
Royal Oak Medical Associates, P.C. 
Smyth County Family Physicians Division 

1616 N. Main Street, Suite C 
Marion, VA 24354 

Ph: 276-783-8123 Fax: 276-783-1820 
 

NEW PATIENT INFORMATION SHEET 
 

TODAY’S DATE: ____________________ 
PATIENT NAME: _______________________________________________ 
DOB: _________________________ 
SSN: __________________________ 
MAILING ADDRESS:____________________________________________________________ 
CITY_________________________________STATE_________________ZIP_______________ 
 
PRIMARY  PHONE: _____________________________ (CELL_) (HOME_) (WORK_) 
EMAIL ADDRESS:______________________________ 
 
CURRENT PHYSICIAN______________________________LAST SEEN_____________________ 
 
DRUG ALLERGIES_______________________________________________________________ 
 
PROBLEM/REASON FOR VISIT_____________________________________________________ 
 
MEDICATIONS_________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
FAMILY SEEN HERE_____________________________________________________________________ 

 

DO YOU WANT TO CHANGE PHYSICIANS?                                    YES__________NO____________ 
 
INSURANCE CARRIER:______________________________________________ 
COPAY__________________________DEDUCTIBLE______________________ 
INSURANCE ID#___________________________________________________ 
 
***PLEASE NOTE COPAYMENT OR DEDUCTIBLE PAYMENT IS DUE AT TIME OF SERVICE*** 

     

*** OFFICE USE ONLY*** 

MCGLOTHLIN             MOSIER                   HAMMAN                        JENNINGS                              BRALLEY___ 
ACCEPT                        ACCEPT                       ACCEPT                            ACCEPT                                   ACCEPT 
DECLINE                      DECLINE                      DECLINE                           DECLINE                                 DECLINE 
 
REQUESTED DATE OF APPT________________ DATE OF APPT_______________TIME OF APPT______ 
CONFIRMED WITH________________________DATE_______________TIME________________ 
 



 


