
 
 

 

 

NEW PATIENT REQUEST 
 
Name:​​ _________________________________ ​ Home Phone:​ ____________________ 

DOB:​ ​ _______​ ​ ​ ​ ​ Cell Phone:​ ​ ____________________ 

Age:​ ​ _______ ​ ​ ​  ​ ​ Work Phone:​ ____________________ 

Address:​ _______________________________________________________________________________ 

Email Address:  ___________________________________________________________________________ 

Primary Insurance:​ __________________________________________________________________ 

Secondary Insurance: ​ __________________________________________________________________ 

Other Insurance:​ ​ __________________________________________________________________ 

Do you have MEDICAID as primary or secondary insurance? _____Yes   _____No 

Reason(s) you would like an appointment?________________________________________________ 

____________________________________________________________________________________________ 

Auto Accident Related: ___ Yes   ___No      ​ Workers Compensation Related: ___Yes   ___No 

How did you learn about Meridian Internal Medicine? ____________________________________ 

Are you a previous patient of Dr. Prochnau or Sharon Heyn, FNP-C ?: ___ Yes ___No     ​  

Were you referred by a current or previous patient?: ___Yes ___No  If so, whom: ________________ 

Other: ______________________________________________________________________________________ 

What is the reason for seeking a new physician?  _________________________________________ 

 ____________________________________________________________________________________________ 

Name & Address of previous Physician:  _______________________________________________ 

Current Medications (Please list all): 

    _______________________​​ _______________________​ ​ _______________________ 

    _______________________​​ _______________________​ ​ _______________________ 

    _______________________​​ _______________________​ ​ _______________________ 

    _______________________​​ _______________________​ ​ _______________________ 

Current or Previous Medical Problems: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

__________________________________________________________________________________________   

  

Signature: ____________________________________________  ​ ​ ​ Date: ______________ 
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