~OKEES

/ INSURANCE AGENCY

Live Life Insured

HEALTH INSURANCE INTAKE FORM

Patient Information:

Full Name:

Date of Birth: Age:  Gender:
Address:

City: State:  ZIP Code:

Phone Number: Email:

Marital Status: [ ] Single [ ] Married [ ] Divorced [ ] Widowed
Medical History:

« Do you have any pre-existing conditions? [] Yes [ ] No
If yes, please list:

« Are you currently taking any medications? [] Yes [ ] No
If yes, please list:

e Do you have any allergies? [] Yes [] No
If yes, please list:
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