
 
PATIENT INTAKE FORM 

 
 
Patient Last Name: _____________________First Name:                                       MI: __          
 
SS#: _________________________________                                     
 
Street Address: ___________________________________________________________ 
 
City: _________________________ State: ________ Zip_____________ 
 
Home#: ___________________________ Date of Birth: ______________________ 
 
Gender: ___________ Cell#:________________________ 
 
Employer: ________________________ Marital Status: ____             Race: _______ 
 
Reason for visit: __________________________________________________________ 
 
DOT DRIVERS ONLY: 
 
Drivers License# ____________________ State: ________ Exp Date: _____________   
 
Emergency Contact and Number: ____________________________________________ 
 

 

FOR OHS STAFF ONLY 
 
Appointment Date: ______________ 
 
Appointment Time: ______________ 
 
Authorized by Name & Number 
 
_______________________________ 
 
Special Instructions:  ______________ 
 
________________________________ 
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