
INITIAL PATIENT INTAKE QUESTIONNAIRE 

 

 

DATE: _______________________ 

 

PATIENT INFORMATION: 

 

NAME: _____________________________ HOME PHONE #: ______________________ 

       

      CELL PHONE #: _______________________ 

 

SEX:  M F     DATE OF BIRTH: ______________________ SS#: _________________ 

 

ADDRESS: _______________________________________________________________ 

 

________________________________________________________________________ 

 

EMAIL: ______________________________     MARITAL STATUS: __________________ 

 

OCCUPATION: ________________________ EMPLOYER: __________________________      

 

PHONE # :__________________________ EMPLOYER ADDRESS: ____________________ 

 

________________________________________________________________________ 

 

REFERRED BY: ________________________    REASON FOR REFERRAL: ______________ 

 

________________________________________________________________________ 

 

EMERGENCY CONTACT INFORMATION:  

 

NAME: ______________________________    RELATIONSHIP: _____________________ 

 

ADDRESS: _______________________________________________________________ 

 

________________________________________ PHONE NUMBER: _________________ 

 

INSURANCE INFORMATION: 

 

WHO IS RESPONSIBLE FOR THIS ACCOUNT?: _________________ ____________________  

 

RELATIONSHIP TO PATIENT: _________________ SUBSCRIBER NAME: ________________ 

 

INSURANCE COMPANY: ____________________ GROUP #: ________________________ 

 

ID #: __________________________________ 


