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Patient Intake Form 

 
Personal Information        
Name: _______________________________________ Married: __ Single: __ Other: ______ 
Address: ________________________________ City, State, Zip _______________________ 
Home #: ____________________Cell #: _________________ Work#:___________________ 
Email Address: _______________________________________________________________ 
Social Security #: _________________________ DOB: ___________________ Age: _______ 
Primary Care Physician: __________________________ Phone #: _____________________ 
Emergency Contact: _______________________________ Phone #: _____________________ 
Employed? ____ Student? ____ Employer/School: ____________________________________ 
 
Was this injury a result of a work or auto accident? ____Yes _____No 
Do you have a lawyer? ______ Name: __________________ Phone #: ___________________ 
Address: ______________________________________________________________________ 
 
How did you hear about us? (check off) ___ Walk-in ___ Doctor Referral ___ Lawyer Referral   
___ Friend; Name _________________      ___ Yellow Pages   ___ Other: _________________ 
 
Primary Insurance Information 
Please complete ONLY if different than patient information. Also, please give your insurance 
card to the receptionist to photocopy. 
 
Insurance Company: ___________________________________ 
Subscriber’s Name: ______________________________ DOB: ________________ Sex: ___ 
Subscriber’s Social Security #: ________________________ Relation: ___________________ 
Same address? ___ If no, subscriber’s address: _______________________________________ 
Same phone number? ___ If no, subscriber’s phone number: ____________________________ 
Subscriber’s Employer: _________________________________________________________ 
Occupation: _____________________ Employment Status: ____________________________ 
 
 
Additional Insurance Information    
Please complete ONLY if different than patient information. Also, please give your insurance 
card to the receptionist to photocopy. 
Insurance Company: _____________________________ 
Subscriber’s Name: _______________________________ DOB: ________________ Sex: __ 
Subscriber’s Social Security #: ________________________ Relation: ___________________ 
Same address? ___ If no, subscriber’s address: _______________________________________ 
Same phone number? ___ If no, subscriber’s phone number: _____________________________ 
Subscriber’s Employer: __________________________________________________________ 
Occupation: _____________________ Employment Status: _____________________________ 
 
 


