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New	Patient	Questionnaire		
SO	THAT	WE	MAY	BETTER	SERVE	YOU,	PLEASE	COMPLETE	THE	FOLLOWING	FORM	AND		

BRING	THE	COMPLETED	FORM	WITH	YOU	TO	YOUR	FIRST	APPOINTEMNT	OR	SCAN	AND	FAX	TO:	863-293-4410	
	

	

	First	Name:	________________________________________	Last	Name:	______________________________________	Middle	Initial:	______	

	Age:	______________________	Date	of	Birth:	__________________/_______/_________________	Sex:																									Male													Female							

	Street	Address:	_______________________________________________________________________________________________________		

	City:	_____________________________________________________________________State:	____________________Zip:_______________		

	Home	Phone:	______-______-______				Business	Phone:	______-______-______				Cell	Phone	______-______-______	

	

	

	Referring	Physician’s	Name:	_______________________________________________________________________Phone:	_____-_____-_____	

	Street	Address:	________________________________________________________________________________________________________		

	City:	______________________________________________________________________State:	____________________Zip:_______________		

	Referring	Attorney’s	Name:	_______________________________________________________________________Phone:	_____-_____-_____	

	Street	Address:	________________________________________________________________________________________________________		

	City:	______________________________________________________________________State:	____________________Zip:_______________		

	Referring	Insurance	Company’s	Name:	______________________________________________________________Phone:	_____-_____-_____	

	Street	Address:	________________________________________________________________________________________________________		

	City:	______________________________________________________________________State:	____________________Zip:_______________		

	

	

	Primary	Care	Physician’s	Name:	____________________________________________________________________Phone:	_____-_____-_____	

	Street	Address:	________________________________________________________________________________________________________		

	City:	______________________________________________________________________State:	____________________Zip:_______________		

	

GENERAL	INFORMATION	

PROFESSIONAL	REFERRAL	INFORMATION	

PRIMARY	CARE	PHYSICIAN	INFORMATION	

Ana	D.	Lipson,	M.D.	
Anissa	Hohnstreiter,	ARNP-C	

210	First	Street	North		
Winter	Haven,	FL	33881	

Phone:	863-293-4800	
Fax:		863-293-4410	

	

Ana D. Lipson, M.D.
210 First Street North

Winter Haven, FL 33881
Phone: 863-293-4800

Fax: 863-293-4410

New Patient Questionnaire
SO THAT WE MAY BETTER SERVE YOU, PLEASE COMPLETE THE FOLLOWING FORM AND

BRING THE COMPLETED FORM WITH YOU TO YOUR FIRST APPOINTMENT OR FAX TO: 863-293-4410

	 Date________________________

PATIENT INFORMATION
Name:______________________________________________________________________________________Home Phone:_ ______________________
	 LAST	 FIRST	 INITIAL	 XXX-XXX-XXXX

Address:_ ____________________________________________________________________________________ Cell Phone:_ ______________________
 	 XXX-XXX-XXXX

City:___________________________________________ State:_ ________ Zip Code:_______________ 	 Social Security No.:_________________________
	 XXX-XX-XXXX

Sex:	 ❏ M	 ❏ F	 Date of Birth_ _____________________	 ❏ Single	 ❏ Married	 ❏ Widowed	 ❏ Separated	 ❏ Divorced
	 MM-DD-YEAR

Email:_ _______________________________________________ 	 Preferred Contact Method:	 ❏ Home	 ❏ Cell	 ❏ Text	 ❏ Email

Employer:______________________________________ Occupation:___________________________________ Work Phone:_______________________
	 XXX-XXX-XXXX

SPOUSE / EMERGENCY CONTACT
Spouse/Partner/Name:_ ________________________________________________________________________ Cell Phone:_ ______________________
	 LAST	 FIRST	 INITIAL	 XXX-XXX-XXXX

Date of Birth:_ _______________________________ 	 Relationship to Patient:____________________________________
	 MM-DD-YEAR

Employer:______________________________________ Occupation:___________________________________ Work Phone:_______________________
	 XXX-XXX-XXXX

In Case of Emergency, Notify:_ ____________________________________________________________________________________________________
	 NAME	 RELATIONSHIP	 PHONE

INSURANCE INFORMATION
PRIMARY INSURANCE

Subscriber’s Name:____________________________________________________________________________ Date of Birth:_ ______________________
	 LAST	 FIRST	 INITIAL	 MM-DD-YEAR

Insurance Company:_ __________________________________________________ 	  Subscribers Social Security No.:_ ____________________________
	 XXX-XX-XXXX

Policy #:________________________ Group #:________________ 	 Patient's Relationship to Subscriber:	 ❏ Self	 ❏ Spouse	 ❏ Child	 ❏ Other

SECONDARY INSURANCE

Subscriber’s Name:____________________________________________________________________________ Date of Birth:_ ______________________
	 LAST	 FIRST	 INITIAL	 MM-DD-YEAR

Insurance Company:_ __________________________________________________ 	  Subscribers Social Security No.:_ ____________________________
	 XXX-XX-XXXX

Policy #:________________________ Group #:________________ 	 Patient’s Relationship to Subscriber:	 ❏ Self	 ❏ Spouse	 ❏ Child	 ❏ Other

ASSIGNMENT & RELEASE
The above information is true to the best of my knowledge.  I authorize my insurance benefits be paid directly to the physician.  I understand that 
I am financially responsible for any balance.  I also authorize LIPSON PAIN INSTITUTE or insurance company to release any information required to 
process my claims.

________________________________________________________ 	 __________________________________
	 PATIENT / GUARDIAN SIGNATURE	 DATE


