
 

New Patient Intake Form 

Patient Information: 

First Name __________________________________________ Middle Initial _________           

Last Name _____________________________________________ 

Address ____________________________________________________________________   

City __________________ State ________ Zip code _____________ 

Home Phone (______) _______-_________     Cell Phone (______) _______-________     

Email_______________________________        

Preferred Method of Contact            Text          Email 

Date of Birth ______ /______ /________                 Sex            Male           Female                

Social Security Number_______-_______-_________ 

Marital Status       Married       Single       Other 

How did you hear about us?     Facebook     Newspaper    Radio                    
 Sign out front   Friend/Physician Referral  Other : ______________________ 

 

Emergency Contact Information: 

Please list anyone here that you would like for us to keep on file as your emergency contact. 

                Name      Phone Number     Relationship 

______________________      ________________________           _______________________ 

______________________      ________________________           _______________________ 

______________________      ________________________           _______________________ 

 

Continued.. 



 

Insurance Information:  

 

1.) Insurance Co. Name______________________________________________ 

ID Number_______________________________  Group Number _____________________ 

Address ____________________________________________________________________  

City ___________ State _____ Zip Code __________ 

(You may leave this next section blank IF you are the subscriber) 

Subscriber Full Name ______________________________________________________  

Relationship to Patient ____________________________  DOB ____/____/______ 

SSN ______-______-_______ 

Subscriber Address __________________________________________________________________ 

City _________________  State _________  Zip Code ______________ 

2.) Insurance Co. Name______________________________________________ 

ID Number_______________________________  Group Number _____________________ 

Address ____________________________________________________________________  

City ___________ State _____ Zip Code __________ 

(You may leave this next section blank IF you are the subscriber) 

Subscriber Full Name ______________________________________________________  

Relationship to Patient ____________________________  DOB ____/____/______ 

SSN ______-______-_______ 

Subscriber Address __________________________________________________________________ 

City _________________  State _________  Zip Code ______________ 

 

 

Patient Signature _____________________________________________________   Date _____________ 


