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(336) 677-1100		(336)677-1152
www.jamesmcgrathmd.com

***THIS OFFICE DOES NOT PRESCRIBE CHRONIC PAIN MEDICATIONS***
** By policy medical records must be transferred and reviewed by your accepting physician prior to your first visit at this practice. **
Date:  _______________________   Staff Member Accepting Application: ________________________
Full Name: ____________________________________________   DOB: _________________________
Please list all medications taken in the last 3 months:

Chronic Medical/Pain Conditions:

Past Surgical Procedures/Hospitalizations:

Last Physician Office:  __________________________________________________________________
YOUR CONTACT INFORMATION
Mailing Address: _______________________________________________________________________
Phone Number: _______________________________________________________________________
Insurance information: _________________________________________________________________
Reason For Application: ____________________________________________________________________________________________________________________________________________________________________________________________________
      ** please attach a copy of your insurance card, front and back.  **OFFICE USE ONLY:
ACCEPTED:    YES    NO    PHYSICIAN: _______________________________________  
DATE PATIENT CONTACTED: ______________________________________________   INITIALS: ____________
RECORDS RELEASE FAXED: _____________________________________________________________________
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