
CVH Clinic/ New Patient Intake Form 7800-12 REV 4/17/2023 

NEW PATIENT INTAKE FORM

YOUR INFORMATION Today’s Date: 
Name: DOB: Age: Gender: 
Home Phone: ( ) Cell Phone: ( ) Please contact by:  Home  Cell 

Address: City: State: Zip: 
Pharmacy Name: City: 
Insurance: Previous Provider (Doctor): 

Drug Allergy Reaction Non-Drug Allergy Reaction 

MEDICAL HISTORY (Check all that apply)

MEDICATIONS (May provide list or bring in bottles)

ALLERGIES 



CVH Clinic/ New Patient Intake Form 7800-12 REV 4/17/2023 

 

Date Facility/Provider Date Facility/Provider             List approximate date 

Mammogram Prostate Exam Pneumonia 

Pap Smear Stress Test Shingles 

Bone Density Hearing Test Tetanus 

Colonoscopy Foot Exam Flu 

Eye Exam EKG 

SURGICAL HISTORY 

TESTS (List approximate date) & (Name of facility/provider) VACCINES 
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