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New Patient Approval Form 

Date: _________________________________ Date of Birth: ____________________________________ 

First Name:___________________ Middle Name: _________________ Last Name: _____________________ 

Address: __________________________________________________________________________________ 

City: _____________________________ State:_______________ Zip Code: _____________________ 

Home Phone: ____________________ Work Phone: __________________ Cell: ___________________ 

Email: _________________________________________ 

Previous Physicians 

1._____________________________________________ 

2._____________________________________________ 

3._____________________________________________ 

Insurance Information 

Primary: _______________________________________ 

Secondary: _____________________________________ 

Signature of Authorizing Party  Date:  

Print Signature    

Relationship to Patient    

Witness Signature  Date:  

 

 

In Office Only: 

Dr. Griner: 

Accepted __________ Declined __________ 

Comments:  

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

______ 

Have you previously seen Dr. Brian 

Griner as your Primary Care Physician?

           Yes  No 

If Yes, when? _____________________ 

_________________________________ 

Please list any family members who may 

be current or previous patients of Dr. 

Griner: 

1. ___________________________ 

2. ___________________________ 

3. ___________________________ 

4. ___________________________ 

5. ___________________________ 


