[bookmark: _GoBack]CALHOUN LIBERTY HOSPITAL PRIMARY CARE CLINIC
NEW PATIENT APPLICATION

Garrett Chumney, MD  *  Teressa Edenfield, ARNP  *  Linda Deese, ARNP  *  Stan Whittaker, ARNP

INCOMPLETE APPLICATIONS WILL NOT BE CONSIDERED

Date of Application:  _______________________

You are applying to become a patient of The Practice and you may see ANY provider as needs and scheduling apply.

Patient Name:  _______________________  Date of Birth:  ___________________  Soc Sec#:  _________________

Mailing Address:  ________________________________________   Home Phone:  __________________________  

		    ________________________________________      Cell Phone:  __________________________

Physician you are now seeing:  ________________________________________________

Reason(s) for changing physician:  _________________________________________________________

Emergency contact:  _________________________________________________________

Emergency contact phone #:  _________________________ Relationship to you:  _____________________________

We accept:  Medicare, Medicaid, Blue Cross Blue Shield, Capital Health Plan and most other major insurances.  If you have been assigned to this practice by your insurance company you will still be required to complete the application and wait for it to be processed before an appointment can be made.

Primary insurance:  ________________________________  Policy/ID#:  ___________________________________

Secondary insurance:  ______________________________  Policy/ID#:  ___________________________________
*Please attach a copy of Insurance Cards and Driver’s License*

List all other household members.  Individual applications are required for EACH person applying to The Clinic.
Name                             Relationship to you    Physician	        Name                             Relationship to you       Physician

__________________      ___________    ____________    __________________      _______________    ____________  

__________________      ___________    ____________    __________________      _______________    ____________  

List ALL current medications: (If medication is not on list it may not be refilled at visit. Please notify clinic of changes)

					

					

					________

List of past health conditions: (Attach additional page if necessary to provide all information )
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