NEW PATIENT DEMOGRAPHICS

/N

GREAT HEIGHTS
FAMILY M E D1 C I N E
Today's date:

Patient Name: [ ] Male [ ]Female
Birthdate: Age: SSN# - - Marital status: [ JS[ JM[ D[ JW
Mailing address:
City: State: |Zip:
TEL(home): OK to leave phone message? []Yes []No
TEL (mobile): OK to leave phone message? [ ]Yes [ ]No
e-mail address: OK to send e-mail message? [ ]Yes [ ]No

Pharmacy name and phone no.:

PHYSICIANS: (Please provide a list of your current physicians)

Name: Phone: Fax:

Primary Care:
Pulmonologist:
Gastroenterologist:
Orthopedist:
Podiatrist:
Neurologist:
Cardiologist:
Psychiatrist:
Psychologist:
Endocrinologist:
Gynecologist:
Yes No

been advised by a physician to lose weight?
EMPLOYMENT INFORMATION:
Occupation:

Have you recentl

Employment Status:
Employer/School Name:

Employer address

City |State |Zip:

TEL (work): |OK to leave message? [ ]Yes [ ]No

In Case of Emergency:

Name: Relationship: Phone:
INSURANCE INFORMATION:

Primary Insurance

Carrier/ Plan: |Phone no..

Mailing address:

City: State: Zip:

Policy no.: Group no.:

Name of insured: Insured birthdate:

Insured's mailing address:

City: State: Zip:

Continued on other side »>»>»>»>»
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Secondary Insurance //\\\ -

GREAT HEIGHITS
Carrier/ Plan: Phone no.:
Mailing address:
City: State: |Zip:
Policy no.: Group no.:
Name of insured: Insured birthdate:
Insured's mailing address:
City: State: Zip:

How did you hear of our weight loss program?

Referring physician's name:
Referring physician's address and phone no.:
If not a physician referral, please indicate how you learned about us:

[] Health fair/ seminar [] Internet (Please specify keywords used in your online
[ ] Newspaper ad (specify): search):

[ ] ASBP website

[ ] Current patient [ ] Former patient [ ] Other individual

Who can we thank for this referral?
[_] Other referral source? (please specify):

Patient Signature Date

Print Name
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