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New Patient Request Form 

 

 

Name: _______________________________________ Preferred Name (if different): _______________ 

Address: _________________________________________ City/State/Zip: ________________________ 

Male: ________ Female: ________ Date of Birth: _____________________ SSN: ___________________ 

Home #: __________________________ Work: ______________________ Cell: ___________________ 

Primary Ins: _______________________ Policy #: ____________________ Group: __________________ 

Secondary Ins: _____________________ Policy #: ____________________ Group: _________________ 
*Please include a copy of your insurance card 
 
How did you hear about us: ______________________________________________________________ 
 
Medical History: _______________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
Prescribed Medications: _________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
Over the counter Medications: ___________________________________________________________ 
 
Current Primary Care provider: ___________________________________________________________ 
 
Reason for Changing Providers: ___________________________________________________________ 
 
Provider or Office Requested: ____________________________________________________________ 
 
**Please return this form to Felicia Templeton at CVFP Administration: 
Mail to: PO Box 307, Forest, VA 24551 
Fax to: (434) 525-6738 
 

 
Office use only 

 
Date Processed: ____________________________ By: ________________________________________ 
 
Patient Accepted by: ________________________ Date: ______________________________________ 


