
Patient Intake Insurance Information 

PLEASE COPY THE FRONT AND BACK OF THE INSURANCE CARD 

Patient Information Insured Information 

Patient Name: Insured Name: 

Patient Date of Birth: Insured Date of Birth: 

Patient Address: Insured Address: 

Patient Phone Number: Insured Phone Number: 

Male       Female Male    Female 

Patient Marital Status: Single       Married     Insured Marital Status: Single      Married    

Employed     F/T Student    P/T Student Employed      F/T Student     P/T Student 

Relationship to Patient: _______________________ 

Primary Insurance: ___________________________________ 

ID#: __________________________________ 

Group#: _______________________________ 

Secondary Insurance Info: _______________________________________ 

ID#: ___________________________________ 

Group#: ________________________________ 
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