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Dear New Patient,

Welcome to our practice. Here is some information that will help make your first visit a little easier.

Enclosed with this letter are the following:
1. New patient information forms.
2. Green sheet which gives us information about your allergic history.
3. Directions to our locations.
4. Records release form.

Please request that your records be sent to us prior to your visit from your primary 
care/pediatrician and/or specialists such as pulmonologist/ENT/dermatologist.

5. Patient Compliance & Cancellation Policy.
6. Agreement and consent for medical services.
7. Notice of Privacy Practices.
8. Antihistamine Medications List.
9. Insurance and referral information form.

Please complete your forms and bring them with you on the day of your visit along with your insurance
card and any necessary referrals.

The first visit takes between two to three hours. We ask that you do not bring siblings/children 
due to this length of time. Patients should discontinue ALL antihistamines at least seven days
before coming for testing. If you are on beta-blockers, we ask you to contact us regarding this 
medication. Wearing clothes that allows easy access to the back and upper arms is advisable. We also
advise patients to bring along a sweatshirt or zip-up fleece.

Because of the length of time we have set aside for you, we ask that you let us know at least 48 hours in
advance if you are not able to keep this appointment.

We look forward to meeting you. If you have any questions prior to the visit, please call us 
at 865-588-2753.

Jane R. Conley, M.D.
Sangeetha M. Kodoth, M.D.



1346 DOWELL SPRINGS BOULEVARD•KNOXVILLE, TN 37909
    PHONE: (865) 588-2753   FAX: (865) 588-7418                                 

JANE R. CONLEY, M.D. SANGEETHA M. KODOTH, M.D
Welcome to our practice! 

Patient’s full name:  _________________________________________________________________________________________
                                            Last                                                                                First                                             Middle  
Are there any other names under which we might find you/your child’s medical records (maiden name, name prior to adoption)?

If so, please list: ______________________________________________________________________________________________ 

Home Address _______________________________________________________________________________________________
                          Street                                                                                    City                     State                  Zip 
Home phone: __________________________Cell:____________________________Work phone: _________________________ 

Employer: ____________________________________________________       Occupation: _________________________________   

Work address; _______________________________________________________________________________________________ 
                         Street                                                                                    City                                   State                Zip 
Marital Status:         (  ) Single     (  ) Married       (  ) Divorced        (  ) Widowed                              Sex:  (   ) Female    (  ) Male  

Birth Date: _____________________________________ Social Security Number; _____________________________________ 

Drivers’ License Number: _____________________________________________________   State: __________________________ 

Spouse/Parent name: __________________________________________________________________________________________ 

Address (if different): _________________________________________________________________________________________
                                      Street                                                                        City                       State              Zip 
Home phone: _______________________ Cell: ______________________________ Work Phone: __________________________    

HOW did you learn about our practice: (Please circle all that apply):   Telephone Book   Online Yellow Pages

Referred by a Friend or Family Member           Our Web Site      Other Web Site: _________________      Received Info in the Mail              

TV: _________________ Radio: ________________ Newspaper: __________________ Magazine: _______________________                  

Referred by a physician (please list):______________________________________________________________________________  

Referring Physician’s Address: __________________________________________________________________________________
                                                      Street         City              State              Zip  

Who is your primary care physician? _______________________________________________________________________________ 

Mailing Address: _______________________________________________________________________________________________ 
                                 Street         City                          State                      Zip 

Please list any doctor you would want to receive a copy of your evaluation. (Referring physicians will automatically receive a copy, unless  

you tell us otherwise): ___________________________________________________________________________________________ 

Please continue on the other side 



PRIVACY INFORMATION: You will receive a copy of our Notice of Privacy for Personal Health Information Policy. Extra copies can  
be found in our lobby, and can also be printed from our web site. The following statements direct us regarding how we handle your
personal information.

