PATIENT HEALTHCARE INFORMATION
TODAY’S DATE:____________
PATIENT NAME:____________________________ DOB:_____________AGE:_______GENDER:_________
ADDRESS:_________________________________CITY:________________STATE:____ ZIP:___________
CELL PHONE:______________________________	OK TO EXCHANGE TEXT MESSAGES:     Y  N
PERSONAL EMAIL:__________________________ 	OK TO EXCHANGE EMAIL MESSAGES:   Y  N
HOME PHONE:_____________________________ 	OK TO LEAVE MESSAGES:                        Y  N
WORK PHONE:_____________________________ 	OK TO LEAVE MESSAGES:                        Y  N
PATIENT’S WORKPLACE: __________________________________________________________________
RELIGIOUS AFFILIATION:_____________________BY WHOM WERE YOU REFERRED:_______________
PARTNER’S NAME:__________________________DOB:_________AGE:____
	
	CELL PHONE:__________________________	OK TO EXCHANGE TEXT MESSAGES:    Y  N
	PARTNER’S EMAIL:_____________________ 	OK TO EXCHANGE EMAIL MESSAGES:  Y  N
	HOME PHONE:_________________________ 	OK TO LEAVE MESSAGES:                       Y  N	
	WORK PHONE:_________________________ 	OK TO LEAVE  MESSAGES:                      Y  N
PARTNER’S  WORKPLACE:_________________________________________________________________
PERSON TO CONTACT IN CASE OF EMERGENCY:__________________________CELL #:____________
Primary Insurance:__________________________Subscriber:_____________________DOB:____________
ID#:_________________________Group/Policy #:_____________________Phone #:___________________
Address:_________________________________________________________________________________
Secondary Insurance:________________________Subscriber:_____________________DOB:____________
ID#:_________________________Group/Policy #:_____________________Phone #:___________________
Address:_________________________________________________________________________________
Current Primary Care Physician:_____________________________________Phone #:__________________
Physician/Clinic Address:____________________________________________________________________
List all Medications, Supplements, Herbals & Drugs you are taking/using (including dosages): _____________
________________________________________________________________________________________
List present or past major illness, diseases or injuries:_____________________________________________
________________________________________________________________________________________
List prior therapy, counseling, treatment or hospitalizations:_________________________________________
________________________________________________________________________________________
	SIGNATURE: ___________________________________
	SCOTT CABOT WILLIS, PHD, PC Updated 7/2024
