
 Healing In Motion, pllc 
Intake Form 

 
          Date: _____________________ 
Personal Information please print clearly 
 
Name: ________________________________________________________________________________ 
   Last     first    middle initial 

Home Address: _________________________________________________________________________ 
    Street     city  state  zip 

Home Phone: (____) ________________  (circle one) Work / Cell Phone:  (____) ______________________ 

Email: ________________________________________________________________________________ 

Social Security #: ______________________ Date of Birth: ______________ Age: _____   Sex: ________ 

Marital Status:    S   M   W   D Spouse’s name: ___________________________________________ 

Emergency contact: ______________________________________________________________________ 

Address: _______________________________________________________________________________ 
    Street     city  state  zip 

Phone: _______________________________ Relationship: _________________________________ 
 
Employment Information 
 
Occupation: __________________________________   Employer: ________________________________ 

Employer Address: _______________________________________________________________________ 
    Street     city  state  zip 

Employer Phone: _____________________________ Ext. /Dept. _____________________________ 
 
Employment Status:  Full time Part time Self Employed  Disability       Retired: ________ 
                 Date 

 
Medical Information 
Reason for being seen: ____________________________________________________________________ 

Date of injury or onset: ___________________________ Related to work: ____yes ____no 
        Auto accident:  ____yes ____no 
        Other:   ____yes ____no 
Please explain how injury occurred: _________________________________________________________ 
_______________________________________________________________________________________ 
 
Have you had this injury, condition or pain before?  When? 

_______________________________________ 

 What treatment have you received before now?   When and where? __________________________ 

 _________________________________________________________________________________ 

Who referred you to our clinic? _____________________________________________________________ 
 
Are you pregnant?     No  Yes: ___________________________ 
      Due date 



 
 
Referring Provider 
 
Referring Physician (MD, DO, DDS): ________________________________________________________ 

Physician mailing address: ________________________________________________________________ 

Physician phone:  ________________________________ Fax: _________________________ 
 
Primary Care Provider: ___________________________________ Phone: _____________________________ 
 
Date last seen by referring provider: _______________________ 
 
 
Insurance Information (Primary) 
 
Insurance Carrier (primary): 
________________________________________________________________ 
 
Contact phone number: _________________________________________ 
 
Policy number:  _______________________________________________ 
 
Group number: ___________________________ Claim number: ________________________ 
 
Effective date: ____________________________  Policy Holder: ________________________ 
 
 
Insurance Information (Secondary) 
 
Insurance Carrier (primary): 
________________________________________________________________ 
 
Contact phone number: _________________________________________ 
 
Policy number:  _______________________________________________ 
 
Group number: ___________________________ Claim number: ________________________ 
 
Effective date: ____________________________  Policy Holder: ________________________ 
 
 


