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INTAKE FORM 

 
Patient Information: 
Last Name _________________________  First Name ____________________   MI ______ 

Street Address_______________________________________________________________ 

City ___________________________   State________ Zip Code ____________ 

Home Phone ______________________ Work Phone __________________________ 

Cell Phone ________________________ Gender ________ 

Date of Birth _________________  Social Security Number ___________________ 

Marital Status ________________  Email __________________________________ 

How did you hear about us? ___________________________________________________ 
 
Emergency Contact: 
Last Name __________________________  First Name ________________________ 

Relationship to Patient ___________________ Phone ____________________________ 

 
Employer: 
Company Name _____________________________________________________________ 

Address ____________________________________________________________________ 

City ____________________________ State ________ Zip Code _____________ 

 
Primary Insurance: 
Insurance Company _______________________________________ 

Who is the primary subscriber ______________________________ 

Primary subscriber’s relationship to patient __________________________ 

Primary subscriber’s date of birth ____________________ 

Insurance ID# ____________________________ Group #___________________________ 

Insurance Phone Number (provider or customer service) ___________________________ 
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Secondary Insurance: 
Insurance Company _______________________________________ 

Who is the primary subscriber ______________________________ 

Primary subscriber’s relationship to patient __________________________ 

Primary subscriber’s date of birth ____________________ 

Insurance ID# ____________________________ Group #___________________________ 

Insurance Phone Number (provider or customer service) ___________________________ 

 
Tertiary Insurance: 
Insurance Company _______________________________________ 

Primary subscriber ______________________________ 

Primary subscriber’s relationship to patient __________________________ 

Primary subscriber’s date of birth ____________________ 

Insurance ID# ____________________________ Group #___________________________ 

Insurance Phone Number (provider or customer service) ___________________________ 

 

If Motor Vehicle Accident or Worker’s Compensation Case: 

Please circle one: Motor Vehicle Accident              Worker’s Comp. 

Insurance Company _____________________________  Date of accident _____________ 

PIP#/Claim # __________________________________ 

Claims adjuster’s name _______________________  

Adjuster’s phone number _____________________ Fax number _________________ 
 
If Motor vehicle accident: State in which accident occurred ____________ 
 
If Worker’s comp. case: Company name _________________________________ 
Company address _____________________________________________________ 
_____________________________________________________________________ 
 
 


