AITC

ADVANCED IMJURY TREATMENT CENTER

INTAKE FORM
Patient Information:
Name: Date of Birth: / /
Address: City: State: Zip:
Home Phone: ( ) Work: ( ) Cell: ()

E-mail Address:

Employer:

Occupation:

Would you like to receive newsletter? YES _~ NO___

Name of primary care physician:

How did you hear about us?

Primary care phone #:

Emergency Contact:

Name:

Phone:( )

Relationship to Patient:

Primary Insurance Policy Holder Information:

Relation to Patient: Self

Name:

Spouse Parent Other

Date of Birth: / /

Address:

Home Phone: ( )

Work: ( ) Cell: ( )

City: State: Zip:

****|f you have a secondary insurance, please let us know so we can get that information from you.****

Responsible Party for Co-pay/Co-insurance/Deductible Balance Due:

Name:
Address: City: State: Zip:
Home Phone: ( ) Work: ( ) Cell: ()

| CERTIFY THAT ALL OF THE ABOVE INFORMATION IS CORRECT.

Signature:

Date:




