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PATIENT INTAKE FORM
Patient Name:
____________________________________
        Date:   __________________

Address:  __________________________________   City: ___________________  Zip: __________

Phone:    _________________________      Date of Birth: ________________ SSN:_________________    

Sex:  M ___    F ___  Marital Status:  M ___   S ___   Sep ___   D ___   Wid ___

Referring Physician: _______________________________             Phone: ______________________

Address:  ________________________________
City: ___________________   Zip: ____________

Diagnosis / Reason for Therapy: ________________________________________________________

Referral Source: __________________________________________

Primary Insurance: ________________________________              Phone: ______________________  

Policy #: _____________________________       Group #: __________________________

Subscriber Name: _______________________    Relation to Patient: Self ___   Spouse ___   Parent ___

Employer of Subscriber: _______________________________________    City: __________________

Secondary Insurance: ______________________________              Phone: _______________________  

Policy #: ___________________________    Group #: __________________________

Subscriber Name: _______________________    Relation to Patient: Self ___   Spouse ___   Parent ___

Employer of Subscriber: _______________________________________    City: __________________

Auto Accident?   Y ___     N ___                 Work Related Accident?   Y ___    N ___

If yes:  Insurance Company: ____________________________________    Case #: ________________

Adjuster Name: ________________________________               Phone: _________________________

Address:  ________________________________
City: ___________________   Zip: _____________

INSURANCE VERIFICATION 
Insurance Company: __________________________     Phone: _________________________
Benefits verified with: ________________________      Phone: _________________________

In-network?  Y ___   N ___   N/A ___

Number of visits allowable / approved: __________________________________________________
Deductible?  Y ___   N ___     Amount:  ______________      Amount met: _______________ 

Co-pay?  Y ___   N ___     Amount:  ________   Co-insurance?  Y ___   N ___     Percent:  _________
Other restrictions/limitations: __________________________________________________________
__________________________________________________________________________________

Address where claims should be sent: ___________________________________________________  

City: ___________________________       State: _______        Zip: __________________    

Attention: __________________________________________________________________________

Any supporting documentation needed with claim: _________________________________________

__________________________________________________________________________________

Re-verification needed (date): ___________________   If Auto, Coordinated Benefits?  Y ___  N ___

Benefits Verified By: _______________________________

Date: _________________
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