
 

Patient Intake Form 

Patient Full Name:__________________________________  Preferred Name: ____________________  

DOB:_______________________________ Sex: M / F  _______________________________________  

Address: City State Zip _________________________________________________________________  

Home #:_____________________ Work #_____________: Cell #: ______________________________  

Email Address:______________________________ Can we contact you via email  _________________  

If you have a cell number is ok to text you for information related to our clinic?  
 ___________________________________________________________________________________  

Employment status? __________________________________________________________________  

Marital Status _______________________________________________________________________  

Current/Past Occupation _______________________________________________________________  

What motivated you to come in today? ___________________________________________________  

How did you hear about us? ____________________________________________________________  

Physician information:  

Primary Care Physician _____________________________ Contact info  ________________________  

Referring Physician (if different from primary): _______________Contact info ____________________  

Emergency Contact: 

Name:______________________________________Relationship:___________Ph: ________________  

Authorize to release information?? Yes or No  ______________________________________________  

I authorize: 

• the release of information back to my physician or other referral source.  
• payment of medical benefits to Philip Audiology for services rendered to my dependent or me.  
• I have been offered a copy of Philip Audiology & Hearing Aid Service 's Health Insurance Portability 

& Accountability Act (HIPAA) Privacy Notice.  
 
 

Signature (Patient or Responsible Party) ______________________ Date  _______________________  
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