Internal Medicine Clinic

New Patient Intake Form

Full Legal Name:

Date of Birth:

Address:

Phone:

Email:

Insurance Information

Primary Insurance:

Member ID:

Authorize release to insurance: |:|

HIPAA Acknowledgment

|:| | acknowledge receipt of Notice of Privacy Practices

Consent to Treat

I:I | consent to medical evaluation and treatment.

Signatures

Patient Signature:

Date:
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