
Patient Intake Form

Patient Information 

Last Name __________________________ First Name _______________________ Date of Birth ___________ 

Sex _____ Race ____________ Marital Status ________________ Preferred Language ____________________ 

Address ________________________________________ City __________________ State ______ Zip_______  

Cell Phone ________________ Home Phone _______________ Email Address __________________________ 

Preferred method of contact:  Cell phone ____ Home phone____ Email _____ Ok to leave a message?  YES / NO 

Emergency Contact Information 

Name ____________________________________ Home Phone ________________ Cell Phone ____________ 

Relationship to Patient _______________________________________________________________________ 

If Patient is a Minor 

Name of Responsible Party ____________________________________Relationship to Child ______________ 

If the child is living with one parent, is it okay to give information to the other parent?    YES / NO 

Parent’s Information 

Mother’s Name _________________________________   Date of Birth ___________ Phone ______________ 

Father’s Name ___________________________________ Date of Birth ___________ Phone ______________ 

Insurance Information:  

Insurance Company _____________________________ Member ID __________________________________ 

Group ID _______________   Name of Policy Holder _______________________   Policy Holder D.O.B. ______ 

How did you hear about us?  __________________________________________________________________ 

Referred by:  _______________________________________________________________________________ 
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