
 

 

 

IME Behavioral Health, LLC 

 

PATIENT INFORMATION FORM 
           

 

 

 

 

Name:            

 

DOB:            

 

Address:             

 

            

 

Email:            

 

Cell phone:             

 

Alternate Phone:            

 

Emergency Contact Number:         

    

Name and Relationship to you:          

 

 

 

Insurance Company:         

 

Insurance Policy Number:          

 

Group Number:         

 

Name of Policy holder:         

 

Date of Birth of Policy holder:        

 

 

We would love to know who referred you so we can thank them! 

 

         

 



 

 

 

 


