New Patient Acceptance Questionnaire
Greencastle Family Practice, P.C.

50 Eastern Avenue, Suite 135

Greencastle, PA 17225

Phone (717) 597-3151 – Fax (717) 895-3900

www.gfppc.com

Patient’s Name: ______________________________DOB: ________Phone Number:____________________ 
Address:  _____________________________City:__________________State:_______Zip code:___________

Insurance Co. Name: ___________________Insurance ID #:_________________ Policy Holder:___________


+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++
Name of Previous Doctor: ____________________________________________________________________
Reason for Transferring: _____________________________________________________________________
List of Medical Problems: _____________  _____________ _____________ _____________ _____________
                                           _____________  _____________ _____________ _____________ _____________ 

Are any of your problems work related?  If so, please explain:     Yes      No_____________________________

(Please note: our practice does not see any work-related issues/injuries)
PLEASE NOTE: Our office does not prescribe long term narcotic medications or benzodiazepines. For example: Codeine, Fentanyl, Hydrocodone (Vicodin), Hydromorphone (Dilaudid), Morphine, Oxycodone (Oxycontin), Tramadol (Ultram), Demerol, Percocet (oxycodone acetaminophen), Diazepam (Valium), lorazepam (Ativan), alprazolam (Xanax), clonazepam (Klonopin).
List of Medications:
Med Name                              Strength/MG               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.

Staff Use Only

Accepted:     Yes       No  If no, reason: _______________________________________________________
Account #: _________ Date Accepted: ______________ Needs NP Paperwork:     Yes      No

Patient Contacted:    Yes      No
