[image: \\FCHC-MED1\Vol1\FCHC MedGroup Admin Confidential\Chad - Reports from Connie\Logos\FCHC Medical Group\FCHC Medical Group GS.png]		New Patient Intake Form

Today’s Date _____________________
Last Name________________________ First Name________________________ MI________
Date of Birth______________________
[bookmark: _GoBack]Parent’s Name (if under the age of 18) ____________________________________________
Address______________________________________________________________________
Phone _______________________________________________________________________ 
Insurance ____________________________________________________________________
Who referred you? _____________________________________________________________
Have you ever been a patient at our facility?       Yes        No 
Previous Primary Care Provider ___________________________________________________
Specialists you see/have seen ____________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
Medications (if applicable): _____________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________


 

For Office Use Only
Employee Name & Date __________________________________________________________	
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