GREW, MORTER, & HARTYE, P.A.PRIVATE 

PATIENT INTAKE

DATE  ______________________

STAFF TO SEE CHILD:  Hartye,  Penati,  Meginnis-Payne,  Dryden,  Clodfelter   

STAFF TO SEE ADULT: MAH, MP, KW, KMP, KD, TAD, AQ, DLP, KP. LO

PATIENT'S NAME: ________________________________________________________________





Last 



First



Middle

ADDRESS: _____________________________
HOME PHONE:________________________









*May we leave messages at this number? Yes   No

_________________________________
CELL PHONE: _________________________








*May we leave messages at this number? Yes   No
_________________________________
WORK PHONE (S): _____________________








*May we leave messages at this number? Yes   No

OCCUPATION: ________________________

AGE: ______








BIRTHDATE: ________________

SEX:    M      F

SOCIAL SECURITY #_____________________

MARITAL STATUS: _______________________

SCHOOL/EMPLOYER: _____________________________________________________________

SCHOOL/EMPLOYER ADDRESS: ____________________________________________________

PRIMARY CARE PHYSICIAN & ADDRESS_____________________________________________

________________________________________________________________________________

*May your GMH therapist contact your PCP in order to coordinate your care (a release form will need to be signed)? ___YES __NO (if No, please initial here): __________________________________

IF APPLICABLE:
SPOUSE’S NAME __________________ EMPLOYER: ___________________________________

WORK PHONE: _______________ May we leave messages at this number?  Yes   No

CHILDREN: _____________________________________________________________________






Names and Ages

RESPONSIBLE PARTY:
NAME: ________________________________

ADDRESS: ____________________________

PHONE (S): Home#_____________________ _____________________________________



     May we leave messages here? Y  N

_____________________________________


          Work #_____________________ EMPLOYER: __________________________



    May we leave messages here? Y  N
BIRTHDATE: ___________________________

SOCIAL SECURITY#:____________________

SUBSCRIBER ID#______________________

INSURANCE CO: ______________________

GROUP NO: __________________________

INS. CO. CUSTOMER SERVICE PHONE #______________________________

RELEASE OF INFORMATION: I hereby authorize the release of any information necessary to process any insurance claims for payment.  I understand that this may include detailed information regarding my condition and/or treatment.

SIGNATURE OF PATIENT: ______________________________________
DATE: _______________    

OR—

SIGNATURE OF GUARDIAN: ____________________________________
DATE: _______________

Print Name of person signing: ____________________________________

