
Primary Care – New Patient Intake Form

Patient Information

Full Legal Name: DOB:

Preferred Name: Primary Phone:

Email:

Insurance Information

Primary Insurance: Policy / ID #:

Group #: Subscriber Name:

Subscriber DOB: Secondary Insurance:

Reason for Visit

Primary Concern:

Medical History / Chronic Conditions

Current Medications

Allergies

Patient Acknowledgment

Signature: Date:

HAVEN HEALTH AND WELLNESS, LLC
45 Bellefonte Ave. Suite 2
Lock Haven, PA 17745

Provider you prefer to see:_________________________________________________________
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