New Patient Intake Form
 CHI Memorial Family Practice Associates Ooltewah
Date_________________  
Patient Name__________________________________ DOB _______________________________________
Address__________________________________________________________________________________
City_____________________________________________ State________ Zip Code____________________
Telephone Number_____________________________Employer____________________________________
[bookmark: _GoBack]Insurance Carrier__________________________________ *Please include a copy of your insurance card so we can verify we are  participating with your insurance*
Name of Spouse or Emergency Contact_________________________________________________________
Referred By_______________________________________________________________________________
Current/Previous Provider   __________________________________________________________________
Specialist Seen_____________________________________________________________________________
Medical Conditions
1._____________________________________	2.____________________________________________
3._____________________________________	4.____________________________________________
5._____________________________________	6.____________________________________________
7._____________________________________	8.____________________________________________
9._____________________________________	10.___________________________________________
Medications
1._____________________________________	2.____________________________________________
3._____________________________________	4.____________________________________________
5._____________________________________	6.____________________________________________
7._____________________________________	8.____________________________________________
9._____________________________________	10.___________________________________________
Reason for visit ________________________________________________________________________________ 
How soon does patient need to be seen _________________________________ (Routine) (Same Day)
Requested Provider (Next Available) (Bates) (Crago) (Sherwood) (Alie Geren) (Joel Smith) (Cynthia Shaffer)(Wade Lenz)
Provider Approval to schedule________________________________________________________________
Scheduled for_________________________________ Offered Wait List_______________________________




