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                          New Patient Intake Form          Date  
 

 
Patient Name ____________________________  Social Security # _________________  
Drivers Lic. _____ 
 
Home Address ___________________________  City ________________________   State 
____  Zip_____ 
 
Birth Date ____________  Age _______  Sex _____  Marital status________________  
BloodType________ 
 
Occupation ___________________________   Employed by ____ 
 
Business address ____________________________  City ____________________  State 
____   Zip_____ 
 
H o m e  p h o n e _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _   B u s i n e s s  p h o n e 
__________________________  Ext._____ 
 
F a x _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _        E - M a i l  A d -
dress____________________________________________ 
 
Name of spouse ________________________   Employed by ____ 
 
Bus. Address ______________________________  City _____________________   State 
_____  Zip _____ 
 
N e a r e s t  r e l a t i v e  n o t  l i v i n g  w i t h  y o u 
___________________________________________________________   
 
R e l a t i o n -
ship________________________________________________________________________
_____ 
 
Relative’s Address__________________________________  City _______________  State 
_____  Zip ____ 
 
Who referred you to our office? __________________________  Person responsible for ac-
count _________  
 
Is your condition due to an accident or to an illness?________________________   Date of 
onset _________ 
 
If you had an accident, where and how did it occur?__________________________________ 
 
Please understand that insurance is a method of reimbursing the patient for fees paid to the doctor and is 
not a substitute for payment.  Some companies pay fixed allowances for certain procedures and others 
pay a percentage of the charge.  It is your responsibility to pay for services when received.  You will be 
given a receipt that you may submit directly to your insurance company.  Your insurance company will 

Health and Lifestyle Overview 
 

Please tell me what is bothering you.  If this involves a specific health condition or illness, please tell 
me about it in as much detail as possible.  List the very first time that you noticed the condition and 
describe carefully any factors that you think may have played a role in its onset and progression. 
(Please attach a sheet if more space is required). 

 

 

 

 

 

 

Is your health currently getting better, worse, or staying the same.  How do you know? 

 

 

What have you tried to do to improve your state of health (e.g. other doctors, treatments, etc)? 

 

 

 

Please list the 5 most significant stressful events in your life, from the most recent to the most dis-
tant.  Are any of these situations continuing to impact your life?  If so, please indicate these clearly. 

             a. 

             b. 

             c. 

             d. 

             e. 

Please list any other health concerns/conditions, even if you think they may not be important. 

 
 


