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Intake Form 

Patient Name: Date of Birth: 

4753 N. Broadway St. 

Suite 900/910/925 

Chicago, IL. 60640 

Phone: 773-989-2780 

Fax: 773-989-2781 

info@uptownpsych.com 

www.uptownpsych.com 

------------- ------------

Legal Name (if different from above) _____________________ _ 

SSN: Birth Gender Gender Identity 
-------------- ---- -----

Marital Status: Married Single Divorced Widowed Separated 

Physical Address 

City: _____________ State: _____ Zip Code: ________ _ 

Is Mailing Address the same? Yes __ No __ 

Mailing Address 

City: State; Zip Code 
------------- ------ ----------

Telephone: Email: __________________ _ 

Insurance Information (Patients under 26 that have insurance under parents, please sign 

ROI form for billing communication) 

Insurance Provider: Identification #: 
-------- '---------------

Group#: ______ Policy Holder Name 

Policy Holder DOB Policy Holder SSN 
------------

Secondary Insurance: ___________________________ _ 

Insurance Provider: Identification#: 
--------

---------------

Group#:------------

From whom or where do you receive your primary medical care? 



Clinic/Doctors Name: 

Phone: Address: 
-------- ----------------------

Are you currently receiving psychiatric services, professional counseling or psychotherapy 

elsewhere? Yes No 

If Yes, by whom: ________________________ _ 

Emergency Contact 

Name: _______________ Relationship: ___________ _ 

Telephone Number: _________ _ 

Pharmacy Information 

Pharmacy Name: ___________________________ _ 

Address: ______________ Telephone Number: ______ _ 

How did you hear about us: _______________________ _ 
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