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For independent and group practices







New Patient Intake Form
For independent and group practices





Please complete this form before your first appointment. Your answers help your care team prepare. Your information will be treated as protected health information (PHI) and handled in accordance with applicable privacy and security laws, including HIPAA, by this practice.

	PATIENT IDENTIFIERS

	PATIENT LEGAL NAME
	[Last, First, Middle]

	DATE OF BIRTH
	[MM / DD / YYYY]

	PREFERRED NAME
	 

	PRONOUNS
	 

	TODAY'S DATE
	[MM / DD / YYYY]

	APPOINTMENT TYPE
	[new / follow-up / telehealth]



	CONTACT AND DEMOGRAPHICS

	HOME ADDRESS
	[Street, City, State, ZIP]

	CELL PHONE
	 

	HOME PHONE
	 

	EMAIL
	 

	BEST CONTACT METHOD
	[call / text / email]

	PREFERRED LANGUAGE
	 

	PREFERRED PHARMACY
	[Name, address, phone]

	EMERGENCY CONTACT NAME
	 

	RELATIONSHIP
	 

	EMERGENCY CONTACT PHONE
	 

	ACCESS OR INTERPRETER NEEDS
	 



	INSURANCE AND BILLING

	PRIMARY INSURANCE PLAN
	 

	MEMBER ID
	 

	GROUP NUMBER
	 

	PLAN PHONE NUMBER
	 

	POLICY EFFECTIVE DATE
	[MM / DD / YYYY]

	SUBSCRIBER NAME
	 

	SUBSCRIBER DATE OF BIRTH
	[MM / DD / YYYY]

	RELATIONSHIP TO PATIENT
	 

	SECONDARY INSURANCE (IF ANY)
	[Plan name, member ID]

	RESPONSIBLE PARTY (IF NOT SELF)
	[Name, phone]



	REASON FOR VISIT AND CURRENT SYMPTOMS

	MAIN CONCERN (OWN WORDS)
	 

	WHEN DID IT START
	 

	HOW LONG DOES IT LAST
	 

	SEVERITY (1–10)
	 

	WHAT HAS BEEN TRIED
	 

	WHAT MAKES IT BETTER OR WORSE
	 





	MEDICAL, SURGICAL, FAMILY, AND SOCIAL HISTORY


ACTIVE AND PAST MEDICAL CONDITIONS
	CONDITION
	YEAR OF DIAGNOSIS
	STATUS (ACTIVE / RESOLVED)

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 


PAST SURGERIES AND PROCEDURES
	PROCEDURE
	YEAR
	FACILITY

	 
	 
	 

	 
	 
	 

	 
	 
	 



	FAMILY AND SOCIAL HISTORY

	FAMILY HISTORY
	[Chronic or hereditary conditions, and who]

	TOBACCO USE
	[Never / former / current; packs per day; years]

	ALCOHOL USE
	[Drinks per week]

	OTHER SUBSTANCE USE
	 

	OCCUPATION
	 

	EXERCISE PER WEEK
	[Minutes]



	MEDICATIONS AND ALLERGIES


CURRENT MEDICATIONS — PRESCRIPTION
	MEDICATION NAME
	DOSE
	FREQUENCY
	PRESCRIBER

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 


DRUG ALLERGIES
	DRUG
	REACTION
	SEVERITY

	 
	 
	 

	 
	 
	 

	 
	 
	 



	OTHER ALLERGIES AND OTC USE

	OVER-THE-COUNTER DRUGS AND SUPPLEMENTS
	 

	NON-DRUG ALLERGIES
	[Food, latex, environmental — with reactions]




	CONSENTS AND SIGN-OFFS

	Consent to treat
I authorize the practice named above and its clinicians to provide examination, testing, and treatment appropriate to my condition.
☐  I consent to care and treatment.



	HIPAA — Notice of Privacy Practices
I acknowledge that I have received or been offered a copy of the Notice of Privacy Practices describing how my protected health information may be used and disclosed. I understand I may decline to sign this acknowledgment and still receive treatment, and that the practice will document its good-faith effort to provide the Notice.
☐  I acknowledge receipt of the Notice of Privacy Practices.



	Financial policy
I understand that I am financially responsible for any balance after insurance and that services may be billed directly to me if coverage is denied or lapses.
☐  I acknowledge the financial policy.



	SPECIALTY CONSENTS — CHECK ONLY THOSE THAT APPLY


☐  Telehealth visit consent — I consent to receive care via telehealth, such as secure video or phone, as permitted by applicable state law and the practice's telehealth policy.
☐  Chaperone — I would like a chaperone present for sensitive exams.
☐  Authorization to leave messages — I authorize the practice to leave voicemail or secure messages about scheduling, billing, or test-result availability at the phone numbers above. I understand that detailed clinical information will be shared through secure channels whenever possible.

	PATIENT SIGNATURE

	PATIENT OR LEGAL REPRESENTATIVE SIGNATURE
	DATE



	IF SIGNED BY REPRESENTATIVE — PRINTED NAME
	RELATIONSHIP TO PATIENT



	STAFF WITNESS

	STAFF SIGNATURE
	DATE



	FRONT-DESK VERIFICATION — OFFICE USE ONLY

	ID VERIFIED (PHOTO ID TYPE)
	 

	INSURANCE CARD ON FILE
	[Yes / No]

	COPAY COLLECTED ($)
	 

	FRONT-DESK INITIALS
	 

	DATE VERIFIED
	[MM / DD / YYYY]



Provided by Commure Scribe  |  getscribe.commure.com
For clinical and administrative use. This template does not constitute legal or medical advice. The clinician and practice are responsible for the accuracy and completeness of all documentation they sign.
© 2026 Commure, Inc. All rights reserved.
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