
Allergy and Asthma Specialists of Cadillac
MARTIN DUBRAVEC, MD
THE HISTORIC MITCHELL HOUSE

200 EAST MASON STREET  CADILLAC, MI  49601
PH:  (231) 779-4444     FAX: (231) 779-2859

NAME:_______________________________________________________________________DATE OF BIRTH:_______________

For patients being evaluated for complex illnesses,
Please fill this out to the best of your knowledge.

Doctors Who Are Treating You:

____________________________________________________________   ______________________   ___________________  ___
Name of Doctor Phone Number        Fax Number

____________________________________________________________________________________________________________
Address

____________________________________________________________   ______________________   ___________________  ___
Name of Doctor Phone Number        Fax Number

____________________________________________________________________________________________________________
Address

____________________________________________________________   ______________________   ___________________  ___
Name of Doctor Phone Number        Fax Number

____________________________________________________________________________________________________________
Address

Previous Evaluation(s)

_______________________________________________________    _________________________    ________________________
       Name of Institution           Phone Number           Fax Number

_______________________________________________________    _________________________    ________________________
Address of Facility         Doctor you saw              When

_______________________________________________________    _________________________    ________________________
       Name of Institution           Phone Number           Fax Number

_______________________________________________________    _________________________    ________________________
Address of Facility         Doctor you saw              When

_______________________________________________________    _________________________    ________________________
       Name of Institution            Phone Number           Fax Number

_______________________________________________________    _________________________    ________________________
Address of Facility         Doctor you saw              When

_______________________________________________________    _________________________    ________________________
Name & City/State Where You Have Labs Done            Phone Number         Fax Number

_______________________________________________________    _________________________    ________________________
Name of Pharmacy for your regular medications            Phone Number         Fax Number

_______________________________________________________    _________________________    ________________________
Name of Compounding Pharmacy (if you use one)            Phone Number         Fax Number


	Allergy and Asthma Specialists of Cadillac

