
 
NEW	PATIENT	INTAKE	FORM	

PLEASE PRINT AND COMPLETE ALL ENTRIES  

FIRST NAME LAST NAME DATE OF BIRTH 
 

 / /  
SEX 

❑ Male ❑ Female 

SOCIAL SECURITY PHONE NUMBER EMAIL ADDRESS 

ADDRESS 

CITY STATE ZIP CODE 

MARITAL STATUS 

❑SINGLE ❑MARRIED 

OCCUPATION EMPLOYER 

EMERGENCY CONTACT RELATIONSHIP PHONE NUMBER 

INSURANCE INFORMATION  
DO YOU HAVE INSURANCE? 

 
❑YES ❑NO 

PRIMARY CARD HOLDER 

 
❑SELF ❑SPOUSE. ❑PARENT. ❑OTHER  

PRIMARY POLICY HOLDER NAME 

PRIMARY INSURANCE COMPANY PRIMARY ID NUMBER PRIMARY GROUP NUMBER 

DO YOU HAVE SECONDARY INSURANCE? 

 
❑YES ❑NO 

SECONDARY CARD HOLDER 

 
❑SELF ❑SPOUSE. ❑PARENT. ❑OTHER  

SECONDARY POLICY HOLDER NAME 

SECONDARY INSURANCE COMPANY SECONDARY ID NUMBER SECONDARY GROUP NUMBER 

DISCLOSURE OF MEDICAL INFORMATION  

q I hereby give permission to Iconic Healthcare to disclose and discuss any information related to my medical conditions to/with the following 
individuals (relatives or close personal friends): 

Full name: ________________________________________ Relationship: ______________________________________ 

Full name: ________________________________________ Relationship: ______________________________________ 

Full name: ________________________________________ Relationship: ______________________________________ 

q I do not wish to give permission for Iconic Healthcare to disclose and discuss any information related to my medical conditions to/with relatives or 
close personal friends. 

 
PRESCRIPTION POLICY  

 
PHARMACY NAME PHARMACY ADDRESS & PHONE NUMBER 

● Please do not wait until your last pill to call for a refill. There is a 24 hour turn around for prescription refills. If you have not seen the 
provider in six months, the prescription will be denied. 

PATIENT SIGNATURE DATE 



 
PATIENT	MEDICAL	HISTORY	

ALLERGIES – Please list medication and reaction below. 

 
 

   NONE/Known Allergies 

FAMILY	HISTORY – Please indicate if any of your immediate relatives have had any of the following by placing an X in the appropriate box. 
																		MOTHER                    FATHER 

Bleeding Disorder   

Arthritis   

Cancer   

Diabetes   

Heart Problems   

Hypertension   

Stroke   

Thyroid Disorder   

			SOCIAL	HISTORY	
Yes No - Do you drink alcohol?  Daily Weekly Infrequently  Recovering Alcoholic 
Yes No - Do you smoke?  Smoke (   packs per day)   Chew 
Yes No - Do you drink caffeine?  Daily Weekly Infrequently 
Yes No – Are you sexually active? 
Yes No – Do you wish to be checked for STDs? 

SURGICAL	HISTORY: Please list any hospitalizations, surgeries, fractures or major illnesses you have had. 

TYPE	OF	SURGERY	 YEAR	OR	DATE	 DOCTOR	 LOCATION	
    
    
    
    

MEDICAL	HISTORY: Have you ever had any of the following? 

