Dear Patient,

1. Before requesting an appointment, please check with your insurance on your eligibility
and your copayment for visiting the Doctor.

2. Whille requesting an appointment, please provide the following information if not
already
O Your smart phone number (for audio and video conversations and text

messages)

U Yourinsurance

O Your email address (for registration at our clinic and non-confidiential
communication)

O Your preferred pharmacy address and phone number

O List of medicines you are currently taking

3. After the appointment and before the visit with the doctor, please
O Fill out and fax back the required patient-intake forms sent to you from the
doctor’s office or, for patients registered on the Patient Ally portal, complete the
forms directly on the Patient Ally portal.

4. The day before the scheduled visit with the doctor, please
U Record your weight, height, heart rate and blood pressure if you can
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