Welcome To Our Office
Salwa E. G. Elias, MD
Board Certified Pediatric & Adult Allergy, Asthma and Immunology
2839 Rt. 10 E., Ste 202, Morris Plains, NJ 07950

(973) 292-9248

Today’s date: _____/_____/_____
Patient Name: Last _______________ First _______________ Middle _______________

Patient SS #: _______________, Patient Sex: ______ Patient DOB: _____/_____/_____

Patient Email Address: ______________________________________
Patient Address: Street ______________________________City __________________State __ Zip ______
Patient phone #: Home ______________ Cell _______________ Work ______________
Marital Status _________ Occupation: _______________, Employer: _______________

Employer Address: Street ______________________________City __________________State__ Zip _____
Primary Care Physician (PCP) Name/Phone#:_____________________________________________
Primary Care Physician (PCP) Address:__________________________________________________
Primary Insurance Company: __________________________________________________________
Insurance policy # or ID #: ___________________, Insurance group #: ______________
Effective date of coverage: _____/_____/_____

Subscriber name: Last _______________ First _______________ Middle _______________

Subscriber SS #: _______________, Subscriber Sex: ______ Subscriber DOB: _____/_____/_____
Subscriber Address: Street ___________________________ City _________________ State __ Zip _____ 

Subscriber phone #: Home _______________ Cell ______________ Work ___________
Subscriber relationship to the patient: _______________

Secondary insurance company: ______________________________

Insurance policy # or ID #: __________________, Insurance group #: _______________

Effective date of coverage: _____/_____/_____

Subscriber name: Last _______________ First _______________ Middle ____________

Subscriber relationship to the patient: _______________

Subscriber social security #: _______________, Subscriber sex: ______

Subscriber address: Street __________________City _____________State __ Zip _____ 

Subscriber date of birth: _____/_____/_____

Subscriber phone #: Home _______________ Cell _______________ Work __________

Pharmacy Name/Phone#: ______________________________________________________________

Person to contact in emergency: ________________________ Relationship _____________________
Phone #(s) of person to contact in emergency: _______________________________________________
I __________________________, authorize this office to release any information necessary to expedite insurance claims. I understand I am responsible for all charges regardless of insurance coverage.

Patient/Parent/Legal/Guardian Signature: ___________________________________
