New Patient Application for Dynamic Healthcare Team 	
Date: _______
Name: ____________________________________________________________DOB:_______________
Address: _______________________________________________________________Age:__________
Email: ___________________________________________Phone:______________________________
Insurance: ______________________________________ Med ID #:_____________________________
Group # _______________________________ Secondary insurance? What type? _________________ 
How did you hear about our office? _______________________________________________________
If you are a Medicare patient and qualify for the Medicare CCM (Chronic Care Management), would you be willing to receive a monthly phone call from us to participate in this program?  Our clinicians strongly encourage this to take the best care of you.  Yes   No
Do you take any chronic pain medications? ____ If yes who is your pain management doctors_________
Our office requires a yearly physical.  If you are on prescription meds, you are required to come in for a visit every six months.  Would you be willing to follow this requirement?  YES  NO  List all medications with dose and frequency.________________________________________________________________
_____________________________________________________________________________________
List your medical problems: ________________________________________________________
_____________________________________________________________________________________
Why are you wanting to become a patient at DHCT? __________________________________________
What do you need to be seen for? _________________________________________________________
Please have a list of your previous physicians & consulting physicians, hospitals, pharmacy’s/medications, radiology visits etc. available when we phone you to build your chart.
[bookmark: _GoBack]Are you planning on keeping DHCT as your primary care home?     	YES		       NO 
**Your first visit at DHCT is an establish care visit, this visit cannot be combined with any new problems.  If you have any questions about this process please reach out to our front office staff. 
Note: The completion of this form with complete honesty is essential, otherwise we may NOT be able to establish a long term patient relationship.  
Signature_________________________________________________.               
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