
Name: __________________________________________________________DOB______________ Age__________  Marital Status_____________________ 
 
Social Security #: ______________________________ Religion__________________ Race_____________________ Ethnicity _________________ 
 
Mailing Address: ______________________________________________________________________City, St, Zip_____________________________________ 
 
Circle Primary Phone#   Home________________________________ Cell__________________________________ Work ____________________________ 
 
Lab results may be emailed to you after Dr. Schultis reviews your chart. If acceptable please provide email 

address:    □ Yes   □ No        email:__________________________________________________________________________________ 

  
Employer_____________________________________________________ Occupation___________________________________________________________ 
 
Spouse/Guardian __________________________________________________Home#__________________________ Cell#_________________________  
 
Employer_______________________________________________________Occupation___________________________________________________________ 
 
 

 
 

   
 

                                                                                                                                                                          
 

                                                            REVISED 2-10-23 
                                                                                      PATIENT DEMOGRAPHICS      

                                          
  

                Date: ___________________________                

 
�� Cash Pay   �� Primary Insurance Company Name_______________________________________________________________________ 
 
Name of Insured______________________________________________ Relationship_________________________________DOB________________________ 
 
Social Security #_______________________________________________ Home #_________________________  Cell#_______________________________ 
 
 
Primary Care Physician_________________________________________________________________________ Referred by__________________________________________ 
 
How did you hear about us?______________________________________________________________________________________________________________ 
 
Preferred Pharmacy______________________________________________________________________ Phone____________________________________ 
Pharmacy Benefit Management (PBM) Consent 
E-Prescribing is defined as a physician’s ability to electronically send an accurate, error free and understandable prescription directly to a 
pharmacy.  Medication History Transactions provides the physician with information about medications that the patient is already taking 
prescribed by any provider.          Select One ��   I Consent    �� I Deny Consent 
 
Notify in Case of Emergency: 
 
Name_______________________________________________________Relationship___________________________Phone______________________________________ 
 
May we call you at:    Home:   YES   NO        Cell:   YES   NO       Work:   YES   NO 
 
May we leave a message at:  Home:   YES   NO        Cell:   YES   NO       Work:   YES   NO 
 
◻ I hereby authorize Dr. Stefanie A Schultis and/or her staff to communicate my test results and/or my medical records to the following: 
 
Name___________________________________________________________ Relationship____________________________Phone__________________________________ 
 
Name___________________________________________________________ Relationship____________________________Phone__________________________________ 
 
 
Patient/Responsible Party Signature____________________________________________________________________________Date_________________________ 

 







 
  
   

 

Stefanie A. Schultis, M.D. 
110 Lakeview Drive  Suite  100  

Covington, LA 70433 
985-898-1940    

 
 
 
 

 
 

Acknowledgment of NO-SHOW Policy 
 
I understand that if I have a scheduled appointment and do not call to cancel or reschedule in advance,  
a No-Show fee of $50 will be billed to my account. 
 
Patient Name_____________________________________________   Date__________________________ 
 
Patient Signature_________________________________________________________________________ 
 
 
 
We understand that schedules can change and are happy to work with you in canceling or rescheduling 
before your appointment date and time. 
 
 
Stefanie A. Schultis, M.D. 
 
 
 
 
 










