
PHYSICIAN HEALTH SERVICES 
A Massachusetts Medical Society corporation 

www.physicianhealth.org 
 

 

DATE:           PHS ID #:_________  

                                                                                        

PLEASE PRINT OR TYPE CLEARLY 

PERSONAL INFORMATION:     

Last Name:            First Name:  ___________________     Middle Initial:            Suffix: _____ 

Sex:  ___________   Date of Birth:             /            /   Degree:      

Marital Status: 

      MARRIED   SINGLE    DIVORCED      WIDOWED   CIVIL UNION  

Spouse/Significant Other (optional):  Last Name:  ________________________    First Name:       

Hospital:  __________________________________________     Title:       

Primary Specialty:         Second Specialty:        

□ Resident - Post Graduate Year        1    2    3    4   5    6    □ Medical Student    1    2    3    4 

HOME ADDRESS: 

Address:                

City:  ______________________________ State:  _______    Zip:  ___________________ 

Phone:  _____________________________    Fax:  _________________________________ 

WORK ADDRESS: 

Address:                

City:  ______________________________   State:  _______    Zip:  ___________________ 

Phone:  _____________________________  Ext.:    Fax:  ________________________________ 

OTHER ADDRESS: 

Address:                

City:  ______________________________   State:  _______    Zip:  ___________________ 

Phone:  _____________________________   Ext.:  ________  Fax:  ________________________________ 

PREFERRED PLACE OF MAIL:            HOME      WORK  OTHER:       

PREFERRED PLACE OF CONTACT:   HOME       WORK  OTHER:       

REFERRAL SOURCE: 
 RELATIONSHIP (CIRCLE ONE): 

 self   attorney     family member:       

 hospital staff   hospital physician assistance committee hospital administration 

 therapist   spouse     malpractice carrier: __________________________ 

 colleague  licensing board    other state physician health program:____________ 

 primary care physician  patient     other: _____________________________________ 

 medical school  residency director 

 

NAME:           

Address:             

City:  ______________________________   State:  _______   Zip:  ___________________ 

Phone:  _____________________________   Ext.:  ________  Fax:  _________________________________ 



 

CURRENT MEDICAL LIABILITY CARRIER: 

Name: _________________________________________________________________________________  

Address ________________________________________________________________________________  

City: _______________________________ State: _______ Zip:  ___________________ 

 

THERAPIST:  NOT APPLICABLE:    

Last Name:  _________________________  First Name:  _____________________ Suffix: _________ 

Degree:  ________________ Title:            

Hospital:               

Address:               

City:  ______________________________  State:  ___________   Zip:  _______________ 

Phone:  ____________________________    Fax:  ________________________ 

PRIMARY CARE PHYSICIAN: 

Last Name:  ___________________________  First Name:  _______________________ Suffix: _________ 

Degree:  ________________ Title:  __________________________________________________________ 

Hospital:  _______________________________________________________________________________ 

Address:  ________________________________________________________________________________ 

City:  ____________________________   State:  ___________   Zip:  ________________ 

Phone:  __________________________    Fax:  _________________________ 

ATTORNEY:  NOT APPLICABLE    

Last Name:  ___________________________  First Name:  _______________________ Suffix: _________ 

Address:  _________________________________________________________________________________ 

City:  ____________________________   State:  ___________   Zip:  _______________ 

Phone:  __________________________    Fax:  __________________________ 

LICENSING INFORMATION: 

Massachusetts #: _____________________ Status: ___________________ 

Other State(s) #: _____________________  Status: __________________ 

OTHER INFORMATION: 

Inpatient Treatment:   Not Applicable 

     Applicable Date Entering:  _________________________________________ 

    Facility:  ______________________________________________ 

Therapy Frequency: _________________________________ 

Support Group Meetings: ____________________________________________________________________ 

    (name of groups & locations) ____________________________________________________________________ 

    ____________________________________________________________________ 

    ____________________________________________________________________ 

Support Group Frequency:  ____________________________________ 
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