FAMILY ALLERGY & ASTHMA CARE
ALLERGY SERUM REQUEST FORM

Patient Name (please print)_____________________________________Date_________________


Please Include:

Your current allergy injection record showing the dates and dosage of your last injections.


My insurance is____________________________________________________

A referral is attached for ____________________ insurance Company (It is the patient’s responsibility to know if their insurance requires a referral.) Your extract will not be made until we receive your insurance.

If your insurance has changed, please include a copy (front & back) of your new card.

 A new serum will be made within two (2) weeks of receiving the required forms. 

Effective Immediately: We Are No Longer Mailing Out Vaccines, You Must Pick Up Your Vaccine At Any Of Our Three Offices

I will pick up my vaccines in the  _________________________ Office
Date:_____________
Please fax this form along with all proper paper work to 301-963-2283

I understand that an allergy serum is being prepared especially for me, and that I will be billed for this serum prescription. (MUST BE SIGNED)
_______________________________________________________________________________

Patient’s signature (or parent or guardian if under 18 years of age)
