
AIJAZ A. KHALID, M.D.    PATIENT HISTORY/DEMOGRAPHICS FORM 

PATIENT’S FULL NAME ______________________________ DATE OF BIRTH______________ 

STREET ADDRESS _________________________________ HOME PHONE___________________ 

CITY___________________________ STATE_______________ ZIP CODE___________________ 

PATIENT’S SEX: M____ F_____    SS# __________/__________/_____________ 

LEGAL GUARDIAN/CUSTODY NAME____________________________RELATIONSHIP_____________ 

MOTHER’S NAME_________________________________ EMPLOYER __________________________ 

HOME PHONE _________________________ WORK PHONE ____________________________ 

FATHER’S NAME _______________________________ EMPLOYER __________________________ 

HOME PHONE __________________________ WORK PHONE ____________________________ 

STREET ADDRESS (MOTHER/FATHER) _______________________________________________ 

MAILING ADDRESS _________________________________________________________________ 

PHARMACY __________________________________________ PHONE NUMBER_____________ 

REFERRING PHYSICIAN __________________ ADDRESS___________________ PHONE #__________ 

IN CASE OF EMERGENCY, CONTACT ________________________ PHONE # _____________________ 

PERSON RESPONSIBLE FOR BILL ___________________________ADDRESS______________________ 

INSURANCE COMPANY NAME_______________________________ADDRESS_____________________ 

SUBSCRIBER NAME_______________________________SUB. SS#________________________________ 

SUB’S EMPLOYER__________________________GROUP#________________POLICY#_______________ 

CHAMPUS ONLY: SPONSOR’S NAME__________________________________ID#__________________ 

ACTIVE_________________ RETIRED_______________ BRANCH OF SERVICE____________________ 

MEDICAID OR MEDICARE ONLY: MEDICAID #______________________MEDICARE #_____________ 

 

HAVE YOU EVER SUFFERED FROM ANY OF THE FOLLOWING? CHECK ANY THAT APPLY 

 

 


