
Account #________________ Doctor___________________________________ (Office Use)

Primary Care Doctor______________________  Referring Doctor______________________

Name___________________________________________________           Male c      Female c

Mailing Address__________________________________________ Birth Date_______________

City__________________________ State______ Zip Code __________

Home Phone________________ Cell Phone______________ E-Mail Address________________

SSN________________________________     Single c     Married c     Widowed c     Other c 

Place Of Employment_________________________________ Work Phone__________________

Spouse Employment__________________________________

Pharmacy___________________________________________  Phone #_____________________

Address_________________________________________________________________________

City_________________________________ State___________ Zip _______________

Emergency Contact______________________________ Relationship _____________________

Phone #_____________________ Security Password (Your Mother’s Maiden Name) ________________

Primary Insurance________________ Pt. Rel. To Insured: Selfc  Spousec  Childc  Otherc

Insured Name____________________________________________ Birth Date_______________

ID #_________________________ Group_______________________

Secondary Insurance_____________ Pt. Rel. To Insured: Selfc  Spousec  Childc  Otherc

Insured Name____________________________________________ Birth Date_______________

ID #_________________________ Group_______________________

This office participates with many, but not all, insurance companies.  It is the patient’s responsibility to inform us of any 
insurance coverage.  You are responsible at the time of service for any Co-Payment amount mandated by your insurance 
company.  If you do not know your Co-Payment, you will automatically get charged $20.00 due at check out time. Our office 
will file your claims and await payment.  Once your insurance company has responded to our claim, you will be billed for any 
balance due on your account.  The ultimate responsibility is YOURS regarding payment of any balance due on your account.

Date_____________________  Signature_____________________________________________

Dr. Adelman   •   Dr. Florez   •   Dr. Goodear   •   Dr. New   •   Dr. Snyder

2671 Elms Plantation Boulevard, Charleston, South Carolina 29406  •  Phone: (843) 797-6800  •  Fax: (843) 797-6825
Medical Hours:  Monday - Thursday 8:30 AM - 4:30 PM,  Friday 8:30 AM - 12 Noon  •  ElmsDigestive.com


