
Patient Intake Form 

Personal Information: 

First Name:__________________Last Name:_____________________ 

Date of Birth:_____________Gender: [   ]Male    [   ]Female   [   ]Other 

Address:___________________________________________________ 

City:_________________State:____________ZIP code:_____________  

Phone:____________________Email:___________________________ 

Occupation:_______________________Marital Status:_____________ 

How did you hear about clinic?_________________________________ 

Emergency Contact: 

First Name:___________________Last Name:____________________ 

Relationship:______________________Phone:____________________ 

Insurance Information: 

Insurance Provider:__________________________________________ 

Policy Number:_______________Group Number:__________________ 

Current Medications:  

1._________________________________________________________ 

2._________________________________________________________ 

3._________________________________________________________ 

Allergies: 

1._________________________________________________________ 

2._________________________________________________________ 

3._________________________________________________________ 


