
Patient Intake Form
Patient Full Name * Date of Birth * Sex

Phone * Email

Address *

Insurance

Insurance Provider Policy / Member Number

Medical History

Current Medications

Known Allergies

Past or Current Medical Conditions

Reason for Today's Visit

Emergency Contact

Name Phone

I certify the information above is accurate to the best of my knowledge.

Signature (type full name) Date

This intake form is a general template and does not by itself satisfy HIPAA or other health-privacy regulatory requirements — pair it with your practice's
own privacy-practices notice and consent forms, and confirm required fields for your specialty and jurisdiction.


	patient_name: 
	date_of_birth: 
	sex: 
	phone: 
	email: 
	address: 
	insurance_provider: 
	policy_number: 
	current_medications: 
	allergies: 
	past_conditions: 
	reason_for_visit: 
	emergency_contact_name: 
	emergency_contact_phone: 
	patient_signature: 
	date: 


