
LEIGH BAKER, D.O.        74 Lunt Rd Suite 204 Falmouth, Maine 04105            207-846-7666 
FORMS: Fill out prior to your appointment and bring with you. Call the office with any questions. 

DEMOGRAPHIC  INFORMATION                                         Date of Birth:             

                                                                                                   ___________/____________/_______________        

NAME: _____________________________________________________________________________________ 

                                        Last                                                   First                                            Last 

MARITAL STATUS ___________                                                                              GENDER _________________ 

ADDRESS_____________________________________________________________________________________ 

                                        Street                                                         City                                                   zip 

PRIMARY DAYTIME CONTACT NUMBER _____________________ EMAIL__________________________ 

ALTERNATE NUMBER _____________________________               CELL____________________________ 

EMERGENCY CONTACT 

NAME___________________________________ RELATIONSHIP________________________________ 

  ADDRESS_________________________________ PHONE____________________________________ 

BILLING INFORMATION (If other than patient) 

NAME___________________________________ RELATIONSHIP________________________________ 

   ADDRESS_________________________________ PHONE_____________________________________ 

EMPLOYER _______________________________ ADDRESS_____________________________________ 

OCCUPATION______________________________ PHONE_____________________________________ 

INSURANCE INFORMATION : PRIMARY INS_______________________ I.D.#________________________________ 

                                                                                    REFERRAL REQUIRED FOR SPECIALIST VISIT? ________ 

                                                                                    If so, have you requested one from your primary doctor? ________ 

                                                   SECONDARY INS_____________________ I.D.# _______________________________ 

****** If your visit is a result of a motor vehicle accident personal injury or worker’s compensation claim, we 
need the following information: 

Insurance carrier of responsible party or attorney name: 

Address______________________________________________ Phone___________________________ 

Claim/Case #________________________________  

Contact Person  _______________________________________ Phone___________________________ 

 


