
Patient Better® | HQ 1 (866) 205-2309 | Fax: 1 (833) 260-3340 | www.patientbetter.com 

Patient Name: ___________________________________________________________ DOB: ______________________ 

Form Completed By: ______________________________________________________ Date: ______________________ 

Title:

Specialty:

Seen From:

Address: Suite:

City: State: Zip: Country:

Phone: Fax:

Website: Email:

Primary Treating Condition:______________________________________________________________________________

Portal Information: _____________________________________________________________________________________

Hospital Affiliation:

__________________________________ __________________________________Health Professional Name:

__________________________________________________________________________

___________________________________________________

__________________________________ ___________________________________________________

Username:_________________________________________Password: __________________________________________

Last Seen Date: ________________________________________________________ to __________________

__________________________________________________ ________ __________________

_____________________________________________________________________________________

____________________________________

Title:

Specialty:

Seen From:

Address: Suite:

City: State: Zip: Country:

Phone: Fax:

Website: Email:

Primary Treating Condition:______________________________________________________________________________

Portal Information: _____________________________________________________________________________________

Hospital Affiliation:

__________________________________ __________________________________Health Professional Name:

__________________________________________________________________________

___________________________________________________

__________________________________ ___________________________________________________

Username:_________________________________________Password: __________________________________________

Last Seen Date: ________________________________________________________ to __________________

__________________________________________________ ________ __________________

_____________________________________________________________________________________

____________________________________

Title:

Specialty:

Seen From:

Address: Suite:

City: State: Zip: Country:

Phone: Fax:

Website: Email:

Primary Treating Condition:______________________________________________________________________________

Portal Information: _____________________________________________________________________________________

Hospital Affiliation:

__________________________________ __________________________________Health Professional Name:

__________________________________________________________________________

___________________________________________________

__________________________________ ___________________________________________________

Username:_________________________________________Password: __________________________________________

Last Seen Date: ________________________________________________________ to __________________

__________________________________________________ ________ __________________

_____________________________________________________________________________________

____________________________________

http://www.patientbetter.com/

