
HARFORD MEDICAL WEIGHT LOSS, LLC 
1621 Belair Rd., Suite B 

Fallston, MD 21047 

Phone:  410-877-8772 

Fax:  410-877-8773 

 

 
Patient Name:  __________________________________________ Date of Birth:  ________________________ 

Social Security Number:  _________________________________________________________________________ 

Address:   _______________________________________________________________________________________ 

E-mail Address:  _________________________________________________________________________________ 

Telephone Number:  _____________________________________________________________________________ 

Cell Phone Number:  _____________________________________________________________________________ 

 

 

Patient’s Employer: ______________________________________________________________________________ 

 Address:   _________________________________________________________________________________ 

 Telephone Number:  ______________________  Occupation:  ___________________________________ 

 

 

Spouse’s Name:  _________________________________________ Date of Birth:  _________________________  

 Employer: _________________________________________________________________________________ 

 Work Phone Number:  _____________________ Occupation:  ___________________________________ 

 

 

Emergency Contact Information: 

 Name:  ____________________________________________ Relationship:  _________________________ 

 Phone Number(s):__________________________________________________________________________ 

 

 

Primary Care Physician:__________________________________________________________________________ 

 Address: __________________________________________________________________________________ 

 Phone Number:  _________________________________ Fax Number: __________________________ 

 

 

Specialists: 

 Name:  __________________________________________ Specialty: _____________________________ 

 Address: __________________________________________________________________________________ 

 Phone Number:  _________________________________ FAX Number:__________________________ 

 

 Name:  ________________________________________ Specialty: _____________________________ 

 Address: __________________________________________________________________________________ 

 Phone Number:  ________________________________ FAX Number:__________________________ 


