
      David S. Nicholson D.O., LLC. 
 4403 State Route 725 Ste A1 Bellbrook, OH 45305 

           Phone:  937-310-1218 Fax:  937-310-1378 
 

 
Welcome to My Practice! 

We are glad you have chosen us to provide your healthcare needs. 
PATIENT INFORMATION 

PLEASE PRINT 

Last Name: ____________________________________First:_________________________MI:__________ 

Gender: ________ Date of Birth: ______________ Social Security #_________________________________ 

Mailing Address: __________________________________________________________________________ 

City: __________________________________________State:__________________Zip Code: ___________ 

Home Phone: _________________________________ Work Phone: ________________________________ 

Cell Phone: __________________________________ Email Address: ________________________________ 

Referring Doctor: _____________________________ Primary Care Doctor: ___________________________ 

Pharmacy Information______________________________________________________________________ 

Race: ________    Marital Status: (circle one) S   M   W   D         Language: (circle one) English   Spanish   Other 

Employer & Phone Number: _________________________________________________________________ 

How did you hear about us? (circle one)   Friend/Family    Phone Book   Internet    Facebook    PCP/Physician 

SPOUSE INFORMATION 

Last Name: ____________________________________First:_________________________MI:__________ 

Date of Birth: ______________________ Social Security #_________________________________________ 

Employer & Phone Number: _________________________________________________________________ 

INSURANCE 

Policy Holder:  Are you the policy holder? YES NO     

Policy number______________________   GRP#___________________________________ 

If No, please list the policy holder: 

Last Name: ____________________________________First:_________________________MI:__________ 

Date of Birth: ______________________ Social Security #_________________________________________ 

Employer & Phone Number: _________________________________________________________________ 

ALTERNATIVE CONTACT INFORMATION 

Emergency Contact Name: (nearest friend of relative) ____________________________________________ 

Relationship: ________________________________________ Phone: _______________________________ 

I hereby authorize David S. Nicholson D.O., LLC. to contact me or leave messages for me at my place of work. 
INITIALS: ______ 
 
I hereby authorize David S. Nicholson D.O., LLC. to leave messages on my home answering machine or cell phone 
regarding appointments and to inform me that laboratory results are available.  The laboratory results are NEVER 
left on the answering machine.  I realize that I must call the office to get them.             
INITIALS: ______ 


