
855-838-2001
5400 Riverside Drive, Suite 101, Macon, Georgia 31210
RemotePatientDiagnostics.com

If you have additional information that will allow us to better treat your patient, 
please fax to 855-428-4597.

WE LOOK FORWARD TO WORKING WITH YOU!

Name __________________________________________________________

Home phone ____________________________________________________

Cell phone ______________________________________________________

Date of Birth  ______________________ Gender _____________________

Email  __________________________________________________________

Practice Name  ______________________________________________________________

Practice Email Address  _______________________________________________________

Providers Printed Name  ______________________________________________________

Providers Signature ______________________________ Date _______________________

NPI  _______________________________________________________________________

By signing this, I am allowing Remote Patient Diagnostics to evaluate and treat my patient.

Patient’s preferred method of contact*:  o Text     o Email     o Phone
*If no method of contact is selected, patient contact will be made electronically (text/email) for initial contact.

PATIENT ENROLLMENT FORM
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