MEDICAL APPOINTMENT RESERVATION REQUEST LETTER

[PATIENT FULL NAME]

[PATIENT STREET ADDRESS]

[PATIENT CITY, STATE, ZIP CODE]

[PATIENT PHONE NUMBER]

[PATIENT EMAIL ADDRESS]

[DATE OF REQUEST]

[HEALTHCARE PROVIDER / FACILITY NAME]

[ATTENTION: SCHEDULING DEPARTMENT]

[FACILITY STREET ADDRESS]

[FACILITY CITY, STATE, ZIP CODE]

RE: REQUEST FOR MEDICAL APPOINTMENT RESERVATION

1. PATIENT INFORMATION

1.1 Patient Full Name: [PATIENT FULL NAME]

1.2 Date of Birth: [PATIENT DATE OF BIRTH]

1.3 Patient ID / Medical Record Number: [PATIENT ID NUMBER]

1.4 Phone Number: [PATIENT PHONE NUMBER]

1.5 Email Address: [PATIENT EMAIL ADDRESS]

1.6 Preferred Method of Contact: [PREFERRED CONTACT METHOD]

1.7 Primary Insurance Provider: [INSURANCE PROVIDER NAME]

1.8 Policy / Member ID Number: [INSURANCE POLICY NUMBER]

1.9 Group Number: [INSURANCE GROUP NUMBER]

2. APPOINTMENT REQUEST DETAILS

2.1 Reason for Appointment: [REASON FOR APPOINTMENT]

2.2 Type of Appointment Requested: [NEW PATIENT / FOLLOW-UP / CONSULTATION / OTHER]

2.3 Referring Physician (if applicable): [REFERRING PHYSICIAN NAME]

2.4 Requested Provider / Department: [REQUESTED PROVIDER OR DEPARTMENT]

2.5 Preferred Appointment Date: [PREFERRED DATE]

2.6 Alternate Appointment Date: [ALTERNATE DATE]

2.7 Preferred Time of Day: [MORNING / AFTERNOON / EVENING]

2.8 Preferred Appointment Format: [IN-PERSON / TELEHEALTH]

2.9 Urgency of Request: [ROUTINE / URGENT / EMERGENCY]

3. MEDICAL INFORMATION

3.1 Current Symptoms or Concerns: [DESCRIPTION OF SYMPTOMS OR CONCERNS]

3.2 Relevant Medical History: [RELEVANT MEDICAL HISTORY]

3.3 Current Medications: [CURRENT MEDICATIONS]

3.4 Known Allergies: [KNOWN ALLERGIES]

3.5 Accessibility or Special Accommodations Needed: [ACCOMMODATIONS NEEDED]

4. AUTHORIZATION AND CONSENT

4.1 I, [PATIENT FULL NAME], hereby request a reservation for a medical appointment as described above.

4.2 I authorize the healthcare provider and its scheduling staff to contact me using the contact information provided in this request.

4.3 I consent to the release of necessary medical information to the provider for the purpose of scheduling and providing care.

4.4 I understand that this request does not guarantee an appointment and that the appointment is confirmed only upon written or verbal confirmation from the provider.

4.5 I agree to notify the provider of any changes to my contact or insurance information prior to the appointment.

5. ACKNOWLEDGMENT AND SIGNATURE

5.1 Patient Signature: [PATIENT SIGNATURE]

5.2 Printed Name: [PATIENT FULL NAME]

5.3 Date: [DATE OF SIGNATURE]

5.4 Parent / Guardian Signature (if patient is a minor): [GUARDIAN SIGNATURE]

5.5 Guardian Printed Name: [GUARDIAN FULL NAME]

6. FOR OFFICE USE ONLY

6.1 Date Request Received: [DATE RECEIVED]

6.2 Appointment Confirmed: [YES / NO]

6.3 Confirmed Appointment Date: [CONFIRMED DATE]

6.4 Confirmed Appointment Time: [CONFIRMED TIME]

6.5 Assigned Provider: [ASSIGNED PROVIDER NAME]

6.6 Location / Room: [LOCATION OR ROOM]

6.7 Scheduling Staff Name: [STAFF NAME]

6.8 Scheduling Staff Signature: [STAFF SIGNATURE]

6.9 Notes: [OFFICE NOTES]
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