
Auburn University Student Pharmacy 
New Patient Form 

 
 
Name: ___________________________________________________  
(Last, First, Middle)  
 
Check One: ___ Male ___ Female  
 
Date of Birth: _______________________ 
 
Social Security Number: _______ - ____ - _______  
 
Banner ID Number:__________________  
 
Local Address:______________________________________________  
Street (w/APT. No. ) or P.O. Box  
 
City____________________ State___________ Zip_________________  
 
Home Phone: (_____) _______-_________  
 
Cell Phone: (______) ________-_________  
 
Email: _______________________________  
 
Allergies to Medicine ___ Yes ___ No  
 
Please list if Yes:___________________________________________________  
 
Medications Currently Taking:_________________________________________  
 

Please provide insurance information when you present or fax this form. 

You may fax photo copy of insurance cards, etc. 


