
A L L E R G Y  &  A S T H M A  C A R E   Michele E. Kemp, M.D.  Stephanie S. Park, M.D.  Douglas R. Berson, M.D. 

O F  S A I N T  L O U I S  

P L E A S E  P R I N T  W H E N  F I L L I N G  O U T  T H I S  F O R M     Date: _______________________ 

Patient Name: __________________________________________________________________________________ Age:_____________ 
   (Last)        (First)         (Middle) 

Date of Birth: _________________________         Sex:    Male     Female      Marital Status:   Single     Married     Divorced 

Address: ________________________________________________________________________________________________________ 
    (Street)       (City)       (State)       (Zip)

Best contact number: _____________________________________    Cell      Home      Work 

E-Mail:___________________________________________________________________             SSN:_____________________________ 
   Your e-mail address is protected and only used by Allergy & Asthma Care of Saint Louis operations 

Have you or other family members received medical care by our practice?  

If yes, name: _____________________________________________ Relationship: _____________________ When: _________________ 

P R E F E R R E D  P H A R M A C Y  I N F O R M A T I O N  

Pharmacy: __________________________________________________                                     Phone: _____________________________ 

Address: ________________________________________________________________________________________________________ 

Primary Care Physician (PCP): __________________________________________________         Phone: ___________________________ 

Address: ___________________________________________________________________      Fax: _____________________________ 
I give my permission to send a written report(s) to the above Doctors:    Yes     No

How did you hear about Allergy & Asthma Care of St. Louis, Dr. Kemp, Dr. Park or Dr. Berson? 

 Referred by a physician; Physician’s name: _______________________________________ 

 Referred by a family member or friend who has received care from AACOSTL; Name: ______________________________________ 

 Other:

Complete this area for the patient or parent/guardian of a minor 

Name:_________________________________________________________________ Relationship:______________________________  

Date of Birth: _______________________        SSN:___________________________      Phone: __________________________________ 

Employer:_____________________________________________________________     Work Phone: _____________________________ 

P RIMA RY  IN SU RA N CE 

Name of Insurance Company:______________________________ 

Card Holder’s Name:_____________________________________ 

DOB: ____________________              SSN: ___________________ 

Member ID: ______________________ Group#: ______________ 

Effective Date:_____________________    Co-pay: $____________ 

S ECOND A RY  IN SU RAN CE 

Name of Insurance Company: ______________________________  

Card Holder’s Name: _____________________________________ 

DOB: ___________________              SSN: ____________________ 

Member ID: _____________________ Group#: _______________ 

Effective Date:_____________________    Co-pay: $____________ 

BI LL ING  P ROCED U RE 
I authorize the release of any medical or other information necessary to process claims for services received from Allergy & Asthma Care of Saint Louis 
(hereafter referred to as “AACOSTL”). I also request payment of government benefits to myself or to the party who accepts assignment. I understand I am 
financially responsible for charges not covered by this authorization. 
I understand and agree if care at AACOSTL requires Primary Care Physician referral, it is my responsibility to see that the referral is current prior to 
receiving care at AACOSTL. If no referral is present in advance, I agree to pay for charges at the time of service. 

Signature: _____________________________________    Date: ___________________    Relationship to patient: __________________ 

CON S EN T OF CA RE  F OR MIN ORS 
Because my son/daughter is a minor (less than 18 years of age) and primarily supported by parent or guardian, I understand and agree that s/he may be 
evaluated and/or treated by AACOSTL staff if I am not present to give consent. This may include, but not necessarily be limited to physical exams, skin 
tests, laboratory tests, allergy injections and the prescription of medications in my absence. This agreement will be in effect until revoked by me in 
writing. 

Signature: _____________________________________    Date: ___________________    Relationship to patient: __________________ 

Chesterfield Office:  1585 Woodlake Drive, Suite 201, Chesterfield, MO 63017   |    P: 314-878-2788    |    F: 314-878-8988 
Ladue Office:  8888 Ladue Road, Suite 105, St. Louis, MO 63124   |    P: 314-725-8844    |    F: 314-725-8846 

www. a l le rg ya nd as thm a care st l . com 
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