
 Greg Heal M.D. 
 Obstetrics & Gynecology 
 400 Genesse Street 

 Suite 3E 
 Delafield, Wisconsin 53018 

 Date__________ 
 Patient Name___________________________________ 
 Date of birth____________________________________ 
 Please  list  who  want  to  have  access  to  your  pertinent  medical  information 
 (i.e. family member, spouse, significant other) 
 ____________________________________________________________ 
 ____________________________________________________________ 
 __________________ 
 May we leave a message on your voicemail? 
 ____yes 
 ____No 
 Your preferred method of contact? 
 ____Cell Number#________________________ 
 ____Text message #______________________ 
 Emergency Contact: 
 Contact Name____________________________________________ 
 Contact cell number #______________________________________ 
 Relationship _____________________________________________ 
 Would like to receive appointment reminders 
 ____Yes via text or phone call (please circle preference) 
 ____No thank you 
 Would  you  like  to  be  on  our  mailing  list  for  women’s  healthcare  updates  and 
 information? 
 ____Yes email address_______________________  ______________ 
 ____No thank you 


