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New Patient Intake Form
For independent and small group outpatient practices






	[Practice Name]



	1. Patient Information

	LEGAL LAST NAME
	 

	LEGAL FIRST NAME
	 

	MIDDLE INITIAL
	 

	PREFERRED NAME
	 

	DATE OF BIRTH
	MM/DD/YYYY

	SEX ASSIGNED AT BIRTH
	 

	
	□  Male    □  Female    □  Intersex    □  Prefer not to say

	GENDER IDENTITY (OPTIONAL)
	 

	
	□  Man    □  Woman    □  Non-binary    □  Transgender man    □  Transgender woman    □  Other / self-describe    □  Prefer not to say

	STREET ADDRESS
	 

	CITY
	 

	STATE
	 

	ZIP CODE
	 

	PRIMARY PHONE
	 

	SECONDARY PHONE
	 

	EMAIL ADDRESS
	 

	PREFERRED CONTACT METHOD
	 

	
	□  Phone call    □  Text message    □  Email    □  Patient portal

	LANGUAGE PREFERENCE FOR MEDICAL CARE
	 

	INTERPRETER NEEDED?
	□  No          □  Yes (language: ___________________)



	2. Emergency Contact

	FULL NAME
	 

	RELATIONSHIP TO PATIENT
	 

	PHONE
	 



	3. Insurance & Payment

	Attach a copy of your insurance card (front and back) or complete the fields below.

	Primary Insurance

	INSURANCE COMPANY NAME
	 

	MEMBER ID NUMBER
	 

	GROUP NUMBER
	 

	PLAN NAME (IF KNOWN)
	 

	EFFECTIVE DATE
	MM/DD/YYYY

	POLICYHOLDER FULL NAME
	 

	POLICYHOLDER DATE OF BIRTH
	MM/DD/YYYY

	RELATIONSHIP TO PATIENT
	 

	Secondary Insurance (if applicable)

	INSURANCE COMPANY NAME
	 

	MEMBER ID NUMBER
	 

	GROUP NUMBER
	 

	POLICYHOLDER FULL NAME
	 

	RELATIONSHIP TO PATIENT
	 

	Payment Preference

	
	□  Credit / Debit Card    □  Check    □  Cash    □  Payment plan (ask front desk)



	4. Medical History

	Current Medications

	List all prescription medications, over-the-counter drugs, vitamins, and supplements.

	MEDICATION NAME
	DOSE
	FREQUENCY
	WHEN STARTED
	PRESCRIBING PROVIDER

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 



	Allergies & Adverse Reactions

	
	□  No known drug allergies (NKDA)

	MEDICATION / SUBSTANCE
	REACTION / SYMPTOMS
	SEVERITY

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 



	Active Medical Conditions / Diagnoses

	CONDITION / DIAGNOSIS
	YEAR DIAGNOSED
	STATUS

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 



	Past Surgeries / Hospitalizations

	PROCEDURE / REASON FOR HOSPITALIZATION
	YEAR
	HOSPITAL / FACILITY

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 



	Family History

	Check any conditions present in an immediate family member (parent, sibling, child). Note relationship where relevant.

	
	□  Heart disease    □  High blood pressure    □  Stroke    □  Diabetes (Type 1)    □  Diabetes (Type 2)

	
	□  Cancer (specify below)    □  Mental health condition    □  Autoimmune disorder    □  Kidney disease    □  Thyroid disease

	OTHER / NOTES ON FAMILY HISTORY
	 
 



	Social History

	TOBACCO / NICOTINE USE
	 

	
	□  Never    □  Former (quit year: _____ )    □  Current (type: _______________ / amount: _______________)

	ALCOHOL USE
	 

	
	□  None    □  Occasional (< 1 drink/week)    □  Moderate (1–7 drinks/week)    □  Heavy (> 7 drinks/week)

	RECREATIONAL DRUG USE
	 

	
	□  None    □  Occasional    □  Regular    □  Former

	OCCUPATION / EMPLOYER (OPTIONAL)
	 

	RELATIONSHIP STATUS (OPTIONAL)
	 



	5. Reason for Visit

	Describe the main reason you are scheduling this appointment. Include how long you have had symptoms or concerns.

	CHIEF COMPLAINT / REASON FOR VISIT
	 
 
 

	HOW LONG HAVE YOU HAD THIS CONCERN?
	□  < 1 week    □  1–4 weeks    □  1–3 months    □  3–12 months    □  > 1 year    □  Ongoing / chronic

	SEEN ANOTHER PROVIDER FOR THIS CONCERN?
	□  No    □  Yes (provider / specialty: ___________________________)

	SPECIFIC QUESTIONS FOR THIS VISIT
	 
 
 



	6. Consents & Acknowledgments

	Please read each section and sign where indicated. Questions about any of the following may be directed to our front desk.

	Notice of Privacy Practices (HIPAA)
	I acknowledge that I have been offered a copy of this practice's Notice of Privacy Practices, which describes how my health information may be used and disclosed. I understand I may request a copy at any time.
Signature ______________________________________    Date ____________

	Consent to Treat
	I consent to the medical and clinical services provided by this practice and its affiliated providers. I understand that this consent does not waive any rights I may have to participate in treatment decisions.
Signature ______________________________________    Date ____________

	Financial Responsibility
	I authorize my insurance benefits to be assigned and paid directly to this practice. I understand I am responsible for any charges not covered by my insurance, including copays, deductibles, and non-covered services, and that payment is due at the time of service unless other arrangements have been made.
Signature ______________________________________    Date ____________

	Release of Medical Information
	I authorize this practice to release medical information necessary for the processing of insurance claims and coordination of care with other treating providers. This authorization remains in effect until revoked in writing.
Signature ______________________________________    Date ____________

	Communication Consent
	I consent to receiving appointment reminders, health information, and practice communications via the contact method I indicated above. I understand I may update my communication preferences at any time.
Signature ______________________________________    Date ____________



	Patient Certification

	I certify that the information provided on this form is accurate and complete to the best of my knowledge. I agree to notify this practice of any changes to my medical information, insurance, or contact details.
Signature of Patient or Legal Guardian _______________________________    Printed Name ________________________    Date ____________
Relationship to Patient (if signed by guardian) ________________________    Guardian Date of Birth ________________



	For Staff Use Only

	DATE RECEIVED
	 

	RECEIVED BY
	 

	CHART / MRN
	 

	INSURANCE VERIFIED BY
	 

	VERIFICATION DATE
	MM/DD/YYYY

	ELIGIBILITY STATUS
	 

	NOTES
	 
 





Provided by Commure Scribe  |  getscribe.commure.com
For clinical and administrative use. This template does not constitute legal or medical advice.
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