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2601 Laurel St. Suite 260 Columbia, South Carolina 29204    131 Sunset Court West Columbia, South Carolina 29169 

1 The Common at Lugoff Lugoff, South Carolina 29078 
      

Patient Information Sheet 
 
***************************************************************************************** 
 
New ____________ Update ___________ Chart # __________  Date:______________________ 
 
Physician being seen today: ___________PCP: _______________ Referring Dr: ______________________ 
         
Referring Practice Name:__________________________________________________________________ 
 
Patient’s Name: _________________________________________________________________________ 
   First  Middle Initial    Last   Jr, Sr., II, etc 
 
Patient’s Address: _______________________________________________________________________ 
   Street     City    State    Zip  
 
Social Security Number: ______________________   Date of Birth: ___________ Male or Female  
 
Home phone (____)______________  Work phone (____)______________   Cell (___)________________ 
 
Marital Status ____________  E-Mail Address: ___________________________________________ 
 
Employer Name and Address: ______________________________________________________________ 
 
_______________________________________________________________________________________ 
 
Employer Phone: (___)_______________________ Are you retired from the Military? _________________ 
 
Do you reside in a Skilled Nursing Facility?  If so, Name of Facility: _________________________________ 
 
_________________________________________________________________________________________ 
 
Emergency Contact: _____________________________ Phone (___)_______________________________ 
 
Have you received any new insurance cards in the mail recently? ____________________________________ 
 
Has your insurance changed? _________________________________________________________________ 
 
Retail Pharmacy Name:___________________________________________Location:___________________ 
 
Mail Order Pharmacy Name: _________________________________________________________________ 
 
Please bring all insurance cards and a picture ID with you to your office visit. 
 
Checked by: _______________    
 
 
 


