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Description automatically generated]                         NEW PATIENT INTAKE FORM
Date: __________________                           Doctor/Provider: ________________________________                    
Name: _______________________________________________________ 
Primary Phone: _______________ (circle) Home/ Cell/ Work     Alternate Phone: _________________
Address: _____________________________________________
City: _______________________ State: ______ Zip: ___________ 
E-mail address: ________________________________________________
May we (circle all that apply):  CALL CELL /CALL HOME/ CALL WORK/ EMAIL/ MAIL / TEXT   you about:
APPOINTMENT REMINDERS / ACCOUNT UPDATES / CLINIC EVENTS / BIRTHDAYS/ANNIVERSARIES
Age: _______ Birth Date: ______________ Race: _________    
Marital Status: Married / Single / Widowed / Divorced 
Allergies:___________________________________________________________________________
Do you have an Advanced Medical Directive? Yes ____   No _______
CPR- Person has no pulse and is not breathing (circle one):  
Attempt to Resuscitate  <or>  Do Not Resuscitate
Please check any and all insurance coverage that may be applicable in this case:
 Major Medical  Worker's Compensation  Medicaid  Medicare  Auto Accident 
 Medical Savings Account & Flex Plans  Other/Non-Insured/Cash 
Name of Primary Insurance Company: ____________________________________________________
Name of Secondary Insurance Company (if any):____________________________________________
Employer: _____________________________________________
AUTHORIZATION AND RELEASE: I, the undersigned, do hereby agree and give consent for Malama Pono Physical Therapy, LLC to provide medical treatment considered medically necessary in diagnosing my medical condition. I authorize payment of insurance benefits directly to the provider or clinic. I authorize my provider to release all information necessary to communicate with personal physicians and other healthcare providers and payors and to secure the payment of benefits. I understand that I am responsible for all costs of medical care, regardless of insurance coverage. I also understand that if I suspend or terminate my schedule of care as determined by my treating doctor, any fees for professional services will be immediately due and payable. I also understand that I have to provide Malama Pono Physical Therapy, LLC a 24-hour notice prior to cancelling an appointment, and if I fail to do so, I will be charged a $50 cancellation fee due and payable by me (not insurance).  A photocopy of this assignment is to be considered as valid as the original. 

The patient understands and agrees to allow this office to use their Patient Health Information for the purpose of treatment, payment, healthcare operations, and coordination of care. We want you to know how your Patient Health Information is going to be used in this office and your rights concerning those records. If you would like to have a more detailed account of our policies and procedures concerning the privacy of your Patient Health Information, we encourage you to read our NOTICE OF PRIVACY PRACTICES before signing this consent. (Your signature acknowledges you received a copy of our NOTICE OF PRIVACY PRACTICES.) 

The following person(s) have my permission to receive my personal health information: 

____________________________________________________________________________________

Patient's Signature: ______________________________________________ Date:________________ 

Guardian's Signature Authorizing Care:_________________________________ Date:______________ 

____ Copy of Valid Government Issued Identification (front and back)

____ Copy of Current/Valid Insurance Cards (front and back)
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"Be Well"




