
 

 

INTAKE INFORMATION 
 

Client Information 

 
First Name    Middle Initial   Last Name 

 

Mailing Address 

 

City     State    Zip Code 

(               ) 

Cell Telephone Number    Ok to Leave Message? (Yes or No) 

(               ) 

Home Telephone Number    Ok to Leave Message? (Yes or No) 

(               ) 

Work Telephone Number    Ok to Leave Message? (Yes or No) 

 

Email Address: ____________________________________________ 

 
Would you accept our free monthly newsletter?  YES / NO 

 

 / / 

Social Security Number  Date of Birth   Age 

 

Are You a Minor?   YES / NO Gender: Male / Female (please circle)  

 

       (               )  

Employer      Phone Number 

         

Employer Mailing Address   City  State  Zip   

 

Marital Status (Check one) 

 □ Married     □ Divorced 

 □ Single     □ Widowed 

 □ Separated     □ Other: ________________ 

 

Spouse’s Name (if applicable): ___________________________________ 

 
       (               ) 

Emergency Contact Name    Phone Number 

 

Responsible Party Information 
 



 

FSC requires a responsible party in addition to the client, unless the insured party is 

the client. 

 

Payment (Check One) 

 □ Insured 

 □ Self-Pay 

 

Full Name        Relationship 

 

Mailing Address 

 

City     State    Zip Code 

(               )      (               ) 

Home Telephone Number    Work Telephone Number 

 

Social Security Number    Date of Birth 

 

If you do not have insurance please skip to “Assignment and Release” 

 

Insurance Information 

 

Primary:                                          Secondary: 

__________________________    __________________________ 

Insurance Company Name     Insurance Company Name 

 

__________________________    __________________________ 
Mailing Address      Mailing Address 

__________________________    __________________________ 
Telephone Number      Telephone Number 

__________________________    __________________________ 
ID/Policy Number      ID/Policy Number 

__________________________    __________________________ 
Group Number      Group Number 

 

 
 

 

Who shall we thank for the referral? _______________________________ 
 

How did you find us?   Phone Book         Internet   

 

      

Friends/Family     Other   

 

  

  



 

Assignment and Release 

 
I assign my insurance benefits to be paid directly to the provider. I am financially 

responsible for non-covered services. I also authorize the provider to release any 

information required to process this claim. 

 

We send claims to your insurance company as a courtesy. You are responsible for any 

unpaid balance within 30 days of receiving our bill. 

 

X___________________________________X________________ 
    Patient Signature        Date 

    (Required for all patients OVER 13 years)    

 

X___________________________________X________________ 
    Responsible Party, Guardian, Parent Signature   Date  

 

Financial Responsibility 

 

I understand the appointment time has been held especially for me. I also understand that 

missed appointments and cancelled appointments less than 48 hours in advance will be 

billed at 100% of the rate of each provider. Reminder calls will be made as a courtesy.  

________ (Initials) 

 

Credit Card On File 

 

For your convenience, co payments and unpaid balances can be charged to your credit 

card on file. Receipt of payment will be mailed directly to you. I allow FSC to use my 

credit card for this purpose ________ (Initials) 

 

Credit Card Number   Expiration Date   CCV 

 

Issued Under Name (the way it appears on the card)  Zip Code attached to card 

 

Address attached to card (If different from residence) 

 



 

 



 

 



 

 


