FHL Christian Counseling, LLC
INTAKE FORM

INSURANCE INFORMATION

	Primary Insurance Company___________________________________________________________ Phone # __________________ 

Insured Name ______________________________________________________ Relationship to Patient _______________________

	Address ____________________________________________________________________________ Zip _____________________

	Social Security # ______________________________________________________________ Policy # ________________________

	Insured’s Employer _________________________________________________________________ Phone # ___________________

	Secondary Insurance Company ________________________________________________________ Phone # ___________________ 

	Insured Name ________________________________________________________ Relationship to Patient _____________________

	Address __________________________________________________________________________ Zip _______________________

	Social Security ________________________________________________________________ Policy # _______________________

	Insured’s Employer __________________________________________________________________ Phone # __________________ 

	


MILITARY RECORD

	Branch of service
	Position
	Type of discharge
	Date of discharge

	
	
	
	


MEDICAL HISTORY

	Hospitalization
	Reason
	Date

	
	
	

	
	
	

	
	
	

	Major Illnesses, ailments, disabilities, etc:

	

	Allergies:

	Medications
	Dosage
	Prescribing doctor
	Reason

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


MISC. INFORMATION

	List any additional information that you feel may be important or helpful:

	

	


