
LEHIGH VALLEY WELLNESS CENTER 
101 Coventry Drive 

Phillipsburg, NJ 08865 
  
Name:_____________________________________Date of Birth: ____________ Age: ________ 

Address: _______________________________________________________________________ 

City: __________________________________ State: ______________ Zip Code:____________ 

Home Phone: ___________________________Work Phone: _____________________________ 

Cell Phone: _______________________Social Security Number: __________________________ 

Marital Status (circle one):  S  M  D  W    Sex (circle one):  M  F 

Employer: ______________________________ Occupation: _____________________________ 

Employer’s Address: _____________________________________________________________ 
    Street address   City, State    Zip Code 
 

Allergies: ______________________________________________________________________ 

       _______________________________________________________________________ 

Pharmacy: __________________________________ Prescription Plan (circle one):  Yes    No 

 

Email address____________________________________ 

Emergency Contact: 

Name: ____________________________________ Relationship: _________________________ 

Phone: ______________________________ Alternate Phone Number:_____________________ 

 

Insurance Information: 

Primary Insurance: _______________________ ID#:________________Group #:_____________ 

Policy Holder:_______________________________Relationship to Patient: _________________ 

 

Secondary Insurance: ______________________ ID#:_______________Group #:_____________ 

Policy Holder:_______________________________Relationship to Patient: _________________ 

 

Signature: ___________________________________________Date: _____________________ 


