
ALLERGY AND ASTHMA ASSOCIATES OF PITTSBURGH 

Richard L. Green, M.D. 

Gateway Towers 
320 Ft. Duquesne Blvd., Suite 380 
Pittsburgh, PA 15222 
Phone: 412-471-3818 
Fax: 412-471-3657 

DATE: ___ _ 

Andrew G. Vayonis, M.D. 

**PLEASE PRINT** 

Thomas L. Mertz, DO, PharmD 

One Alexander Center 
2585 Freeport Road, Suite 210 

Pittsburgh, PA 15238 
Phone: 412-828-3800 

Fax:412-828-8561 

PATIENTS NAME: ___________________ BIRTH DATE: _____ _ 

HOME ADDRESS: _____________________________ _ 
Street City State Zip Code 

HOME PHONE NUMBER: ___________ CELL PHONE: ____________ _ 

SOCIAL SECURITY NUMBER:. ______ SEX: _______ .MARITAL STATUS: ____ _ 
(optional) 

EMAIL ADDRESS: _____________________________ _ 

FAMILY PHYSICIAN NAME: ________________ PHONE: ________ _ 

OFFICE ADDRESS: ____________________________ _ 
Street City State Zip Code 

PHARMACYNAME: ___________________ .PHONE: ________ _ 

PHARMACY ADDRESS: ____________________________ _ 
Street City State Zip Code 

INSURANCE CARD HOLDER: ONLY fill this section out if the patient is not the insurance card holder. 

NAME:. _________________________ BIRTH DATE: ______ _ 

ADDRESS: _________________________________ _ 
(IF DIFFERENT FROM PATIENT) Street City State Zip Code 

I hereby acknowledge that the information give above is true and accurate. 

x _________ ---=-------::-:------------------------
P at i en t Signature (If patient is a minor, parent signature) 
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