
                                                                                       Melanie Hendricks Pagette, M.D.                                                                                                                   

                                                                                                                                                                                                                 
                                                                                                                                                                          
                                                                                                                                                                    
                                                                                                                                                             
 

Maiden Name _____________________________________________ Race ________________    
                                                                                                                                                                                                                                               
Name ________________________________________________________________________ 
  Last    First    Middle 
 
Address_______________________________________________________________________ 
  Street     City   State  Zip 
SS # __________-_______-__________ DOB___________________ Age_____    
 
E-Mail _____________________ 
 
Home Phone (______)___________     Work Phone (_____)____________ 
 
Mobile Phone Number (_____)________________ Preferred Method of Contact _____________ 
 
Marital Status: M  S  W  D  SEP  SO 
 
Occupation_____________________________________________________________________ 
  Employer      Position 
 
Address_______________________________________________________________________ 
 
In case of emergency, notify:______________________________________________________ 
 
Phone number____________________________ or ___________________________________ 
 
Next of kin not living at your address________________________________________________ 
 
Address_________________________________________ Phone #_______________________ 
 
Spouse’s Name______________________________________DOB_________________________ 
 
Spouse’s Employer__________________________________Phone#_______________________ 
 
Insurance Company _______________________________Policy/Member ID________________ 
 
Group Number_________________ Policy Holder _________________ /Employer____________ 
 
Were you referred by anyone?  YES   NO  If so, who?_____________________________ 
 
Primary Doctor’s name ___________________________________________________________ 


