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New Patient Application: Please complete this form and send back to our office ASAP 
 
Today’s Date:  __________________________________   Referred by: _____________________________________________________ 

 

Patient: _________________________________________________________________________________________________________ 
    First Name      Middle Initial      Last Name 
 

Date of Birth: ___________________ Age: ________ Marital Status: _____________________ Spouse: ___________________________ 

 

Social Security Number: ________________________ Emergency Name/Phone Number: ______________________________________ 

 

Address: ________________________________________________________________________________________________________ 

 

City: _________________________________  State: ________________________________  Zip: ________________________________ 

 

Home Phone Number: ___________________________________ Fax Number (must be dedicated line)__________________________ 

 

Mobile Phone Number: __________________________________ Work Phone Number: _______________________________________ 

 

E‐mail Address: __________________________________________________________________________________________________ 

 

Occupation: ____________________________________________  Employer: ________________________________________________  

 

INSURANCE INFORMATION: INCLUDE COPIES OF INSURANCE CARDS (FRONT AND BACK) 

 

Primary Insurance: ______________________________________  Secondary Insurance: _____________________________________ 

 

Name of Insured: ________________________________________  Name of Insured: ________________________________________ 

 

ID Number: _____________________________________________  ID Number: _____________________________________________ 

 

Group Number: __________________________________________ Group Number: __________________________________________ 

 

Provider Phone Number: __________________________________  Provider Phone Number:___________________________________ 

‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐  
OFFICE USE ONLY:  
 
Received? _____________________________  Scheduled Date/Time:_________________________MD:__________________ 
 
_______Entered in Alteer      ________Patient Notified of 48 Hour Cancellation Fee? 
 
_______Insurance Verified and Entered?    ________Sent out New Patient Packet? ____________ Delivery Method? 
 
_______Patient Informed about Consult Fee, if applicable? 
 



MEDICAL INFORMATION: WHAT YOU DO NOT HAVE, PLEASE NOTE AS NA for NOT APPLICABLE 
 

Diagnosis Date: __________________________                          PSA at Diagnosis: __________________________________________ 
 
Last Three (3) PSA Results:   
Date       

PSA Results       

 

IF YOU HAVE A PATHOLOGY REPORT, SEND IT TO US WITH THIS FORM 

Gleason Score at Diagnosis: ________________             

Number of Cores Biopsied:  _________________         Number with PC in them: ____________________________________ 

 

Results of Digital Rectal Exam (Clinical Stage): ______________________________________________________________________ 

 

Bone Scan, if Done (Date and Results): ____________________________________________________________________________ 

 

CAT Scan, if Done (Date and Results): _____________________________________________________________________________ 

 

Endorectal MRI, if Done (Date and Results): ________________________________________________________________________ 

 

Initial Treatment (Date and what was done—If RP, RT or Hormone Blockade, provide as many details as possible). 
 
_____________________________________________________________________________________________________________ 
   
_____________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________ 
 
Subsequent Treatment (provide as many details as possible): 
 
_____________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________ 
 
Current Therapy:  
 
_____________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________ 
 
Comments:  
 
_____________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________ 


