
Patient Intake Form (Placeholder)
For demonstration purposes only. Not a medical document.

Cohen Clinic (Sample)
123 Main Street, City, ST 00000
(000) 000-0000  |  example.com

Patient Information
Full Legal Name Date of Birth (MM/DD/YYYY)

Phone Number Email Address

Home Address

City State ZIP Code

Insurance (Optional)
Insurance Provider Member ID

Group Number Policyholder Name

Visit Details
Primary Reason for Visit

Relevant Medical History Current Medications

Allergies Emergency Contact (Name & Phone)

Acknowledgements & Signature

I confirm the information above is accurate to the best of my knowledge.

I acknowledge receipt of the clinic's privacy practices and consent to necessary care.

I authorize billing of insurance when applicable (if provided).

Patient Signature Date
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