
Developmental/Behavioral Clinic must be a parent or guardian request by calling (816) 234-3674.
Hematology/Oncology/BMT must be a provider-to-provider request by calling (816) 302-6808.
SCAN (Child Abuse) Clinic must be a provider-to-provider request by calling (816) 234-1633.

❍ Adolescent Medicine
❍ Asthma, Allergy & Immunology
❍ Dermatology
❍ Ear, Nose, and Throat
❍ Eating Disorders
❍ Endocrinology
❍ Feeding Services
❍ Fetal Health Center
❍ Gastroenterology

❍ Liver
❍ Genetics

Signature______________________________

New Patient Appointment Form

Date ________________

Contact Center
Phone: (816) 234-3700

Toll Free Phone: (800) 800-7300
Fax: (816) 855-1776

❍ Parent
❍❍ Guardian

* Signature required ** Other/Additional forms required		

mYes  mNo

❍ Healthy Lifestyles
❍ Weight Management

❍ Hearing & Speech
❍ Heart Center

❍ Consult
❍ EKG*
❍ ECHO*

❍ Infectious Diseases
❍ Multidiscipline/Multispecialty**
❍ Nephrology

❍ Neurology**
❍ Consult
❍ EEG*
❍ Epilepsy

❍ Neurosurgery
❍ Nutrition
❍ Ophthalmology**
❍ Orthopaedics
❍ Pain Management
❍ Plastic Surgery
❍ PT & OT*

❍ Pulmonology
❍ PFT

❍ Ready Set Grow
❍ Rehabilitative Medicine
❍ Rheumatology
❍ Sleep**
❍ Special Care (Neonatal)
❍ Sports Medicine
❍ Surgery

❍ Urology
❍ Gynecology

❍ General
❍ Single Visit

Revised 03/02/2017

Note: Fax patient records, including supporting documents (relevant clinic notes, lab results 
and other), to the Contact Center at (816) 855-1776.

PRACTICE INFORMATION

REFERRING PROVIDER:  	 First:_________________________ Last:________________________  Degree:____
Office Phone:__________________	 Office Fax:___________________	 Office Contact:_____________________
m Primary Care Provider same as Referring Provider
PRIMARY CARE PROVIDER:	 First:_________________________ Last:________________________  Degree:____

PATIENT INFORMATION

First:______________________________ 	 Last:______________________________   	Gender: _________ 

DOB:____/___/______       Weight Management Consultations ONLY:  Height:_________ Weight:_________	

PARENT/GUARDIAN INFORMATION

First Name:__________________________ 	Last Name:_________________________   	Relationship:
Preferred Phone: ________________________________  Preferred Language:_____________________________
Primary Address:_______________________________________________________________________________
City:________________________________________________   	 State:___________	 Zip:__________________
Please complete the following or send in a copy of insurance card.

Primary Insurance:____________________________________ 	 Phone:__________________________________
Policy #:___________________________ 	 Group #:____________________  Policy Holder:__________________

Reason for Consultation:_________________________________________ Labs/Images Completed?

		







		



   <3 Days: Call 1 (800) GO-MERCY and request an urgent appointment

m Kansas City  m Wichita	 						 m Joplin								    m St. Joseph								   m Other _________________________________	
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