
Evans 
4350 Towne Centre Dr 
Suite 1500 
Evans, GA  30809 

Gena Bonitatibus, MD 

www.Augusta-Allergy.com 

(706) 421-1700

WELCOME TO AUGUSTA ALLERGY & ASTHMA 

Thank you for selecting our healthcare team! 
Please fill out the entire form. 
If you have any questions or need assistance, please ask-we will be glad to help. 
PERSONAL INFORMATION 

NAME ________________________________ BIRTHDATE _________________ SS# ________________ 

ADDRESS _________________________________ CITY/STATE/ZIP ______________________________ 

PHONE# __________________________  (CIRCLE)  MALE – FEMALE – SINGLE – MARRIED – DIVORCED – WIDOW

RACE: __Asian __Black/African American __White __Hispanic __Other __Prefer Not to Answer

EMPLOYER _________________________ PHONE # ___________________ OCCUPATION ___________ 

EMAIL _____________________________  REFERRED TO US BY ________________________________ 

I prefer to be contacted about appointment reminders and messages by: □ email    □ text message    □ phone 

I authorize Augusta Allergy & Asthma to communicate with me through email, text messages or phone calls ___________ 

RESPONSIBLE PARTY 

PERSON RESPONSIBLE FOR ACCOUNT ________________________ RELATIONSHIP ________________ 

SS# ___________________ BIRTHDATE _________________ DRIVERS LICENSE # _________________ 

HOME PHONE _____________________ ADDRESS ____________________________________________ 

CITY/STATE/ZIP __________________________________ EMPLOYER ____________________________ 

OCCUPATION ________________________________ EMPLOYER PHONE _________________________ 

NAME AND ADDRESS OF NEAREST RELATIVE NOT LIVING WITH YOU 

_____________________________________________________________________________________ 

INSURANCE INFORMATION 

 

  
 

 
 

I AUTHORIZE THE RELEASE OF ANY INFORMATION INCLUDING THE DIAGNOSIS AND THE RECORDS OF ANY TREATMENT OR 
EXAMINATION RENDERED TO ME OR MY CHILD DURING THE PERIOD OF SUCH CARE TO THIRD PARTY PAYERS, UTILIZATION REVIEW, 
QUALITY ASSURANCE REVIEWER, REGULATORY AUTHORITIES, AND/OR OTHER HEALTH PRACTITIONERS 

SIGNATURE __________________________________________    DATE _______________________________ 

WE OFFER THE FOLLOWING METHODS OF PAYMENT:  CASH, CHECK, CREDIT CARD        November 10, 2022 

PRIMARY INSURANCE 

NAME OF INSURED _________________________________ 

RELATIONSHIP TO PATIENT ___________________________ 

POLICY #/ GROUP # _________________________________ 

INSURANCE ADDRESS _______________________________ 

SECONDARY  INSURANCE 

NAME OF INSURED _________________________________ 

RELATIONSHIP TO PATIENT ___________________________ 

POLICY #/ GROUP # _________________________________ 

INSURANCE ADDRESS _______________________________ 

Please initial 




