
   NEW PATIENT INTAKE 

PATIENT INFORMATION 

NAME (Last, First Middle) SSN: Date of Birth: AGE:    SEX:     MALE    FEMALE 

____-____-______  ____/ ____/ ______ MARITAL STATUS:     S    M      D    W 

ADDRESS (City, State, Zip): 

PHONE:  (         )        -  EMAIL:       

EMERGENCY CONTACT INFO:        NAME:        PHONE:   (        )        -    

  DIAGNOSIS / INJURY:        DATE OF INJURY/ACCIDENT:  _____/ _____/ _______     

EMPLOYER INFORMATION 

COMPANY NAME: OCCUPATION:  

ADDRESS (City, State, Zip): 

PHONE:  (        )         - FAX:  (         )       - 

PHYSICIAN INFORMATION 

PHYSICIAN: ADDRESS: 

PHONE:  (        )         - FAX:   (         )       - 

CITY, STATE, ZIP 

RESPONSIBLE PARTY INFORMATION (If Different Than Above) 

NAME (Last, First Middle) SSN: Date of Birth: AGE:    SEX:      MALE     FEMALE 

____-____-______ ____/ ____/ ____ MARITAL STATUS:     S      M      D     W 

ADDRESS (City, State, Zip): 

PHONE:   (         )                -         EMAIL:       

RELATIONSHIP TO PATIENT:  (circle)             SPOUSE         PARENT        LEGAL GUARDIAN        OTHER: 

PRIMARY INSURANCE 

NAME OF INSURANCE COMPANY: 
GROUP/CLAIM#: 

NAME OF INSURED:        ID:       DOB: ____/ ____/ _____ 

RELATIONSHIP TO PATIENT:  (circle)         SPOUSE       PARENT        LEGAL GUARDIAN        OTHER: 

ATTORNEY INFORMATION 

ATTORNEY INVOLVED? (circle)       YES      NO NAME: 

ADDRESS (City, State, Zip): 

PHONE:   (         )      -         FAX:  (         )       - 

The above information is correct to the best of my knowledge. 

Signature (Responsible Party if Minor): ______________________________________________________  Date: _____/ ______/ _________ 

10750 Rhode Island Ave. Beltsville, MD 20705 
301.937.1632 | acetherapeutix.com




