
Welcome to Mass Lung & Allergy, P.C. 

DEMOGRAPHICS 

Last Name: ___________ _ First Name: 
------------

Date of Birth: ____ Sex: M / F Email: _____________ _ 

Mailing Address: _____________________________ _ 

Home Phone: _________ Cell Phone: _________ Preferred Phone: Home / Cell 

Can we leave a detailed message? : Y / N Preferred Language: ___________ _ 

Ethnicity: Hispanic or Latino / Not Hispanic or Latino / Other: ________ _ 

Race: White/ Black or African American / American Indian /Asian/ Pacific Islander/ Other: ______ _ 

Primary Care Provider: ___________ Referring Provider: ___________ _ 

PHARMACY INFORMATION 

Local Pharmacy: _______________________________ _ 

Mail Order Pharmacy: _____________________________ _ 

Durable Medical Equipment Pharmacy: _______________________ _

INSURANCE INFORMATION 

• Please present insurance card(s) to office staff•

Insurance Carrier: ________________ ID: ____________ _ 

Subscriber: Self / Spouse/ Parent Subscriber Name: _________ Subscriber DOB: ___ _ 

INSURANCE AUTHORIZATION & ASSIGNMENT 

I request that payment of authorized Medicare/other insurance company benefits be made on my behalf to Mass 
Lung & Allergy, PC for any services furnished to me by that party who accepts assignment/physician. Regulations 
pertaining to Medicare assignment of benefits apply. 

I authorize any holder of medical or other information about me to release to Medicare or other insurance carriers 
any information needed for this or a related Medicare/other insurance company claim. 

I permit a copy of this authorization to be used in place of the original and request payment of medical insurance 
benefits to the party who accepts assignment. 

I understand it is mandatory to notify Mass Lung & Allergy, PC of any other insurance company who may be 
responsible for paying for my treatment. 

I understand that I will be financially responsible for any and all services not covered by my insurance or 
rejected/denied by my insurance for any reason (i.e. no referral, incorrect PCP). 

SIGNATURE: ______________ _ DATE: ________ _ 
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