
 
New Patient Data Sheet 

 

Date ________________                

 

 

First Name                   Last Name                                               MI          

Address       City        State      Zip     

Cell phone                                Email address(es) ________________________________________________ 

Date of Birth           /   /    Age     Gender        F       M     Race/Ethnicity __________________________ 

Place of Employment (if applicable) ________________________________________  Role _______________________ 

 

Emergency Information 

In case of emergency, contact: 

Name                                                                Relationship         Cell Phone ______________________  

Address                                  City      State      Zip ________ 
 
 

Name of Spouse/Partner (if applicable)                                Cell Phone      

 

Medical 

Medical Conditions:     Medications: 

 

 

 

 

 

 

 

 

Allergies:  □ No known allergies    □ Yes (please specify) ______________________________________ 

 

Preferred Pharmacy: 

 

 

 

 
   

Referral Source 

How did you hear of my practice (or from whom?)_________________________________________________________ 

Relationship to referral source                                                                                                   

 

 

Angela K. Louie, M.D. 

8022 Providence Rd, Ste 500-169 

Charlotte, NC  28277 

 Tel: (980) 819-1807  Fax: (919) 573-9696 


