
TOWSON NEUROLOGY 
(Please print all information and completely fill out form. Thank you). 

 
PATIENT INFORMATION  

 
LAST NAME ______________________ FIRST NAME __________________ MI ___ 
DATE OF BIRTH _____________ AGE ______ SEX____ SS#___________________ 
ADDRESS______________________________________________ APT# _______ 
CITY ________________________STATE _____ZIP _______________________ 
HOME PHONE ____________ WORK PHONE ___________ CELL _______________ 
ALLERGIES __________________ MEDICATION ___________________________ 
E-MAIL ADDRESS ___________________________________________________ 
EMPLOYER ________________ ADDRESS________________________________ 
IS YOUR HEALTH INSURANCE THROUGH WORK?   YES   NO 
 

PRIMARY CARE PHYSICIAN OR REFERRING PHYSICIAN INFORMATION 
PRIMARY CARE PHYSICIAN _______________________ PHONE _______________ 
ADDRESS _________________________________________________________ 
REFERRING PHYSICIAN (IF DIFFERENT FROM PCP) ___________________________ 
ADDRESS _________________________________________________________ 

 
IN CASE OF EMERGENCY 

CONTACT NAME ______________ PHONE # __________ RELATIONSHIP ________ 
 

RESPONSIBLE PARTY OR INSURANCE POLICY HOLDER 
LAST NAME ________________________ FIRST NAME _____________________ 
ADDRESS _________________________________________________________ 
DATE OF BIRTH __________ SS# ___________ RELATIONSHIP TO PATIENT _______ 
HOME PHONE ____________ WORK PHONE ___________ CELL _______________ 
EMPLOYER ________________ ADDRESS________________________________ 

 
INSURANCE INFORMATION 

PRIMARY INSURANCE ________________________________________________ 
MAILING ADDRESS _______________________________ PHONE _____________ 
POLICY HOLDER’S NAME _______________________ RELATIONSHIP ___________ 
POLICY NUMBER _____________________________ GROUP# _______________ 
 
SECONDARY INSURANCE _____________________________________________ 
MAILING ADDRESS _______________________________ PHONE _____________ 
POLICY HOLDER’S NAME _______________________ RELATIONSHIP ___________ 
POLICY NUMBER _____________________________ GROUP# _______________ 
 
 
I hereby authorize payment of any medical insurance benefits for which I am entitled to be made 
directly to the above provider. I agree to pay the balance of any charges not paid or covered 
under my insurance plan. I also authorize release of medical information necessary to process 
any and all claims to Drs. Francis Mwaisela, Marcella Mwaisela and Maya Carter and 
Physicians’s Choice as their billing agent.  
 
Signature __________________________________ Date ___________________ 


