Greencastle Family Practice, P.C.

50 Eastern Avenue, Suite 135

Greencastle, PA 17225

Phone (717) 597-3151 – Fax (717) 597-8933

New Patient Acceptance Questionnaire
Patient’s Name: _______________________________________ DOB: _____________

Address:  _____________________________________ #Yrs at current address: ______

City: _________________________________State:_______Zip code: ______________

                If less than three years at current address, please note previous address: _______________________________________________________________________
Phone Number: ____________________   Insurance Co. Name: ___________________






         Insurance ID #:________________________


+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++

Name of Previous Doctor: _________________________________________________
Reason for Transferring: __________________________________________________

List of Medical Problems: _________________________________________________

                                          _________________________________________________
Are any of your problems work related?  If so, please explain: ____________________

_____________________________________________________________________

(Please note: our practice does not see any work related issues/injuries)
List of Medications:        Med Name                                  Strength                   Dose

                  _______________________________        __________         ____________

                  _______________________________        __________         ____________

                  _______________________________        __________         ____________

                  _______________________________        __________         ____________

                  _______________________________        __________         ____________

                          _______________________________        __________         ____________

(Please feel free to use the additional space on the back of the form, if necessary.)
+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++

Are you requesting an appointment for a sick or well visit? ________________________

If for a sick visit, please explain your symptoms.  ________________________________________________________________________
Patient’s / Parent’s Signature: ____________________________________ Date: ______

Thank you for submitting your request to become a new patient.  We will review your information to determine whether our practice would be able to meet your needs.  If you are experiencing a life threatening condition, we advise you to seek care immediately at one of the local hospitals or urgent care centers.                                                   
Greencastle Family Practice, P.C.
