[bookmark: _GoBack]Dynamic Speech
PATIENT INTAKE FORm
	

	Today’s date:                                           
	Appointment Date:

	PATIENT INFORMATION

	Patient’s last name:
	First:
	Middle:
	
	
	Social Security Number

	
	
	
	

	Phone Number
	Primary Care Doctor
	Referral Source Name
	Birth date:
	Age:
	Sex:

	
	
	
	
	       /          /
	
	 M
	 F

	Street address:
	Diagnosis
	Home phone  no.:

	
	
	(          )

	P.O. box:
	City:
	State:
	ZIP Code:

	
	
	
	

	
	Guardian/Parent
	Employer phone no.:

	
	
	(          )

	[bookmark: Check3]Referred to clinic by (please check one box):
	 Dr.
	
	 Insurance Plan
	 Hospital

	
	
	
	
	
	

	
	

	

	INSURANCE INFORMATION

	

	Insurance Co:
	Group #
	ID #
	Insurance Co. Phone no.:

	
	
	
	(          )

	
	
	
	
	

	Insurance Address:
	City
	State and Zip Code
	Employer phone no.:

	
	
	
	(          )

	Authorization Required:
	 Yes        
	      No                                    
	    Copay/Deductible:

	Doctor’s Office Contacted:
	 Yes
	 No
	    PCP Contacted:                    
	 Yes
	 No

	Authorization #
	From Date:
	
	To Date:
	Visits Allowed:
	

	Subscriber’s name:
	Subscriber’s S.S. 
	Birth date:
	Group no.:
	Policy no.:
	Co-payment:

	
	
	       /       /
	
	
	$

	Patient’s relationship to subscriber:
	 Self
	 Spouse
	 Child
	 Other
	

	Name of secondary insurance (if applicable):
	Subscriber’s name:
	Group no.:
	Policy no.:

	
	
	
	

	Patient’s relationship to subscriber:
	 Self
	 Spouse
	 Child
	 Other
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