
‭New Patient Intake Form‬

‭Last Name‬‭:  ______________________________‬ ‭First Name‬‭:  ______________________________‬

‭Date of Birth‬‭: ______________________________‬ ‭Sex‬‭: 🔲  Male 🔲  Female‬

‭Home Phone‬‭: ______________________________‬ ‭Mobile Phone‬‭:  ____________________________‬

‭Email‬‭:  __________________________________________________________________________________‬

‭Address‬‭:  __________________________________________________‬‭Zip Code‬‭: ____________________‬

‭Marital Status:‬‭🔲 Married 🔲 Single 🔲 Divorced 🔲 Widowed 🔲 Partner‬

‭Primary Language:‬‭________________________‬ ‭Race‬‭: ___________________________________‬

‭Hispanic or Latino descent:‬‭🔲 Yes 🔲 No‬

‭Pharmacy Name and Location‬‭: _____________________________________________________________‬

‭Allergies:‬‭_______________________________________________________________________________‬

‭Primary Insurance Company:‬

‭Policy#‬ ‭Group#‬

‭Secondary Insurance Company:‬

‭Policy#‬ ‭Group#‬

‭Emergency Contact:‬ ‭_____________________________________________________________________‬

‭Relationship:‬‭____________________________________________‬‭Phone:‬

‭Previous Primary Care Physician:‬ ‭___________________________‬

‭Please list any medical illnesses or problems:‬‭________________________________________________‬

‭________________________________________________________________________________________‬

‭________________________________________________________________________________________‬

‭Fax: 512-968-6105‬ ‭email: info@lotuspcp.com‬ ‭Text: 512-968-6105‬
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