
Welcome to our office 
Northwest Suburban Medical Associates 

Specializing in Infectious Disease 
 

Patient Information Form 
 
Name ​(Last)​______________________​(First)​________________________​(Middle)__________________​_____  

 
Address   ___________________________________________________________________________________  
 
City __________________________  State ____________  Zip_______________  
 
Please check the best contact number to reach you at: 
 
(  ) Home _____________________________ (  ) Work ____________________________ ext. _________ 
 
(  ) Cell ______________________________ Email ____________________________________________ 
 
I prefer to be contacted via (  ) Phone or (  ) Email​ ​(please check one) 
 
SSN _____________________________ Date of Birth _____________________ Age ______  Sex ________ 
 
Required by Federal Government for Meaningful Use Standards 
 
Race:  (  )White     (  )Hispanic/Latino Descent     (  ) Asian     (  )Black/African American  
  
           (  ) Other     (  ) Decline to Answer 
 
Primary Language: (  ) English     (  ) Spanish     (  ) Other: ____________________ 
 
Marital Status:    (  ) Married     (  ) Widowed     (  ) Divorced     (  ) Separated     (  ) Single     (  ) Minor  
 
Current Occupation: __________________________________     (  ) Student 
 
If you are unavailable when we call you, may we leave a message with your medical information?  
 
(  ) Yes     (  ) No If yes, with whom? _________________________  
 

Pharmacy 
We will obtain any available prescription information when possible to make sure that we have the most current 

Medication list. 
 
Local Pharmacy: _______________________________ Pharmacy Phone: __________________________ 
 
Address: ____________________________________________________   City: _______________________ 
 
 

Primary Care Physician 
 
Name: _____________________________ Phone: ________________________  Fax: __________________ 
 
 


