
    New Passenger Intake Form 
        Date: ___________ 
Patient Name: __________________________ DOB: __________Weight: ________ 
 
Address: ________________________City: _______________ State:____ Zip: _______ 
 
Medical Condition: ___________________________ Medical Equipment: ___________ 
Phone(s):  
(H): _____________________  (W): ___________________ (C): __________________ 
 
Person Calling: _______________________________ Phone: _________________ 
How did you hear about AFE?: _______________________________ 
 
EMAIL ADDRESS:____________________________________ 
 
Originating City: ________________ Airport Code: __________ 
Destination City: ________________ Airport Code: __________ 
 
Appointment Date & Time:  _____________________________   
 
Departure Date : __________ Return Date: ___________ 
 
Patient Phone at Destination: ____________________ Lodging: ___________________ 
 
Passenger Name____________Relation_______________Weight____________DOB_  
 
 
 
**Baggage Weight: __________ (40 Lbs. max) 
 
DOCTORS         
Referring:       Destination: 
Name: ________________________   Name: ________________________ 
Facility:_______________________   Facility:_______________________ 
Address: ______________________   Address: ______________________ 
City: __________State:____ Zip: ____  City: ________State:____ Zip: _____ 
Phone:__________________    Phone: ______________________ 
Fax:____________________    Fax: _______________________ 
 
Social Worker:  _______________________ Facility: _________________________ 
Address: ______________________________   State: _______  Zip:______________ 
Phone: _________________Fax: ________________  Pager: ____________________ 
EMAIL: ______________________________________ 


