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Date: Please fill out form completely  Adult Intake 

Legal Name: ____________________________________________________ Birth Date: _______________ Birth Sex: M or F  

Preferred Name: ______________________ Gender Identity: M      F      Trans M      Trans F       Non-Binary/Other    

Mailing Address: ______________________________________________________________________________________  

Primary Phone #:___________________________________ Secondary Phone #:___________________________________   

Email Address: _________________ __________________________________ SSN: _____________________________________ 

Employment Status: Full Time       Part Time       Self Employed       Disabled        Unemployed        Retired        Student  

Primary Care Physician: __________________________________ Religious Preference: ______________________________ 

Marital Status: ______________ Race: _____________ Ethnicity: Hispanic        Non-Hispanic       Language: ______________                                                                      

Preferred Pharmacy: MRH Community Pharmacy      City Market      Walmart      Walgreens      Other: ____________________ 

Primary Insurance: ________________________________________ Member ID: ____________________________________ 

Subscriber Name: _______________________________________ Subscriber ID: ____________________________________ 

Group #: ________________________ Effective Date: _______________ Provider Phone #: ____________________________  

Claims Address: _________________________________________________________________________________________ 

Secondary Insurance: ______________________________________ Member ID: ____________________________________ 

Subscriber Name: _______________________________________ Subscriber ID: ____________________________________ 

Group #: ________________________ Effective Date: _______________ Provider Phone #: ____________________________  

Claims Address: _________________________________________________________________________________________ 

***Please provide the registration team with your Insurance ID Card(s) to ensure accurate billing for your visit*** 

 

Emergency Contact Name: ____________________________________________ Relationship: ________________________    

Primary Phone #:___________________________________ Secondary Phone #:____________________________________ 


