
NEW PATIENT CONSULTATION 

DEMOGRAPHICS HEALTH CARE TEAM

NAME: ____________________________________ SURGEON: _________________________________ 

DOB: _____________________________________ NPI: _______________________________________ 

GENDER: __________________________________ PHONE NUMBER: ____________________________ 

SSN: ______________________________________ PCP: ______________________________________ 

EMAIL: ____________________________________ NPI: _______________________________________ 

DRIVER’S LICENSE #: _________________________ DOR: ______________________________________ 

MARITAL STATUS: ___________________________ PHONE NUMBER: ___________________________ 

LANGUAGE: ________________________________ THERAPIST: ________________________________ 

HOME PHONE: _____________________________ PHONE NUMBER: ____________________________ 

CELL PHONE: _______________________________ HOME HEALTH: _____________________________ 

HOME ADDRESS: ____________________________ PHONE NUMBER: ____________________________ 

CITY/STATE/ZIP: _____________________________ FAMILY CONTACT: ___________________________ 

FACILITY: ___________________________________ PHONE NUMBER: ___________________________ 

FACILITY ADDRESS: ___________________________ NOTES/MOTIVATION/GOALS 

CITY/STATE/ZIP: _____________________________ HEIGHT: ______ WEIGHT: ______ SHOE SIZE: _____ 

FACILITY CONTACT: ___________________________ _________________________________________ 

FACILITY PHONE: _____________________________ __________________________________________ 

DIALYSIS:         NO               MWF             TTS __________________________________________ 

INSURANCE: _________________________________ __________________________________________ 

MEMBER ID: _________________________________ 

LEVEL OF AMPUTATION: _______________________ PATIENT PRINTED NAME: _____________________ 

DATE OF AMPUTATION: ________________________ PATIENT SIGNATURE: ________________________ 

CAUSE OF AMPUTATION: _______________________ DATE: _____________________________________ 
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