I authorize Allergy Specialists of Knoxville, PLLC:  

1. To notify me by mail and phone of appointment reminders and/or to contact me regarding medical information (including test  
results).   A message may be left on my home answering machine.                               YES                         NO  

2. If unable to reach me at home, the practice of Allergy Specialists of Knoxville, PLLC, may leave a message where I work, asking me to return 
their call    YES  NO  

3. Please list the names of family members, if any, with whom we may share your medical information: ______________________________________

______________________________________________________________________________________________________________________________

I acknowledge I have received a copy of Allergy Specialists of Knoxville, PLLC’s Notice of Privacy for Personal Health Information.

_______________________________________________________________________________ Date: _____________________________
                        Signature of Patient or Person Authorized to Consent for Patient

Please print patient’s name: ___________________________________________________ Patient’s Date of Birth: _____________________

Please print name of person signing for patient (if applicable):________________________________________________________________

Relationship to patient: __________________________________________________________ 

INSURANCE INFORMATION (Please allow us to make copies of your insurance cards.)  

Primary Insurance: ______________________________________________________ Effective Date of Coverage: _____________________

Secondary Insurance: ____________________________________________________ Effective Date of Coverage: _____________________

INSURED’S INFORMATION (who is the primary holder of the insurance?)   

Insured’s full name: ____________________________________________________   Relationship to the patient: ______________________

Insured’s Birth Date: ____________________________ Home phone: __________________________     Cell: _______________________

Insured’s Employer: ________________________________________________Insured work phone: ________________________________

Employer Address: __________________________________________________________________________________________________
                                         Street               City                                 State                 Zip  

Insured’s Social Security Number: ___________________________     Drivers License Number: _____________________ State:  _______

BILLING INFORMATION IF PATIENT IS A CHILD (under 18 yrs):  (person attending the appointment with the child)  

Responsible Party: __________________________________________________________________________________________________

Relationship to Patient: _____________________________ Home Phone: ____________________________ Cell: _____________________

Home Address:  ____________________________________________________________________________________________________
                               Street                   City                           State                        Zip  
Employer: ________________________________________ Employer Address: ________________________________________________

Work Phone: ______________________________Drivers license number: ___________________________________     State: _______ 

EMERGENCY INFORMATION:    In an emergency, notify:  ____________________________________________________________ 

Relationship to patient: _________________   Home phone: _______________________ Cell: ____________________Work: ___________

Revision 1/15/09   order # 005 C:\Documents and Settings\Specialist Manager\My Documents\NEW PATIENT FOR



Patient Compliance & Cancellation Policy 

Our mission is to provide our patients the most comprehensive and compassionate 
healthcare. Your treatment here will be unlike most healthcare experiences you 
have had in the past. We believe that if we spend more time with each patient we will 
achieve better results. Therefore, we schedule only one new patient or one allergy 
testing patient each hour.  

In order to offer our patients this kind of service, we need your compliance with our 
policies. Consistent attendance to appointments is essential to your improvement. 
When you schedule an appointment, that time is reserved especially for you. When 
you miss an appointment without advanced notice, not only does it interfere with 
your progress, your doctor does not have the opportunity to offer that time to 
someone else in need of treatment. 

We understand that sometimes things happen that are out of your control. 
Therefore, we ask that you give us at least 24 hours notice if you have to cancel 
your appointment. This will allow us to offer that hour appointment slot to another 
patient. If you find out after the office is closed (after hours, weekend or holiday) 
that you are unable to attend an appointment the next day, we requested that you 
call the office and leave a message with the answering service. Otherwise, 
cancellations should be called in during regular business hours.  

If you miss an appointment without 24 hours notice, there will be a fee assessed. 
The fee is due when you are billed or at the next appointment, whichever comes 
first. These fees are the responsibility of the patient, as they are not covered by any 
third party payor.

The fee schedule is as follows: 

• First incidence within six months $20
• Second incidence within six months $25
• Third incidence within six months $40 
• Fourth incidence within six months (we reserve the right to discharge you 

from our care) 

We thank you for working with us to allow us to provide you the best possible care.  

I acknowledge that I understand the meaning and purpose of the above information. 

