Intake Form
Richard A. Van Haveren, Ph.D., PC,
3516 Old Milton Parkway

Alpharetta, GA  30005

678-462-3833

Name:  _________________________________________________  Date:  ____________________
Address:  __________________________________________________________________________
City:_______________________________________________  Zip:  _________________________
Birthdate:  ______________________________

Age:  ____________________
Primary Phone Number:  ________________________________ (this is:  home     cell       work) 
Can a message be left here:  yes ____ no ____

Secondary Phone Number:  ______________________________ (this is:  home     cell
   work)
         
Can a message be here: yes ____  no ____

Email Address:  _____________________________________________________________

Marital Status:  

single___   married___   partnered___   divorced___   separated___   widow/widowed___

How were you referred:  __________________________________________________________

Do you give permission for Dr. Van Haveren to send a thank you to the referral?  Yes ___  No___

Primary Care Physician:  _______________________________  Phone:  _______________________
Employer & Job Title:  _______________________________________________________________
Emergency Contact:


Name:  ________________________________
Phone number:  _______________________

Address:  _____________________________________________________________
I, the patient, authorize the release of any medical or other information necessary to process this claim.  I also request payment of benefits either to myself or the party that accepts assignment.  

Signature:  ______________________________________________  Date: _________________

Office Use Only:  DX Code 1:  _____________________ DX Code 2:  ____________________

