
	
	
	
	
Billing	Intake	Form	
	
________________________________						___________________________________	 			______________________	
Patient	First	Name		 	 										Patient	Last	Name	 	 	 					Patient	Date	of	Birth	
	
	
________________________________						___________________________________	 			______________________	
Gender	 				 	 	 							Referral	Source	 	 																					Referred	To	
	
	
	
_________________________________________________________________________________________________	
Street	Address	
	
_________________________________________________________________________________________________	
City,	State,	Zip	
	
_____________________________________________	 				______________________________________________	
Home	Phone	 	 	 	 	 				Mobile	Phone	
	
_________________________________________________________________________________________________	
email	
	
	
________________________________						___________________________________	 	_______________________	
Responsible	Party	First	Name																						Responsible	Party	Last	Name	 																				Relationship	to	Patient	
	
_________________________________________________________________________________________________	
Billing	Address	
	
_________________________________________________________________________________________________	
City,	State,	Zip	
	
_____________________________________________	 				______________________________________________	
Home	Phone	 	 	 	 	 				Mobile	Phone	
	
_________________________________________________________________________________________________	
email	
	
	
	
Please	indicate	any	restrictions	and/or	preferences	regarding	phone	calls,	phone	messages,	and	email:		
	
_________________________________________________________________________________________________	




