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NEW PATIENT INTAKE
_____DR. TRENT PROEHL  _____DR. REBECCA PROEHL  

NAME: _______________________________________________________________________________
ADDRESS:  ____________________________________________________________________________

CITY:  _________________________________________  STATE:  ____________  ZIP:  _______________

SS#  ____________________________________  BIRTHDATE:  __________________  AGE:  __________

RESPONSIBLE PARTY (IF DIFFERENT THAN PATIENT): ___________________________________________

HOME PHONE:  ________________________________  CELL PHONE:  ____________________________

WORK PHONE:  ________________________________  WORK LOCATION:  ________________________

WAS PATIENT REFERRED BY FAMILY OR FRIENDS?_________  IF SO, WHO?_________________________

PRIMARY DOCTOR:  _____________________________________________________________________

DOCTOR’S LOCATION:  __________________________________________________________________

REASON FOR CHANGING DOCTORS________________________________________________________

_____________________________________________________________________________________

WHICH OFFICE IS MOST CONVENIENT FOR THE PATIENT?

_____MEDICAL ARTS   _____MACKINAW   _____DELAVAN   _____ATLANTA   _____MANITO

PAST MEDICAL HISTORY:  ________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________

CURRENT MEDICATIONS INCLUDING PAIN MEDS: ____________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

CURRENT MEDICAL PROBLEM or C/O:  ______________________________________________________

_____________________________________________________________________________________

INSURANCE:  _______________________________________________  PPO or HMO _______________

 IS THIS A MEDICARE ADVANTAGE PLAN?  _______ YES  ________NO

WHEN DID THE PATIENT START COVERAGE UNDER CURRENT PLAN?  _______________________

WAS NEW PLAN OBTAINED THROUGH MEDICARE.GOV WEBSITE?  _____YES  _____NO

HAS PATIENT PAID ALL MONTHLY PREMIUMS SINCE STARTING PLAN  _____YES  _____NO
Date: ____________  By:  ______________________
OK TO SCHEDULE:     YES     NO   ___________

Records received:  ______________________________

Appt date/time __________________
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