NEW PATIENT INTAKE FORM
DATE: ________
PATIENT NAME: ________________________________

ADDRESS: _____________________________________

CITY & STATE: __________________________________

DATE OF BIRTH: _______ MALE: _______ FEMALE: ___________
MARITAL STATUS:______ HOME#______CELL/WORK: _________
REFERRED BY: __________________________________

PRIMARY INSURANCE: ____________________________

CLINICAL INFORMATION

PRESENTING PROBLEM: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PRIOR TREATMENT: ______________________________________________

(INCLUDING DRUGS & ALCOHOL)

PREVIOUS HOSPITALIZATIONS: ____________________________________

CURRENT MEDICATIONS: _________________________________________

SIGNIFICANT MEDICAL PROBLEMS: ________________________________________________________________________________________________________________________________

APPOINTMENT:

DATE/TIME:______________________________________________________________________________________________________________________________________________________________________________________
