
PATIENT INTAKE FORM

Patient Name:__________________________________________Date Taken:________________________________
Street Address:___________________________________City/State/Zip_____________________________________
Mailing Address:__________________________________City/State/Zip_____________________________________
Phone Home:_________________________Cell:_______________________ Work:___________________________
Birth Date:__________________________ Sex___________Height:_________________Weight__________________
Emergency Contact:__________________________Relationship:_______________Phone #____________________
Email Address: ___________________________________________________________________________________

Primary Insurance Carrier:__________________________________________________________________________
Insured Name____________________________ID #_____________________________________________________
Address_________________________________________________________________________________________
Effective Date____________________________CoPay:__________Authorization_____________________________

Secondary Insurance Carrier:_______________________________________________________________________
Insured Name____________________________ID #_____________________________________________________
Address_________________________________________________________________________________________

ORDERING Physician
Name:_______________________________________Phone#______________________NPI#___________________
Diagnosis:_______________________________________________________________________________________
Items Requested:__________________________________________________________________________________
_________________________________________________________________________________________________

Referred by:_________________________________________

Intake Worker:_________

Accredited by The Joint Commission 12/05/23

G:\Operations\Policies\LMS\Forms\ClientIntake12.5.23.docx


