Intake Form

Name: _________________________________________________________________
DOB: __________________________________________________________________
Address: _______________________________________________________________________
Phone Number: __________________________________________________________
Email Address: __________________________________________________________
Referral Source: _________________________________________________________
*If using insurance, please complete section below
Insurance Company: _____________________________________________________
Subscriber Id # (including letters): __________________________________________
Group Number: _________________________________________________________
Policy Holder Name: _____________________________________________________
Provider Customer Service Number on back of card: ____________________________
Patient Authorization:
I authorize the release of any medical and insurance information necessary to process any claim. I further understand that I am responsible for services that are considered non-covered expenses by my insurer.
Client Signature: ______________________________________________
Guardian Signature: ___________________________________________For Office Use Only
Date: ___________________________________________________
Reference Number: ________________________________________
Coverage Begin Date: ______________________________________
Copay: __________________________________________________
Individual Deductible: ______________________________________
Met:____________________________________________________
Individual OP Maximum:____________________________________
Met:____________________________________________________
Notes:___________________________________________________________________________________________________________ ________________________________________________________