 NONE of the problems listed  Chest pain  Hypertension  Osteoporosis 
 Allergies  Congestive heart failure  Hypogonadism male  Pulmonary embolism 
 Anemia  Chronic fatigue syndrome  Hypothyroidism  Seizure disorders 
 Arthritis  Depression  Infection problems  Shortness of breath 
 Asthma  Diabetes  Insomnia  Sinus conditions 
 Arterial fibrillation  Drug/alcohol abuse  Irritable bowel syndrome  Stroke 
 Bleeding problems  Erectile dysfunction  Kidney problems  Tremors  
 BPH  Fibromyalgia  Menopause   
 CAD coronary artery disease  Gerd  Migraines/headaches  
 Cancer  Heart Disease  Neuropathy 
 Cardiac arrest  Hyperinsulinemia  Onychomycosis 
 Celiac disease  Hyperlipidemia  Organ injury 

MEDICATIONS: List any medications you are currently taking (please include over the counter medications):  PLEASE	PRINT	LEGIBLY 

MEDICATION 																																																																				DOSAGE  
 
 
 
 
 
 
 



 
 OFFICE	POLICIES	

 
APPOINTMENTS	
 
_____________ (Initial) I acknowledge that there is a $50 fee for a missed appointment or 

late cancellation. The no show fee will be enforced if an appointment is not cancelled 
withing 24 hours prior to the appointemnt time. The no show fee WILL BE expected to be 
paid PRIOR to being seen by the provider at each visit.  

 
PAIN	MEDICAIONS	
 
_____________ (Initial) I acknowledge that Iconic Heathcare does not prescribe narcotics for 

pain management of acute/chronic pain. Our provider will refer to pain management as 
needed. 

 
PAYMENTS	
 
_____________ (Initial) I understand that I am responsible for keeping my account up to date. 

Co-pays and co-insurances are expected at the time of each visit, and I understand that is 
a contract between myself and my insurance company. I further understand that if I have a 
balance for any reason, it will be expected to be PAID IN FULL prior to or at my next 
appointment, unless prior arrangements have been made. If no prior arrangements have 
been made and you are unwilling to pay the balance at the appointment, you will be 
asked to reschedule and possible incur the $50 late cancellation charge.  

 
FORMS	

	
___________ (Initial) I acknowledge that there will be a form fee for ANY forms or letters that 

need to be completed by the office. This includes, but is not limited to, short term 
disability forms, FMLA forms, food stamp forms, handicap parking forms, insurance or 
employer forms. Forms will not be released if the fee is not paid. Paperwork will be 
addressed within 7-10 business days of receipt.  

 
 

I	have	read	and	understand	all	of	the	above	office	policies	and	procedures.	
	

 
 

Patient Name: ____________________________________________________ Date of Birth: _____________________________ 
 
 

Signature: ________________________________________________________ Date: ____________________________________ 
 



	
HIPAA	&	NOTICE	OF	PRIVACY	PRACTICES	

 
THIS	NOTICE	DESCRIBES	HOW	MEDICAL	INFORMATION	ABOUT	YOU	MAY	BE	USED	AND	DISCLOSED	AND	

HOW	YOU	CAN	GET	ACCESS	TO	THIS	INFORMATION.	PLEASE	REVIEW	CAREFULLY.	
Our	Obligations	
We are required by law to: 

§ Maintain the privacy of protected health information 
§ Give you the notice of your legal duties and privacy practices regarding health information about you 
§ Follow the terms of our notice that is currently in effect 

 
How	We	May	Use	and	Disclose	Health	Information	
Described as follows are the ways we may use and disclose health information that identifies you. Except for the following purposes, 
we will use and disclose health information only with your written permission. You may revoke such permissions at any time by writing 
to our practice’s privacy officer. 
Treatment. We may use and disclose Health Information for your treatment and to provide you with treatment-related health care 
services. For example, we may disclose Health Information to doctors, nurses, technicians, or other personnel, including people 
outside our office, who are involved in your medical care and need the information to provide you with medical care. 
Payment. We may use and disclose Health Information so that we or others may bill and receive payment from you, an insurance 
company, or a third party for treatment and services you receive. For example, we may give your health plan information so that they 
will pay for your treatment. 
Health	Care	Operations. We may use and disclose Health Information for health care operation purposes. These uses and disclosures 
are necessary to make sure that all our patients receive quality care to operate and manage our office. For example, we may use and 
disclose information to make sure the obstetric or gynecologic care you receive is of the highest quality. We also may share 
information with our entities that have a relationship with you (for example, your health plan) for their health care operation activities. 
Appointment	Reminders,	Treatment	Alternatives,	and	Health	Related	Benefits	and	Services. We may use and disclose Health 
Information to contact you and remind you that you have an appointment with us. We also may use and disclose Health Information to 
tell you about treatment alternatives or health related benefits and services that may be of interest to you. 
Individuals	Involved	in	Your	Care	or	Payment	for	Your	Care. When appropriate, we may share Health Information with a person who 
is involved in your medical care or payment for your care, such as your family or a close friend. We also may notify your family about 
your location or general condition or disclose such information to an entity assisting in a disaster relief effort. 
 
