Patient Information

Today’s Date:

Height: I have active cancer: Yes / No

Weight: Do you take a prescription blood thinner: Yes/ No

Patient Name:

First Middle Last
Social Security #: Date of Birth:
__Single __Married __Divorced __ Widowed Please circle: Smoker / Non-Smoker
Home Address: Home Phone:
Cell Phone:
Email Address: (For appt reminders/out of town alerts)
Emergency Contact: Phone#:

Emergency Contact relationship to patient:

e Insurance Info

Subscriber’s Name: Subscriber’s Date of Birth:

e Primary Care Physician/Family Doctor

Name of Doctor: Phone #

Address:

Dr. Callard highly recommends you allow us to send his exam findings report to your primary care physician so that
our office and their office are on the same page concerning your health. Do we have your permission? Y or N

Signature Date



