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Description automatically generated]Hallsville Medical Clinic Established Patient Questionnaire
Date of Service:____________________________

NAME __________________________________________   DATE OF BIRTH ______________________
PHONE NUMBER _________________________________    EMAIL _____________________________
Reason for today’s visit? _________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

Have you had this problem before? ________________________________________________________
How long has it been an issue this time? ____________________________________________________
What have you tried to make it better? _____________________________________________________
_____________________________________________________________________________________

Have your medications changed since your last visit? 		 YES		NO
__________________________________________________________________________________________________________________________________________________________________________

Have your allergies changed since your last visit?		 YES		NO
 ____________________________________________________________________________________
What Pharmacy do you want to use for this visit? ____________________________________________
Has your insurance changed since your last visit? YES (please fill out below)     NO  (leave below blank)
What Insurance do you have? ____________________________________________________________
Policy Holders name ____________________________________________________________________
POLICY NUMBER _____________________________________  GROUP NUMBER __________________
Telephone number to verify coverage? _____________________________________________________
Do we have permission to check the GS/LRMC health network for past medical history? YES	NO
Signature:_________________________________________________ DATE:______________________
Printed name:______________________________ RELATIONSHIP TO PATIENT:____________________
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