
 

 

PATIENT INFORMATION - INTAKE FORM 
 
  

Patient!s Name    _______Age  Date of Birth   ______ 
 
Address            _______ 
 
Patient!s SSN (required)    __________________________________________________ 
 
Cell Phone  _________________Home Phone___________________________________________ 
 
Email address_________________________________________________________________________________ 
 
Employer    _______Occupation   ____________________________ 
 
Emergency Contact (name & phone)     ____________________________________ 
 
Family Physician    _______   
 ____________________________ 
 
Where did you hear about me?__________________________________________________________________ 

 
 

INSURANCE INFORMATION  
 

Insurance Name      Policy No.    ______________ 
 
Group No.            _______ 
 
Insurance Co. Address          _______ 
 
Insurance Co. Phone           _______ 
 
Insured!s Name           _______ 
 
Insured!s Date of Birth                Insured!s SSN (required)     _______ 
 
Insured!s address        _____________________ 
 
Insured's phone    Relationship to patient  ____________________________ 
 
 

BRIEF MEDICAL HISTORY 
 
Current medications____________________________________________________________________________ 
 
Surgical history________________________________________________________________________________ 
 
Have you ever been hospitalized for mental health concerns?  YES  NO 



 

 

 
Briefly describe why you're here_________________________________________________________________ 
 
 
 
 
 
 

 
 
 


