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NEW PATIENT INTAKE FORM
Client Information						
Name: 	___________________________________________________________________   Date of Birth: ____________________________
Address:   _____________________________________________________________________________________________________________	
City: ___________________________________________ State: _______________ 	Zip Code:   ___________________________________
Home Phone: ______________________________________ Cell Phone:  ____________________________________________________ 
Gender:       M	      F     Social Security #: ___________________________ Email Address: _______________________________
Employer: ____________________________________ Occupation:__________________________________________________________
Emergency Contact Name: _________________________________ Phone number:   _____________________________________
Legal Status:     Single    Married     Widowed     Divorced       Language: _________________________________________ 
Race/Ethnicity:     Hispanic/Latino	     White        Asian 	African America	Indian	
Medical Information for Coordination of Care
Please provide the below information of your Primary Care Physician and Psychiatrist
Primary Care Name: _____________________________________________ Phone Number:  ________________________________
Address:   _____________________________________________________________________________________________________________
Psychiatrist Name: _______________________________________________ Phone Number:  ________________________________
Current Medications: ________________________________________________________________________________________________
Insurance Policy Holder Information
Policy Holder Name: _______________________________________________________ Date of birth: _________________________
Social Security #:___________________Phone number: ______________________ Relationship to Client:_______________
Insurance Company Name: _________________________________________________________________________________________
Insurance Member ID: ______________________________________________________________________________________________
Insurance Company Address: ______________________________________________________________________________________
Secondary Insurance Policy Name: ________________________________________________________________________________
Secondary Insurance Member ID: _________________________________________________________________________________

By signing below you authorize Ferreras Counseling and Wellness Center to share information with the providers listed on this form for coordination of care.  I acknowledge that FCWC has made available to me the Patient Rights & Responsibilities document online at www.ferrerascounselingwellness.com and in handout form at each of the FCWC offices.

Sign: _________________________________________________________ Date: _________________________________________________
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