________________________________                        ___________________ 
SIGNATURE                                                                   DATE 

Order #331 



JANE R. CONLEY, M.D.                                                      SANGEETHA M. KODOTH, M.D 

AGREEMENT AND CONSENT FOR MEDICAL SERVICES  
Please initial each statement and sign at the bottom 

Patient s Name: __________________________________________ Date of Birth: __________________________ 

________ Agreement and consent for minors: I am the parent/legal guardian representative of
  Initials _________________________________ (the “Patient”) and am authorized to act on her/his behalf. I 

hereby authorize medical services to be provided to the “Patient” by the physicians and medical staff of 
Allergy Specialists of Knoxville.  

________ Release of Information: I hereby authorize Allergy Specialists of Knoxville, PLLC, to release to
  Initials governmental agencies, third party payers and other agencies any information reasonably requested by 

such parties, including any information necessary for Allergy Specialists of Knoxville, PLLC to obtain 
payment for its services. 

________ Long Term Physician Authorization: I authorize Allergy Specialists of Knoxville, PLLC, to furnish
  Initials information or records regarding the above patient to other physicians or health care professionals   

                involved in his/her care. 

________ Assignment of Insurance Benefits: I authorize and request that payment be made directly to 
  Initials Allergy Specialists of Knoxville, PLLC for any insurance benefits payable for services provided to the 

Patient by Allergy Specialists of Knoxville, PLLC. This authorization expressly includes any benefits that 
are to be provided by TennCare and any other public or private insurance plans. This request will 
remain in effect until revoked by me in writing.  

________ Acknowledgement of Financial Responsibility: While there may be insurance benefits available
  Initials to pay for the medical services provided to the Patient by Allergy Specialists of Knoxville, PLLC, I  

  understand that all services may not be covered by insurance or that payment may be less than 100% 
of charges billed. I agree to pay any required co-pay amount and any deductible amount. I further agree 
to pay for any services rendered to the Patient by Allergy Specialists of Knoxville, PLLC which are not 
paid by insurance, due to lack of referral or any other reason.   

________ Acknowledgement of Notice of Privacy for PHI:  I acknowledge that I have received a Copy of  
      Initials Allergy Specialists of Knoxville, PLLC Notice regarding Privacy of Personal Health Information 

________ Acknowledgement of Patient Compliance and Cancellation Policy: I acknowledge and agree that I
  Initials will be accessed a fee when a scheduled appointment is not cancelled within 24 hours. This fee is  

 my responsibility and I understand it is not covered by my insurance plan.  

Printed Name of Patient: _______________________________________________________________________ 

Signature of Patient/Patient Representative: ___________________________________Date:_________________ 

If patient is a minor, please print name of person signing for patient: ______________________________________ 

Relationship to patient: _____________________________________ 

Thank you! 
Revision 1-15-09   # 007   Agreement and Consent for Medical Services 



___________________________________________________________________________

Insurance Cards

We are required to have a copy of your insurance card and current valid driver’s license on file to 
provide proof of insurance and in order to bill your insurance for you. If we do not have this 
information on file, you are solely responsible for all charges and payment is expected at the time 
of service. Once we receive the appropriate insurance documentation, your insurance company 
will be billed and you will be refunded when the insurance company pays. 

You must present your insurance card(s) at each appointment to help us provide the 
most efficient and trouble-free processing of your claim. If your insurance changes, please be 
sure to notify us before your next visit so we can make the appropriate changes to help you 
receive your maximum benefits. If insurance denies your visit coverage and we were 
not notified of any changes to your coverage the balance will automatically be billed 
to you and become your responsibility.

Referrals

Some insurance carriers require that a patient obtain a referral from their primary care physician in 
order for the insurance to pay for care by a specialist physician. Most insurance carriers do not 
require a referral, but if yours does it is your responsibility to ensure that the referral is in effect 
prior to visiting our office. Some referral are good for 9 months to 1 year, others require referrals 
per visit. If your insurance company authorizes a referral yearly, it is your responsibility to update 
that referral.   

To get a referral you must contact your primary care physician’s office.  If your insurance requires 
a referral and you don’t have an approved referral from the insurance carrier we will still be happy 
to see you at your appointed time. If we do not receive your referral within two days, you will 
be responsible for payment in full for all services rendered.

Order #329  



I hereby authorize you to release to Dr. Conley/Dr. Kodoth any information regarding medical treatment 
 
rendered to me/my child during the period from __________________ to ________________________.  
 
Please include all information regarding examinations, testing, diagnostic lab work, x-rays and treatment



1346 Dowell Springs Blvd, Knoxville, TN 37909
Phone: 865-588-2753     Fax: 865-588-7418 

  JANE R. CONLEY,   M.D                                            SANGEETHA M. KODOTH, M.D.

Name: __________________________________________________________________________ Age: ____________________ 

Person answering questions: __________________________________________________________________________________ 

If the patient is a child, who does the child live with? ______________________________________________________________ 

__________________________________________________________________________________________________________

How long have you lived in East Tennessee? _____________________________________________________________________ 

Primary Care Doctor:  _______________________________________________________________________________________ 

Please list other doctors you see regularly with their specialty: _______________________________________________________ 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

PERSONAL HISTORY: 

SYMPTOMS:   (Please circle the symptoms that bother you.) 

Hay fever             Sneezing Congestion Runny nose Itchy nose Watery, itchy eyes 

Snoring  Fatigue  Itchy throat Sore Throat Throat Clearing Trouble Sleeping 

Irritability Headaches Frequent colds Sinus infections Ear infections Loss of smell/taste 

Asthma  Bronchitis Cough  Frequent croup Shortness of breath 

Do your ears pop or feel as if they need to pop? _______________ Do you ever stop breathing in your sleep? ________________ 

Does your nose run excessively with temperature changes? ____________________ or with eating? ________________________ 

Are your symptoms year round or just at certain times? What months of the year are they worse? ___________________________ 

_________________________________________________________________________________________________________

What makes your symptoms worse?  What makes them better?  Do vacations change your symptoms? _______________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Do you have symptoms with exposure to the following? (Please circle those that apply to you.) 

Heat           Cold           Exercise          Weather changes          Rainy weather          Damp musty areas               Dust 

Strong odors (perfumes/cleaners)  Cats        Dogs    Cigarette smoke 

Are you different indoors versus outdoors? _______________________________________________________________________ 

Number of days of school or work missed during the past year? _______________________________________________________ 

Do you think you have any problems with the following (If you checked “yes” please explain in the space provided):   

Latex: _____no _____ yes ____________________________________________________________________________________ 

              _____________________________________________________________________________________



Foods: _____no _____yes ____________________________________________________________________________________________ 

                 ____________________________________________________________________________________________ 

                 ____________________________________________________________________________________________ 

MEDICATION ALLERGIES; 

Aspirin     _____no / yes _____________________________________________________________________________ 

Ibuprofen/other NSAIDS  _____no / yes _____________________________________________________________________________ 

Vitamins          _____no / yes _____________________________________________________________________________ 

Penicillins                    _____no / yes _____________________________________________________________________________ 

Sulfa Drugs   _____no / yes _____________________________________________________________________________ 

“Mycins”  _____no / yes _____________________________________________________________________________ 

Other Antibiotics               _____no / yes _____________________________________________________________________________ 

Hormones   _____no / yes _____________________________________________________________________________ 

Antihistamines   _____no / yes _____________________________________________________________________________ 

Prednisone/steroids _____no / yes _____________________________________________________________________________ 

Other medicines  _____no / yes _____________________________________________________________________________ 

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

Insects: Have you ever had an unusual reaction from an insect sting or bite ______ no _____yes ___________________________ 

_________________________________________________________________________________________________________________

Do you have eczema (atopic dermatitis) ______no ______yes _________________________________________________________

Do you have hives (urticaria) ______no ______yes ____________________________________________________________________ 

Do you have allergic swelling (angioedema) ______no ______yes ______________________________________________________ 

YOUR CURRENT MEDICATIONS: Please list the medication you take (either regularly or as needed): 

Medicine   Dose  Times per Day Illness the medicine is treating 

_______________  ____________ ____________ __________________________________________________________ 

________________ ____________ ____________ __________________________________________________________ 

________________ ____________ ____________ __________________________________________________________ 

________________ ____________ ____________ __________________________________________________________ 

________________ ____________ ____________ __________________________________________________________ 

________________ ____________ ____________ __________________________________________________________ 

________________ ____________ ____________ __________________________________________________________ 

________________ ____________ ____________ __________________________________________________________ 

________________ ____________ ____________ __________________________________________________________ 

________________ ____________ ____________ __________________________________________________________ 

________________ ____________ ____________ __________________________________________________________  

________________ ____________ ____________ ___________________________________________________________ 



Did you take any medications in the past 24 hours (please list)? __________________________________________________________ 

__________________________________________________________________________________________________________________.

When did you last have antibiotics? ___________________ Which one? ___________________________________________________ 

When did you last have oral steroids (such as prednisone)? _____________________________________________________________ 

Are you able to tolerate prednisone? _______________________________________________________________________________ 

Do you ever take aspirin or other NSAIDS (ibuprofen, etc.)? _________________________________________________________ 

PAST MEDICAL HISTORY: (Please give dates and explain briefly.)  

Other medical problems unrelated to your allergies: _________________________________________________________________ 

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

Emergency room visits: __________________________________________________________________________________________ 

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

Hospitalizations: _________________________________________________________________________________________________ 

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

Surgeries: _______________________________________________________________________________________________________ 

________________________________________________________________________________________________________________

Are patient’s immunizations up to date? ______ no _____ yes Has patient had the chicken pox vaccine _______no _______yes

Have you (your child) had the pneumonia vaccine? ______ no ______ yes

Have you had any adverse reactions to vaccines? _____________________________________________________________________ 

TESTING AND TREATMENTS: (Please give dates and places if you can.) 

Have you had a chest x-ray (where and when)? ________________________________________________________________________ 

Have you had a sinus x-ray or CT scan (circle one)? ___________________________________________________________________

Have you been allergy tested _____________ If so, when and please give the doctor’s name: _________________________________ 

Did you have allergy shots?  _____________ Did they help? ______________________________________________________________ 

FAMILY HISTORY:  (Please tell us which of your relatives have the following illnesses, if any)

Hay fever ________________________________________________________________________________________________________ 

Sinusitis _________________________________________________________________________________________________________ 

Asthma __________________________________________________________________________________________________________ 

Latex allergy _____________________________________________________________________________________________________ 

Food allergy _____________________________________________________________________________________________________ 

Medication allergy ________________________________________________________________________________________________ 



Insect (bee sting) allergy ____________________________________________________________________________________________ 

Eczema __________________________________________________________________________________________________________ 

Hives or allergic swelling (urticaria or angioedema) ___________________________________________________________________ 

Cystic Fibrosis ____________________________________________________________________________________________________ 

Emphysema ______________________________________________________________________________________________________

Tuberculosis _____________________________________________________________________________________________________ 

SOCIAL HISTORY:

Educational background (grade in school now, high school, college, technical school): ____________________________________ 

_________________________________________________________________________________________________________________

For adults: What type of job do you do? ______________________________________________________________________________ 

For kids: What grade are you in OR does child attend daycare? _________________________________________________________ 

Does the work or school environment seem to make you (your child) worse? ______________________________________________ 

__________________________________________________________________________________________________________________

Is there any exposure to chemicals, fumes or hazardous materials? _______________________________________________________ 

Do you smoke now? ________no ________yes If so, how much? _________________________________________________________ 

Did you ever smoke in the past ______no _____ yes If so, how many packs per day? ________________________________________ 

How many years did you smoke? _______________ How long ago did you quit smoking? ___________________________________ 

Did you use: _____Cigars _____Pipe ______Smokeless tobacco             Alcohol: ______None ______Occasional ______ Daily

ENVIRONMENTAL HISTORY:

Do you live in the city or the country? ______________________ Do you live on a farm? ____________________________________ 

Heating:    forced air     electric baseboard      wood stove     radiators       Do you have air conditioning? ______ window or central

Age of house _______ year(s) How long have you lived there? _________________________________________________________ 

Do you have a basement? ______ no _____ yes Does it get:    wet      damp     moldy      musty

Patient’s Bedroom (please circle all that apply):      carpet           hardwood        tile            linoleum 

Windows have: blinds  washable curtains/drapes dry clean only curtains/drapes 

Do you use a vaporizer? _________________________ Do you use a dehumidifier? ____________________________________________ 

How old is your mattress? ______________ Do you have:      stuffed animals   upholstered furniture      ceiling fans

Animal Exposure (please tell us what kind of animals): 

Indoor (home) _________________________ Friend/relative _________________________ School/work ____________________________ 

Outdoor (home) _______________________ Friend/relative _________________________ School/work ____________________________ 

If you have indoor animals, do they go into your (your child’s) bedroom? ______________________________________________________ 

If you previously had indoor animals, what type did you have? ________________________________________________________________ 

How long were they indoors? ______________________________ How long have they been gone? __________________________________ 



JANE R. CONLEY, M.D. SANGEETHA M. KODOTH, M.D.
American Board of Pediatrics American Board of Pediatrics
American Board of Allergy & Immunology American Board of Allergy & Immunology 

I, ___________________________________ (parent) and ____________________________ (parent) 

authorize the following adult(s) to bring my child, _______________________________________for 

his/her allergy shots and/or medical visits (please circle one or both of theses options).

These individuals have the right to authorize medical treatment under the direction of the doctor on 

call if such treatment is needed. 

Adults who may bring child for shot or visit:     ____________________________________________

____________________________________________

____________________________________________

Parent Signature: ____________________________________________________________________

Relationship to Patient: _______________________________________________________________

1346 DOWELL SPRINGS BOULEVARD • KNOXVILLE, TN 37909
PHONE: 865-588-2753 • FAX: 865-588-7418

www.AllergySpecialistsOfKnoxville.com
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_________________________________________________________________________________     
Jane R. Conley, MD                                                                                                                                             Sangeetha M. Kodoth, MD  
Board Certified Specialists in                                                                      Board Certified Specialist in  
Allergy, Asthma & Immunology                                                                                                                                                                 Allergy, Asthma & Immunology                            

                                                               OFFICE DIRECTIONS  
IF YOU ARE LOST ON THE WAY TO ANY OF OUR OFFICES, PLEASE CALL THE MAIN OFFICE NUMBER FOR HELP  

865-588-2753 
 

Main Office: 1346 Dowell Springs Blvd, Knoxville, TN 37909 (Bearden/Middlebrook Area) 
 
 From Interstate-40 Westbound:  
 • Take exit 383 for Papermill Dr. It is easier if you get into the left lane of the exit ramp.  

• Once you are on the exit ramp, it will split into two parts- Papermill and Weisgarber. 
 • Bear to your left, following the signs for Weisgarber Rd.  
 • Take the exit ramp for Weisgarber Rd. At the bottom of the ramp (at the light) turn right onto Weisgarber. 
 • Turn left at the third traffic light onto Middlebrook Pike.  
 • Go straight through one traffic light (at Old Weisgarber Rd.) 

• After the light, take the first right into “Dowell Springs”.  There are two stone walls on both sides of the             
entrance with “Dowell Springs” signs.  

• Take the Second right onto Lonas Springs Rd and then an immediate right into our parking lot and our 
entrance will be directly in front of you. .  

 
 From Interstate-40 Eastbound:  
 • Take the Papermill Exit.   
 • Turn right at the stop light at the bottom of the exit ramp onto Papermill Dr.  
 • Turn right at the next stop light onto Weisgarber Rd.   
 • Turn left at the fourth traffic light onto Middlebrook Pike. 
 • Go straight through one traffic light (at Old Weisgarber Rd.) 

• After the light, take the first right into “Dowell Springs”.  There are two stone walls on both sides of the             
entrance with “Dowell Springs” signs.  

• Take the Second right onto Lonas Springs Rd and then an immediate right into our parking lot and our 
entrance will be directly in front of you.  

             
Lenoir City Office:  460 Medical Park Dr, Suite 108, Lenoir City, TN 37772 
 
 From Knoxville: 

• Take 40 West toward I-75 South   
• Continue to follow I-75 South.  
• Take Exit #81/ for US-321 toward Lenoir City/Oak Ridge  
• Turn Left onto US-321 South  
• Turn Left at Medical Park Dr. (just past the hospital but before the Wal-Mart)  
• Turn right to the 460 Building and we are located inside the Pediatric Consultant office.  
 
From Athens:        
• Take I-75 North.  
• Take Exit #81/ for US-321 toward Lenoir City/Oak Ridge  
• Turn Right onto US-321 South (signs for Lenoir City)  
• Turn Left at Medical Park Dr. (just past the hospital but before the Wal-Mart)  
• Turn right to the 460 Building and we are located inside the Pediatric Consultant office 

 
Please see reverse side for directions to the Tennova South Office and Morristown Office 
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Jane R. Conley, MD                                                                                                                                             Sangeetha M. Kodoth, MD  
Board Certified Specialists in                                                                      Board Certified Specialist in  
Allergy, Asthma & Immunology                                                                                                                                                                 Allergy, Asthma & Immunology                            

 
               OFFICE DIRECTIONS 

IF YOU ARE LOST ON THE WAY TO ANY OF OUR OFFICES, PLEASE CALL THE MAIN OFFICE NUMBER FOR HELP  
                                                              865-588-2753 
  
Tennova South Office: 7323 Chapman Hwy, Knoxville, TN 37920   
      

From Interstate 40 Eastbound: 
 • Take I-40 East toward I-75 North    
 • Take Exit #388 for US-441 S/Henley Street toward downtown.  

• Keep left at the fork to continue toward TN-71 S/US-441 S/Henley St and merge onto TN-71 S/US-441 
S/Henley St. 

 • Cross the Henley Street Bridge and continue approximately 6 miles on Chapman Hwy (TN-71 S/US- 441)  
• Turn right into the Chapman Plaza to arrive at Tennova South.  
• Enter the front doors and we are located in the suites to your right.                                                                               

                                     
From the Seymour Area:  
• Take Chapman Hwy (TN-71 N/US-441 N)  
• Turn left into the Chapman Plaza to arrive at Tennova South.  
• Enter the front doors and we are located in the suites to your right 

 
Morristown Office: 850 W. 3rd North Street, Morristown, TN 37814  
 

From Jefferson City: 
 • Follow Highway 11-E to Morristown (Andrew Johnson Highway). 

• Continue through Morristown, passing Lowe’s on your left and Pizza Hut on your right.  
 • Soon after Pizza Hut, turn left onto Fairmont Street.  

• Take the first right onto W. 3rd North Street   
 • Go straight through the 4-way stop (at High Street-there is a floral shop on the corner). 

• Turn left into the parking lot of the large office building on your left.  
 • We are on the upper side of the building inside Dr. Walker & Lowry’s office (East TN Health Center).  
 

From Interstate-81:  
 • Take the Lowland (Morristown) Exit (Route 160) and turn toward Morristown.  

   (If you are on I-81 South, you will be turning right. If you are on I-81 North, you will be turning left.) 
• Pass under Route 25-E, continuing on Route 160.   

 • Take the Cumberland St. Exit (Route 343) and go right, towards Morristown.   
• Go straight through the light at West Morris Boulevard (Also called 11-E, in downtown Morristown). 

 • Turn left on W. 1st North (same as Andrew Johnson Hwy- the main road that goes through Morristown). 
• Turn right on North High Street  
• Turn right on West 3rd North.  
• Turn left into the parking lot of the large office building on your left.  

 • We are on the upper side of the building inside Dr. Walker & Lowry’s office (East TN Health Center).  
  

 
 

Please see other side for directions to the Main Office and Lenoir City Office 
        




