
Initial Intake Form       

Patient’s Name: _____________________________Gender:  M   F 

Patient’s DOB: ____________    Patient’s Phone#: ______________ 
Patient’s Email: __________________________ 

Emergency Contact:________________ Phone:_______________ 

Patient’s Address: 
___________________________________________________ 

Insurance Company: ___________________________________ 

   ID#: _________________ Group#:___________ 

  Primary Insured’s Info (if not the patient): 

  Name: ___________________ Date of Birth: ________ 

   Relationship to patient: _______ 

Secondary Insurance Company (if applicable):___________________ 

   ID#:_________________ Group#:___________ 

Doctor Name (clinic they work out of):________________________ 

Reason for visit (body part): __________ Right or Left side (circle one) 

Date of Surgery (if applicable): _________________ Date of Injury 
(worker’s comp): ________________ 

Worker’s comp Insurance Info: (if applicable) 

Company: __________________ Claim#: _______________ 

Adjuster (name & phone#): ___________________________ 

 Employer: __________________ Phone: ________________ 

 Employer address: __________________________________ 

 

__________________________  _____________ 

Patient Signature      Date 


