
   ACA (OBAMACARE) CLIENT DOCTOR, HOSPITAL AND 

MEDICATION INFORMATION 

     

NAME:____________________________________________________________________DOB:______________________ 

 

CURRENT HEALTH INSURANCE PROVIDER & PLAN NAME AND/OR NUMBER (if applicable):  

 

____________________________________________________________________________________________________ 

 

CURRENT EMPLOYER:      PHONE NUMBER   ANNUAL INCOME: 

 

__________________________________________________     ______________________________       _________________ 

 

LIST OF DOCTORS (First and Last name), IF A SPECIALIST, INDICATE FIELD (With City and/or county): 

1.        6. 

 

2.        7. 

 

3.        8. 

 

4.        9. 

 

5.        10.      ___________ 

 

LIST OF HOSPITALS: 

1.        3.       _____ 

 

2.___________________________________________________4.________________________________________________ 

 

LIST OF MEDICATIONS AND DOSAGE: 

1.        9        

 

2.        10. 

 

3.        11. 

 

4.        12. 

 

5.        13. 

 

6.        14. 

 

7.        15.       _____ 

 

8.___________________________________________________16.________________________________________________ 
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