
PATIENT NAME: ___________________________________________________________________________ 

DATE OF BIRTH:______________________________________________________ SEX: _____________ 

ADDRESS: _______________________________________________________________________________ 

CITY:____________________________________________ STATE:__________ ZIP: ______________ 

HOME PHONE:___________________CELL PHONE:__________________ SS#: _________________________ 

EMAIL ADDRESS:___________________________________________________________________________ 

PREFERRED PHARMACY:_____________________________________________________________________  

PHARMACY PHONE:_________________________________________________________________________  

RACE: _____________________ ETHNICITY: _____________________  LANGUAGE: ______________________ 

MARITAL STATUS: ___________________________________________ 

 

INJURY: YES or NO OCCUR AT WORK: YES or NO  BODY PART: _________________  

IS TODAY’S VISIT AUTHORIZED BY WORKERS’ COMP: YES or NO  

AUTO ACCIDENT: YES or NO  

IF YES, IN WHAT STATE DID THE ACCIDENT OCCUR: ____________________________________________________  

EMPLOYER:________________________________________ WORK PHONE:________________________ 

REFERRED BY: ____________________________________________________________________________ 

PRIMARY CARE PHYSICIAN NAME:_______________________________________________________________ 

EMERGENCY CONTACT NAME: __________________________________________________________________ 

RELATIONSHIP:_____________________________________ PHONE: _____________________________ 

 

INSURANCE INFORMATION 

IS YOUR INSURANCE COVERAGE THE HEALTHCARE EXCHANGE? Yes or NO  

PRIMARY INSURANCE:___________________________________    POLICY #: ___________________________ 

NAME OF INSURED:______________________________ DOB: ___________________GROUP #: _____________ 

SECONDARY INSURANCE:__________________________________ POLICY #: ___________________________ 

NAME OF INSURED:______________________________ DOB: ___________________GROUP #: _____________ 

Patient Intake Form 


