

	Masters & Raines 
	Advanced Healing Therapy Center

PATIENT INTAKE FORM
PERSONAL INFORMATION
[bookmark: Text11]DATE:     
[bookmark: Text1][bookmark: Text2][bookmark: Text3]NAME: Last      			First     					M 
[bookmark: Text4][bookmark: Text5][bookmark: Text6][bookmark: Text7]ADDRESS: Street      		City      		ST  	Zip     
[bookmark: Text8][bookmark: Text9][bookmark: Text10]PHONE: Mobile      		Home      			Work      
[bookmark: Text12]E-MAIL:      
[bookmark: Text13][bookmark: Text14][bookmark: Text15][bookmark: Text16][bookmark: Text33]SS#     		DOB:      	AGE:   SEX: 	MARITAL STATUS:     
[bookmark: Text17]NEAREST RELATIVE (Other than spouse):     
[bookmark: Text18][bookmark: Text19][bookmark: Text20][bookmark: Text21]ADDRESS: Street:     	City:     	ST:  	Zip:     
[bookmark: Text22][bookmark: Text23]PHONE:    					RELATIONSHIP:     

EMPLOYMENT INFORMATION
[bookmark: Text24][bookmark: Text25]OCCUPATION:     							EMPLOYER:    
[bookmark: Text26][bookmark: Text27][bookmark: Text28]EMPLOYER PHONE:     	EXT:     		DEPT:     

MEDICAL INFORMATION
[bookmark: Text29]REASON FOR BEING SEEN:     
[bookmark: Text30]EXPLAIN WHEN AND HOW THIS BEGAN OR HAPPENED:     
[bookmark: Text31][bookmark: Text32]WHO IS YOUR PHYSICIAN:     					PHONE:     


	137 Forest Street
	Montclair, NJ  07042
	(973) 744-7774 / masteraines@earthlink.net
