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Patient Demographics  

Patient’s Name: __________________________________________________________ 
                              Last                                               First                                                M  
 
Address: ________________________________________________________________ 
                 Street                                                       City                              State              Zip code 
 
Home/Cell Phone: __________________________ Date of Birth: ________________ 
 
Social Security #:____________________________ Gender: (circle one)  Male Female 
 
Email: __________________________________________________________________ 
 
Marital Status: (circle one)  Single   Married    Separated    Divorced   Widowed   Declined 
 
Race: ____American Indian/Alaska Native     _____Asian/Oriental      
 
_____Black/African American     _____Native Hawaiian/Other Pacific Islander 
 
_____White/Caucasian     _____Other     ____Declined  
 
Ethnicity: _____Hispanic or Latino   _____Not Hispanic or Latino   _____Declined  
 
Place of employment: _____________________________________________________ 

 
If patient is a minor, please fill out below. 
 
Parent/Guardian Name: ____________________________________________________ 
                                             Last                                            First                                 M  
 
Parent/Guardian birthdate: _________________________________________________  
 
 Parent/Guardian Social Security #: ___________________________________________ 
 



 

 

Relationship to patient: ____________________________________________________  

Emergency Contact Information 
 
Last name: _____________________________   First Name: ______________________ 
 
Home/Cell Phone: _______________________   Relationship to patient: ____________ 
 
 

Pharmacy 
 
Name of Pharmacy: _______________________________________________________ 
 
Address: ________________________________________________________________ 
 
 

Insurance Information  
 
Primary: ________________________________________________________________ 
                 Name of Insurance Company 
 
Subscriber ID: ____________________________  Group #: ________________________ 
 
Policy Holder: ____________________________________________________________    
 
Policy Holder’s birthdate________________    
 
Relationship to patient:   _____Self      _____Spouse       _____Child      
 
 
Secondary: ______________________________________________________________ 
                      Name of Insurance Company 
 
Subscriber ID: ____________________________   Group #:________________________ 
 
Policy Holder: ____________________________________________________________    
 
Policy Holder’s birthdate________________    
 
Relationship to patient:   _____Self      _____Spouse       _____Child      
 
 
Self-pay: ________________________________________________________________ 
                 Name of person financially responsible                       Birthdate 


