
PAX MEDICAL ASSOCIATES, INC./Dr. Amanambu 

1655 W. Market St. Ste. L      Akron, Ohio 44313 

NAME:__________________________________________________  Email:________________________________ 

HOME ADDRESS:________________________________________________________________________________ 

SS#_______-______-______ DOB:_____/_____/_____  Race: _____________________ Language:______________ 

HOME PHONE:____________________  CELL PHONE:___________________________ SEX:     M____F_____  

EMPLOYER/ADDRESS:  ________________________________      WORK PHONE:____________________    

MARITAL STATUS:  SINGLE    MARRIED    DIVORCED    WIDOWED    OTHER:_________________________ 

*******************************************************************************************  

PREFERRED PHARMACY NAME:  _______________________________________________________________   

ADDRESS:______________________________________    PHONE NUMBER:   _______________________ 

*******************************************************************************************  

PRIMARY Insurance:   _______________________________________________________________________   

    (Please provide your insurance card to our front office staff to be copied.)  

Policyholder Name:______________________________________    Relationship to Patient:   _______________ 

DOB:_________/_________/___________   

*******************************************************************************************  

SECONDARY Insurance: _____________________________________________________________________   

        (Please provide your insurance card to our front office staff to be copied.)  

Policyholder Name  :___________________________________    Relationship to Patient:  _________________ 

DOB:_________/_________/___________   

*******************************************************************************************  

Emergency Contact Information:  

Name:  ___________________________  Relationship to Patient:  _____________   Phone #: _______________ 

Name:  ___________________________  Relationship to Patient:  _____________   Phone #: _______________ 

*******************************************************************************************  

Signature Verifying Accuracy of Information:  ___________________________________  Date:  _____________ 


