
 
ORDER INTAKE / CLIENT INFORMATION 

General Information 
Order Taken By  Order Date                /                / 

Salesperson    

Client Information 
Name  

Address  

City  State  

ZIP Code                          - Voice Telephone (           )            - 

Social Security #                -              - Date of Birth                /                / 

Height                  Ft                     in Weight                                        Lbs.
Primary Medical Insurance Information (photocopy card when available) 

Insurer  

Medicare?  Medicare #  

Insured’s Name  Insured’s DOB  

Policy #  Group #  

Claim Address 
(Addr/City/St/ZIP) 

 
 
 

Claim Telephone
 

Secondary Medical Insurance Information (photocopy card when available) 
Insurer  

Medicare?  Medicare #  

Insured’s Name  Insured’s DOB  

Policy #  Group #  

Claim Address 
(Addr/City/St/ZIP) 

 
 
 

Claim Telephone
 

Referring Physician 
Name  

Address  

City  State  

ZIP Code                          - Voice Telephone  

Fax Telephone  UPIN #  

Diagnosis 
Diagnosis (ICD-9) 
 
 
 
Comments 
 
 
 
 


