
FORM 103  
HUNTINGTON ASTHMA AND ALLERGY CENTER 

M. Michael Glovsky, M.D. 
Reyneiro Castro, Jr., M.D, 

960 E. Green Street, Suite 109 - Pasadena, CA 91106 
Telephone: (626) 793-6680    FAX: (626) 793-0664 

www.asthmaandallergycare.com 
 

PATIENT INFORMATION 
 

Referring Physician: ___________________________________     Today’s Date: _______________________ 
 
Patient: ___________________________________________________________________________________ 
(please print) LAST NAME    FIRST NAME    MIDDLE NAME 
 

Sex:  M     F       Marital Status:  S M D W   
 

Date of Birth: _______/_______/_______  Age: _______  SS#__________________________ 
 
Address: __________________________________________________________________________________ 
         STREET     CITY    STATE  ZIP CODE 
 
Home Phone: (       ) _______________________  Cell Phone: (       ) __________________________ 

 
Email Address: ____________________________  Work Phone: (       ) _________________________ 
(FOR APPOINTMENT REMINDERS AND NEWSLETTER) 
 
Employer: _______________________________  Occupation: _______________________________ 
 
Business Address: __________________________________________________________________________ 
 
Family Physician: _________________________  Phone: (       ) ______________________________ 
 
Address: __________________________________________________________________________________ 
 
Parent or Spouse: ___________________________________________________________________________  
 
Employer: _____________________________  Phone: (       ) ______________________________ 
  

INSURANCE INFORMATION 
 
Primary Insurance: _____________________Type:(circle)  Medicare HMO PPO POS Cash Commercial Other 
         
Subscriber Name: _________________________________  Date of Birth: ________________________ 
 
Subscriber/Member ID#:___________________________  Group #:____________________________ 
 
Secondary Insurance: _______________________________________________________________________ 
 
Subscriber Name: _________________________________  Date of Birth: ________________________ 
 
Subscriber/Member ID#:___________________________  Group #:____________________________ 

 
(PLEASE SIGN AUTHORIZATION ON FORM 104 –PATIENT CONSENTS) 

http://www.asthmaandallergycare.com/

