Community Supported Health Plan Enroliment Form Page 1

Holistic Family Practice of Dr. Thomas Cowan, MD

Contact Information

Patient First Name* Patient Last Name*

Parent / Guardian First Name Parent / Guardian Last Name Email*

Cell Phone* Home Phone* Work Phone*
Address 1* Address 2 City*

Postal / Zip Code* State* Country*

Payment Information

Primary Card Number* Cardholder Name* Expiration (mm/yy)*
Billing Address 1* Billing Address 2 City*

Postal / Zip Code* State* Country*
Secondary Card Number* Cardholder Name* Expiration (mm/yy)*
Billing Address 1* Billing Address 2 City*

Postal / Zip Code* State” Country*

Are you planning on signing up for the Community Supported Health (CSH) Plan?
Yes No Not Sure

*By signing this form you are also agreeing to our 24-hour cancellation policy (full rate charge on missed
appointments) as well as giving permission to run your card after 30 days for any overdue charges. We cannot
process your form without your agreement.

Signature* Name* Date*
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Holistic Family Practice of Dr. Thomas Cowan, MD

General Patient Information

Patient Full Name* Birthdate* Gender

Height Weight Primary Language

Current Chief Complaint (if any)

Allergies (food, environment, medicines)*

Please indicate your smoking status / history:

Never a Smoker Former Smoker Light Smoker Daily Smoker Heavy Smoker

Medical History

Major events, hospitalizations, surgeries

Ongoing medical problems

Family medical history

Preventative care

Social history (lifestyle such as smoking, drugs, sexual activity, etc.)
Nutrition history

Developmental history (mental health)

Signature* Name* Date*



