
 

 
Patient Intake Form 

 
General Information: 
 
Name:________________________________    Date Of Birth:___________________ 
 
Cell Phone:____________________________    Home Phone:___________________ 
 
Email: ________________________________ 
 
Address: _______________________________________________ Apt #: _________ 
 
City: _______________________________ State:_____________________ 
 
Zip:_________________ 
____________________________________________________________________________ 
 
Physician Information: 
 
Primary Care Physician’s Name:______________________________________________ 
 
Primary Phone Number: _________________________ 
 
Referring Physician’s Name (if different then primary): _____________________________ 
 
Referring Phone Number: ________________________ 
____________________________________________________________________________ 
 
Insurance Information: 
 
Primary Insurance Company Name:____________________________________________ 
 
Policy Holder’s Name (if different from above): ____________________________________ 
 
Policy #: ___________________________ Group #: ________________________ 
 
Effective Date: ______________________ 
 



 
 

Patient Intake Form 
 

Insurance Information Continued: 
 
Secondary Insurance Company Name: _________________________________________ 
 
Policy Holder’s Name (if different from above): ___________________________________ 
 
Policy #: ___________________________ Group #” _______________________ 
 
Effective Date: ______________________ 
 
Tertiary Insurance Company Name: ___________________________________________ 
 
Policy Holder’s Name (if different from above): __________________________________ 
 
Policy #: ___________________________ Group #: _______________________ 
 
Effective Date: ______________________ 
____________________________________________________________________________ 
 
Responsible Party: 
Relationship to Patient?(Please circle one):  
 
Self (skip this section) Parent Spouse 
 
Name: ________________________________________ Date of Birth:______________ 
 
Social Security Number: __________________________ 
 
Address: __________________________________________ Apt #: _____________ 
 
City: __________________________________________ State: ___________________ 
 
Zip: ___________________ 
 
 
*** your private personal information will never be used anything other then communicating with your 
medical insurances and/or your doctors to obtain needed information regarding your care> 
 


