
PATIENT INTAKE FORM
Beacon Family Health · Toronto Confidential · HIPAA Protected

Patient Information

Full Name (Last, First, MI)

e.g. Doe, John A.

Date of Birth

Gender Phone (Mobile)

(416) 000-0000

Email Address

name@example.com

Street Address

123 Main Street, Apt #

Postal Code

M5H 1A2

Emergency Contact

Contact Name

Full name

Relationship to Patient

Primary Phone

(416) 000-0000

Alternate Phone

(416) 000-0000

Insurance Information

Insurance Provider

e.g. Sun Life / Manulife / Blue Cross

Policy Number

XXX-XXXX-XXXX

Group Number

GRP-00000

Policy Holder Name

If different from patient

Relationship to Patient
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Medical History

Please check all conditions that apply, past or present:

Diabetes Hypertension Asthma

Heart Disease Stroke Cancer

Thyroid Disorder Depression Anxiety

Migraines Arthritis Allergies (food/drug)

Allergies

Known Allergies
List all known allergies (food, medication, environmental):

Current Medications

Medications
List all medications, dosages, and frequencies:

Reason for Visit

Today’s Visit
Describe symptoms or reason for today’s visit:

HIPAA Consent & Authorization

I acknowledge receipt of Beacon Family Health's Notice of Privacy Practices and authorize the release of my protected health information
(PHI) to healthcare providers, insurance carriers, and authorized representatives for treatment, payment, and healthcare operations under
HIPAA. I may revoke this authorization in writing at any time, except where action has already been taken in reliance upon it.

I have read and agree to the terms above and consent to the use and disclosure of my health information as
described.

Date (MM / DD / YYYY)
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Patient Signature (or Legal Guardian)
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