Integrative Health & Wellness Clinic, LLC

General Information and intake form

Name Age Social Security Number
Date of Birth Email

Address City State ___ Zip code
Mailing Address City State__ Zip code
Phone (Home) (cell) (Work)

Employer

Pharmacy Information

Pharmacy Name Location

Emergency Contact

Name Phone Relationship

Guarantor Information (Skip if Patient is Over 18 Years of Age)

Name Guarantor Date of Birth Guarantor Gender (M/F)
Guarantor Social Security Number Relationship to Patient

Mailing Address (if different from above)

Home phone Cell phone Work phone

Primary Insurance Information

Insurance Company Insurance ID # Group #

Name of Subscriber & Address if different from above

Subscribers D.O.B. Relationship of patient

Secondary Insurance Information

Insurance Company Insurance ID # Group #

Name of Subscriber & Address if different from above

Subscribers D.0O.B. Relationship to patient

How did you hear about our practice?

O Clinic Website O Newspaper ad (which newspaper) O Social media

O Referral from friend 0OReferral from doctor O Other

1283 Main Street | Dublin, NH 03444 | 603-831-1191 | integrativehealth@best-health.me | www.best-health.me
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