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Contact Information

Name:_________________________________           Last Name: ________________________________   
Date of Birth: _______________________              Today’s Date: _______________________

Address: ________________________________________________________________________________

Phone Number: _____________________________       OK to leave Voicemail?             Yes            No

Email Address: ____________________________________________

Primary Insurance Information 
Insurance Company: _____________________________    Policy ID #:__________________________
Group #:_____________________   Insurance Member Service’s Phone #: ____________________   
Insured’s Name: ___________________________   Insured’s Phone #: __________________________   
Insured’s Address: _______________________________________________________________________   
Relationship to Patient: _____________________________   
Secondary Insurance Information

Insurance Company: _____________________________    Policy ID #:__________________________
Group #:_____________________   Insurance Member Service’s Phone #: ____________________   
Insured’s Name: ___________________________   Insured’s Phone #: __________________________   
Insured’s Address: _______________________________________________________________________   
Relationship to Patient: _____________________________   
Credit Card Authorization
I authorize Systemic Wellness to use my card on file for out-of-pocket fees, cancellations fees, nutrition services and/or co-payments.                                       Initials: _______
Billing Address: __________________________________________________________________________
Name As Shown on Card: ​_______________________________________________________________
Credit Card Number: _____________________________  Expiration Date: _______ CVV: ______   

Card Holder’s Signature: ________________________________________   

Emergency Contact Information
Name: _________________________________________       Relationship To Patient: _____________
Phone Number: ___________________________                   Email: _______________________________

New Patient Intake Form








