Healthy Transformations, PLLC

1400 Sweet Home Road, Ste. 10

Amherst, NY 14228

Phone (716) 688-1825 Fax (716) 688-1827

A. PATIENT INFORMATION

Name___________________________
Date of Birth________________________


    (Last)       First)                   (MI)

Address_____________________________________________________________


Street





City



Zip

SS# _ _ _  _ _  _ _ _
Email_______________________________________

Home #________________
Work#______________ Cell#_________________

** Best Daytime phone number__________________________

Sex:  M  F

Marital Status:  S  M  W  D
Retired:  Y N

Spouses’ Name: _____________________________________

Employer:______________________________
Occupation:__________________

Pharmacy Name/Location/Phone_________________________________________

Compounding Pharmacy/Location/Phone:__________________________________

Emergency Contact Name_____________________Phone_____________________

Relationship to Patient_________________________________________________

____________________________________________________________________

B. RESPONSIBLE PARTY______ (Check if same as patient info and skip to C.)
Name______________________________________________________________


     (Last)

(First)



(MI)

Address____________________________________________________________



Street



City




Zip

Birth Date____________
SS#_____________ Daytime Phone________________

Other Phone #__________________
Email_____________________________

____________________________________________________________________

C. REFERRAL SOURCE

How did you hear about us? Family_______ Friend________Co-worker________

Advertisement__________ Class_____________

Who can we thank for referring you?_______________________________







(Name)

Address______________________________________________________



Street



City



Zip







1

D. YOUR HEALTH CARE TEAM

Primary Physician____________________________  Phone#__________________

Address______________________________________________________________



Street




City
                        Zip

Specialists (GI, Neurology, Cardiology, Psychiatrist, etc.)

Physician__________________________________
Phone#__________________

Address______________________________________________________________



Street




City


Zip Physician__________________________________
Phone#__________________

Address______________________________________________________________



Street




City


Zip Physician__________________________________
Phone#__________________

Address______________________________________________________________



Street




City


Zip

Holistic Providers (Chiropractor, Massage therapist, Physical therapist, Reflexologist, Hypnotist, etc.)
Physician__________________________________
Phone#__________________

Address______________________________________________________________



Street




City


Zip

Physician__________________________________
Phone#__________________

Address______________________________________________________________



Street




City


Zip Physician__________________________________
Phone#__________________

Address______________________________________________________________



Street




City


Zip

Counselors/Therapists (Life coach, Spiritual Advisor, etc.)

Physician__________________________________
Phone#__________________

Address______________________________________________________________



Street




City


Zip

Physician__________________________________
Phone#__________________

Address______________________________________________________________



Street




City


Zip

Physician__________________________________
Phone#__________________

Address______________________________________________________________



Street




City


Zip
Patient Name_________________________
Date of Birth________________

Please sign in the areas indicated

Confirmation of Medical History

I have read the questions on pages 1and 2 and have completed them truthfully and to the best of my knowledge.

___________________________________________
Date____________________________

Required signature of patient or responsible party

WAIVER

I understand that the services at Healthy Transformations, PLLC may or may not be covered by my insurance carrier and that Margaret Mitchell MD does not serve as a primary care physician. I am solely responsible for the cost of services and payment is expected at the time of service.

___________________________________________
Date____________________________

Required signature of patient or responsible party

CONSENT FOR USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION FOR PURPPOSES OF TREATMENT, PAYMENT, AND/OR HEALTH CARE OPERATIONS

I hereby consent to the use and disclosure of my protected health information to a third party by Healthy Transformations, PLLC for purposes of treatment, payment, and/or health care operations.

__________________________________________
Date___________________________

Required signature of patient or responsible party

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES & MISSED APPOINTMENT POLICY
I acknowledge receipt of Healthy Transformations, PLLC Notice of Privacy Practices and Missed Appointment Policy available to me.

_________________________________________
Date___________________________

Required signature of patient or responsible party

