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INTAKE FORM

Patient Information:

	Patient Name:
	
	Sex:
	

	Social Security Number:
	
	
	

	Address:
	
	City:
	
	State:
	
	ZIP:
	

	Email Address:
	

	Daytime Phone:
	
	Evening Phone:
	
	Mobile Phone:
	

	Date of Birth:
	
	Current Age:
	
	
	

	Employer: 
	
	Occupation:
	

	Address:
	
	City:
	
	State:
	
	ZIP:
	


Email: ________________________________________
Guarantor Information (if different from client):

	Patient Name:
	
	Sex:
	

	Social Security Number:
	
	

	Address:
	
	City:
	
	State:
	
	ZIP:
	

	Email Address:
	

	Daytime Phone:
	
	Evening Phone:
	
	Mobile Phone:
	

	Date of Birth:
	
	Current Age:
	
	
	

	Employer: 
	
	Occupation:
	

	Address:
	
	City:
	
	State:
	
	ZIP:
	


Insurance Policy Information

	Primary Insurance Company Name:
	
	Phone:
	

	Policy Holder Name:
	
	Date of Birth:
	
	

	Policy ID Number:
	
	Group Number/Name:
	
	

	Patient’s Relationship to Policy Holder: 
	
	Self
	
	Spouse/Domestic Partner
	
	Child

	Co-Pay Amount: 
	
	Pre-certification Required?
	
	

	

	Secondary Insurance Company Name:
	
	Phone:
	

	Policy Holder Name:
	
	Date of Birth:
	
	

	Policy ID Number:
	
	Group Number/Name:
	
	

	Patient’s Relationship to Policy Holder: 
	
	Self
	
	Spouse/Domestic Partner
	
	Child

	Co-Pay Amount: 
	
	Pre-certification Required?
	
	



CENTRAL OHIO PRACTICE MANAGEMENT 

	IN NETWORK: 
	
	
	OUT OF NETWORK: 
	
	

	Authorization Number: 
	
	
	Approved to See      ? 
	
	

	Number of Visits Approved: 
	
	
	Number of Visits Approved: 
	
	

	Co-Pay:
	
	
	Patient % Due at Visit: 
	
	

	Deductible Met: 
	
	
	Notes:
	

	Notes:
	
	


Date Sent to COPM: xx/xx/xx





First Appointment Set: xx/xx/xx








