		Office Use Only:
		Date of consult:_______
		Nurse:______________
		Date of CPE:_________	
Bartels Medical Associates, PLLC
Medical Weight Control
[bookmark: _GoBack]300 Ashville Avenue  Suite 305    Cary, North Carolina  27518
Telephone (919)233-6644     Facsimile (919)233-8344
www.bartelsmedical.com
												
		           		   PATIENT INFORMATION		_____                    

								DATE:				
                         
PATIENT’S NAME:									___      
			LAST			FIRST			MIDDLE INITIAL

AGE:	      SEX:	 DATE OF BIRTH:		 

MARITAL STATUS (CIRCLE ONE)       SINGLE        MARRIED         WIDOW          WIDOWER        SEPARATED       DIVORCED

ADDRESS:						 TELEPHONE #				
							OK TO LEAVE MESSAGE?          Y             N          

CITY:			        STATE:	       ZIP CODE:	                 CELL #                         ___ 

EMPLOYER:						 OCCUPATION:				 

ADDRESS:						 TELEPHONE # 				 

SPOUSE’S NAME:										 

EMPLOYER:						  OCCUPATION:				 

ADDRESS: 						  TELEPHONE #				 

DOCTOR WHO REFERRED YOU:									 

IF NOT REFERRED BY A DOCTOR, HOW DID YOU HEAR ABOUT US?				 

DRUG & FOOD ALLERGIES:									 

CURRENT MEDICATIONS:									 


PAYMENT IS DUE AT THE TIME OF SERVICE.

I ASSUME RESPONSIBILITY FOR THIS ACCOUNT.
I CERTIFY THAT NONE OF THESE CHARGES WILL 								
BE REIMBURSED BY MEDICARE OR MEDICAID.			    SIGNATURE			       
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