
�

NEW PATIENT INTAKE FORM

Name ______________________________________________________________________________________________


Date of Birth  ___________________________________ SSN _______________________________________________


Gender          Male         Female 


Home Address ________________________________________________________________________________________


Cell  _________________________ Home Phone ______________________Work phone  __________________________


Email_________________________________________________________________________________________________


Preferred contact method (circle):            Texting          Email       Phone call  


Marital status (circle):       Single       Married      Name of spouse: ____________________________________________


Emergency contact _____________________	  Relation to patient ________________ Phone ______________________


Employed      Yes      No        Employer’s address _________________________________________________________


Primary Insured Person  _______________________________ self, spouse, other _______________________________


Primary Insurance Company _____________________________________________________________________________


	 Insurance Health plan. ___________________________________________________________________________


	 Plan ID Number ________________________________________________________________________________


Secondary insurance __________________________________________ Plan ID ___________________________________


Primary care provider  ___________________________________________________________________________________


	 address   ______________________________________________________________________________________


	 phone  ____________________________________________ fax _________________________________________


Referring Provider _______________________________________________________________________________________


	 address  _______________________________________________________________________________________


	 phone  ____________________________________________ fax _________________________________________


Preferred local pharmacy  _______________________________________________________________________________


	 address _______________________________________________________________________________________


	 phone _____________________________________________ fax ________________________________________


Mail order pharmacy _____________________________________________________________________________________


	 address ________________________________________________________________________________________


	 phone _____________________________________________ fax ________________________________________


Date: ___________________ Page �  of �1 1 Signature: ________________


