
Balanced Wellness Primary Care 
620 Norwich New London Tpke 
Uncasville, CT 06382 
860-892-8012 phone 860-892-8027 fax 
Balancedwellnesspc.com 
Kristin Mahan APRN        Danielle Mallory APRN          Kathleen Eagle APRN      Tracy Jullarine APRN Joseph O’Keefe MD 
                  
PATIENT INFORMATION 
 
NAME____________________________________________ OTHER NAMES USED__________________ 
 
DATE OF BIRTH____________________AGE_____________SOCIAL SECURITY #_____________________ 
 
(Please circle) GENDER:  M  or  F     MARITAL STATUS:   S   M   W   D   SEP 
 
STREET ADDRESS____________________________________CITY_______________________________ 
 
STATE_________ZIP CODE_______________DRIVER’S LICENSE #_______________________STATE____ 
 
PRIMARY PHONE #__________________________       Is this a (please circle)   HOME #    CELL# 
 
WORK PHONE#_____________________________ EMAIL _____________________________________ 
 
EMPLOYER_______________________________________OCCUPATION__________________________ 
 
REFERRED BY_____________________________________FOR__________________________________ 
 
PHARMACY NAME AND LOCATION_________________________________________________________ 
 
RACE____________________LANGUAGE PREFERENCE_________________ETHNICITY_______________ 
EMERGENCY CONTACT 
 
NAME____________________________________________RELATIONSHIP________________________ 
 
ADDRESS_________________________________________________PHONE______________________ 
INSURANCE INFORMATION 
 
PRIMARY INSURANCE CO__________________________________ID#____________________________ 
Complete for person carrying coverage if NOT patient (parent, spouse, etc.) 
 
NAME__________________________________DOB______________RELATION TO PATIENT__________ 
 
ADDRESS______________________________________________EMPLOYER______________________ 
 
SECONDARY INSURANCE CO_______________________________ID#____________________________ 
Complete for person carrying coverage if NOT patient (parent, spouse, etc.) 
 
NAME__________________________________DOB______________RELATION TO PATIENT__________ 
I AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO BALANCED WELLNESS PRIMARY CARE, LLC FROM MY INSURANCE 
CARRIERS. IN ADDITION, I AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS MY 
MEDICAL CLAIMS. 
Signature_________________________________________________Date________________________ 
If not signed by patient: Name of signee_________________________Relation to patient____________ 


