Nutrition Coaching, LLC
New patient Questionnaire

Please fill out entire form to the best of your ability.
Today’s Date_____________ Name______________________________________________________ Birth date ______________
Home Address _________________________________________________________ City_________________________________
State ___________________ Zip code __________________   


Best number to reach me:   H/W/C
Home #____________________________ Work#_____________________________ Cell #________________________________  



Employer ______________________________________________________ Occupation__________________________________
**REASON FOR VISIT
____Diabetes ____ Pre-Diabetes ____Gestational Diabetes ____PCOS ____GERD ____Vegetarianism ____Food Allergies


____High Cholesterol ____High Triglycerides ____ High Blood Pressure ____General Healthy Eating ____Sports Nutrition    

 ____Weight Management ____Pregnancy Nutrition ____Celiac ____Crohn’s ____IBS ____Kidney Failure


OTHER: ___________________________________________________________________________________________________
Referring/Primary Doctor:  ___________________________________________________________________________________
Doctor’s Phone #:  ________________________________________   Doctor’s Fax #: ____________________________________
***If you are paying out of pocket, you can STOP here.

The following information is required to submit your bill to insurance.

Primary Insurance _____________________________ ID #___________________________ Group #_______________________
Secondary Insurance ___________________________ ID#____________________________ Group #_______________________
Social Security #____________________________________

 Single____   Married____
Gender:  ____M ____F
****INSURED’S INFORMATION

Insured’s Name
(If insurance is not in your name)_____________________________________________Insured’s Date of Birth______________ 
Insured’s Address__________________________________________City___________________State______Zipcode__________
Insured’s Employer__________________________________________________________________________________________      

TO SUBMIT CLAIMS TO MEDICARE:  I request that payment of authorized Medicare benefits be made on my behalf to Nutrition Coaching, LLC, for any services furnished to me by Nutrition Coaching, LLC. I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable for related services.  I further authorize any holder of Medicare information about me to release to my Medigap Insurer any information needed to determine these benefits payable for related services.
SIGNATURE __________________________________________________________________   
DATE________________________________________________

TO SUBMIT CLAIMS TO INSURANCE:  I hereby authorize Nutrition Coaching LLC, to apply for benefits on my behalf for covered services rendered by the practice, and request that the payments are made directly to Nutrition Coaching LLC. I certify that the information I have reported with regard to my insurance coverage is correct. I further authorize the release of any necessary information, including medical information, for this or any related claims.  I permit a copy of this authorization to be used in place of the original.  All co-payments are due at the time of service.  I understand that if my account is turned over to a collection attorney or collection agency for non-payment, I will be responsible for any additional fees as allowed by law.
SIGNATURE __________________________________________________________________   
DATE________________________________________________