Special	Situations	
As	required	by	law. We will disclose Health Information when required to do so by international, federal, state, or local law. 
To	Avert	a	Serious	Threat	to	Health	of	Safety.	We	will	disclose	Health	Information	when	necessary	to	prevent	a	serious	threat	to	
your	health	and	safety	or	the	public,	or	another	person.	Disclosure,	however,	will	be	made	only	to	someone	who	may	be	able	to	
help	provide	treatment. 
Business	Associates. We may disclose Health Information to our business associates that perform functions on our behalf or to 
provide us with services if the information is necessary for such functions or services. For example, we may use another company to 
perform billing services on our behalf. All our business associates are obligated to protect the privacy of your information and are not 
allowed to use or disclose any information other than that as specific in our contract. 
Military	and	Veterans. If you are a member of the army forces, we may use or release Health Information as required by military 
command authorities. 
Worker’s	Compensation. We may release Health Information for worker’s compensation or similar programs. These programs provide 
benefits for work-related injuries or illness. 
Public	Health	Risks. We may disclose Health Information for public health activities. These activities generally include disclosure to 
prevent or control disease, injury, or disability; report child abuse or neglect; report reactions to medications or problems with 
products; notify people of recalls of products they may be using; inform a person who may have been exposed to a disease or may be 
at risk for contracting or spreading a disease or condition; and report to the appropriate government authority if we believe a patient 
has been a victim of abuse, neglect, or domestic violence. We will only make this disclosure if you agree or when required by law. 



Health	Oversight	Activities. We may disclose Health Information to a health oversight agency for activities authorized by law. These 
oversight activities include, for example, audits, investigations, inspections, and licensure. These activities are necessary for the 
government to monitor the health care system, government programs, and compliance with civil rights laws. 
Lawsuits	and	Disputes. If you are involved in a lawsuit of a dispute, we may disclose Health Information in response to a court or a 
court administrator order. We also may disclose Health Information in response to a subpoena, discovery request, or other lawful 
process by someone else involved in the dispute, but only if efforts have been made to tell you about the request or to obtain an 
order protecting the information requested. 
Law	Enforcement. We may release Health Information if asked by a law enforcement official if the information is: 1) in response to a 
court order, subpoena, warrant, summons, or similar process; 2) limited information to identify or locate a suspect, fugitive, material 
witness, or missing person; 3) about the victim of crime even if, under certain circumstances, we are unable to obtain the person’s 
agreement; 4) about a death we believe may be the result of criminal conduct; 5) about criminal conduct on our premises and; 6)in an 
emergency to report a crime to the location of the crime if victims, or the identity, description, or location of the person who 
committed the crime. 
National	Security	and	Intelligence	Activities. We may release Health Information to authorized federal officials so they may provide 
protection to the President, other authorized persons, or foreign heads of state, or to conduct special investigations. 
Inmates	or	Individuals	in	Custody. If you are an inmate of a correctional institution or other custody of a law enforcement official, we 
may release Health Information to the correctional institution or law enforcement official. This release would be made if necessary 1) 
for the institution to provide you with health care; 2) to protect your health and safety or the health and safety of others, or 3) for the 
safety and security of the correctional institution. 
 
