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 RD/CDE Patient Intake Form

 

Appointment Date: _________________________   

Foreign Language Interpreter   No   Yes  If yes, which language? ______________________ 

Patient Name_____________________________________ DOB: _______________________   

Patient’s preferred name to be called: _____________________________________________ 

What is your goal for today’s visit? 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

What questions do you have today? 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

Is there anything else you would like us to know? 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

For Clinic Use

Height:  _________ cm 

Weight: _________ kg 

A1C:  ________ % 


