
 
 
 

Please take a moment to fill out the following information. Thank you. 

 

   PATIENT REGISTRATION/INTAKE FORM 

 
Today’s date__________________ 

 

IDENTIFYING DATA: 

Patient Last Name, First name_______________________________________________ 

Social Security No.:_______________________________________________________ 

Social Security No. of person responsible for payment____________________________ 

Parents Names:___________________________________________________________ 

Address:________________________________________________________________ 

Zip:____________________ 

Home Phone:_____________________Work phone_____________________________ 

Cell Phone:________________________ 

Patient’s Date of Birth:_____________________________________________________ 

Referring Physician’s Name:________________________________________________ 

Physician’s Phone # and Address:____________________________________________ 

Referred by:_____________________________________________________________ 

 

INSURANCE INFORMATION: 

 

Primary Insurance Company:______________________________________________ 

ID#:____________________________________________________________________ 

Plan:___________________________________________________________________ 

Group:__________________________________________________________________ 

Subscriber’s Name:________________________________________________________ 

Relationship to Patient:_____________________________________________________ 

Subscriber’s Employer:_____________________________________________________ 

 

Secondary  Insurance Company:___________________________________________ 

ID#:____________________________________________________________________ 

Plan:___________________________________________________________________ 

Group:__________________________________________________________________ 

Subscriber’s Name:________________________________________________________ 

Relationship to Patient:_____________________________________________________ 

Subscriber’s Employer:_____________________________________________________ 

Please Note: Your health information will be kept confidential.  Any information that we collect 

about you on this form will be kept confidential in our office.  Please note if a claim is submitted 

to an insurance company on your behalf, the health information on this form will be shared with 

your carrier. 

 

Signature_____________________________ Date:______________________________ 

 

 