Your	Rights	
You have the following rights regarding Health Information we have about you: 
Right	to	Inspect	and	Copy. You have the right to inspect and copy Health Information that we may use to make decisions about your 
care or payment for your care. This includes medical and billing records, other than psychotherapy notes. To inspect and copy this 
information, you must make your request in writing, to our Privacy Officer. 
Right	to	Amend. If you feel that Health Information, we have is incorrect or incomplete, you may ask us to amend the information. You 
have the right to request an amendment for as long as the information is kept by or for our office. To request an amendment, you 
must make your request, in writing, to our Privacy Officer. 
Right	to	an	Accounting	of	Disclosures. You have the right to request a list of certain disclosures we made of Health Information for 
purposes other than treatment, payment, and health care operations or for which you provided written authorization. To request an 
accounting of disclosures, you must make your request, in writing, to our Privacy Officer. 
Right	to	Request	Restrictions. You have the right to request a restriction or limitation on the Health Information we use or disclose for 
treatment, payment, or health care operation. You also have a right to request a limit on the Health Information we disclose to 
someone involved in your care or the payment for your care, like a family member or friend. For example, you can ask that we not 
share information about your diagnosis or treatment with your spouse. To request a restriction, you must make your request, in 
writing, to our Privacy Officer. We	are	not	required	to	agree	with	your	request. If we agree, we will comply with your request unless 
the information is needed to provide you with emergency treatment. 
Right	to	Request	Confidential	Communication. You have the right to request that we communicate with you about your medical 
matters in a certain way or at a certain location. To request confidential communications, you must make your request, in writing, to 
our Privacy Officer. Your request must specify how or where you wish to be contacted. We will accommodate reasonable requests. 
Right	to	a	Paper	Copy	of	This	Notice. You have the right to a paper copy of this notice. You must ask us to give you a copy of this 
notice at any time. Even if you have agreed to receive this notice electronically, you are still entitled to a paper copy of this notice. You 
may obtain a copy of this notice by contacting our office. 
Changes	to	This	Notice. We reserve the right to change this notice and make the new notice apply to Health Information we already 
have as well as any information we receive in the future. We will post a current copy of our notice at our office.  
Complaints. If you believe your privacy has been violated, you may file a complaint with our office or with the Secretary of the 
Department of Health and Human Services. To file a complaint with our office, contact our Privacy Officer. All complaints must be 
made in writing.	You	will	not	be	penalized	for	filing	a	complaint. 
 
By	signing	my	name	below,	I	acknowledge	receipt	of	a	copy	of	this	notice,	and	my	understanding	and	my	agreement	to	

its	terms.	
 
 

Patient Name: _____________________________________________________ Date of Birth: _____________________________ 
 
 

Signature: ________________________________________________________ Date: ____________________________________ 



 
CONSENT	FOR	MEDICAL	TREATMENT	

 
 
I, _____________________________________, am voluntarily seeking healthcare and hereby consent 

         (Patient’s name) 

 
to medical treatment, procedures, laboratory tests and other health care services. I understand that I 
 
have the right to refuse specific treatments or procedures. However, by signing below, I agree in  
 
general, to permit laboratory and diagnostic tests, routine medical treatment (for example,  
 
medications, injections, drawing blood for tests, counseling, screening tests, health education and  
 
other diagnostic procedures), emergency procedures as necessary, and hospital services performed  
 
at the request of the attending provider or other providers assisting in my care. 
 
The consent given shall be valid and binding and the provider(s) can rely on this authorization and  
 
accept any consent given by the patient until such time as provider receives written notice that the  
 
authorization is revoked. 
 
 

Patient Name: ____________________________________________________ Date of Birth: _____________________________ 
 
 
Signature: ________________________________________________________ Date: ____________________________________ 
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