ________________ Relationship to Patient: __________ 
 

Insurance Company (Secondary): __________________ Contract #: ______________________ Group #: _______ 
Policy Holder’s Name: _______________________________ DOB: _______________ SSN: __________________ 
Address: _______________________________ Phone #: ________________ Relationship to Patient: __________ 
 
 
Preferred Pharmacy: ________________________________ Location: ___________________________________ 
 
Primary Care Doctor: ___________________________________________________________________________  


