
 

Outpatient Patient Intake Form 

PATIENT INFORMATION      

Name:  _________________________________________________________________________  Date: ______________________________________________ 

Address: _______________________________________________________________________________________________________________________________ 

City: ______________________________________________________ State: ________________________________ Zip: ________________________________ 

Date of Birth: ___________________________________________________ SSN: ________________________________________________________________ 

Daytime phone: _________________________________________________ Evening phone: ___________________________________________________ 

Cell phone: ____________________________________________________________________________________________________________________________ 

Email: __________________________________________________________________________________________________________________________________ 

Occupation: ___________________________________________________________________________________________________________________________ 

PRIMARY CARE PHYSICAN (PCP) 

PCP Name: ____________________________________________________________________________________________________________________________ 

Location / Hospital: __________________________________________________________________________________________________________________ 

Phone number: _______________________________________________________________________________________________________________________ 

EMERGENCY CONTACT 

Name: _________________________________________________________________________________________________________________________________ 

Relationship to Patient: _____________________________________________________________________________________________________________ 

Phone Number: ______________________________________________________________________________________________________________________ 

INSURANCE INFORMATION 

Insurance Company: __________________________________________________________________________________________________________________ 

Name of the Insured: _________________________________________________________________________________________________________________ 

Relationship to Patient: ______________________________________________________________________________________________________________ 

Patient ID number: ______________________________________________ Group ID number: _______________________________________________ 

Secondary Insurance Company: _____________________________________________________________________________________________________ 

Name of the Insured: _________________________________________________________________________________________________________________ 

Relationship to Patient: ______________________________________________________________________________________________________________ 

Patient ID number: ____________________________________________ Group ID number: _________________________________________________ 

 

Patient Signature: __________________________________________________________ Date: _______________________________________ 



 

 

 

 


