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     PATIENT INFORMATION      

  

Patient Last Name: _____________________________ First: _____________________________ Middle: _________________ 

Gender:         Male: ______     Female: ______                  Social Security #:____/____/_____ DOB: ________________________ 

Primary Phone: ________________________________ Secondary Phone: __________________________________________ 

Marital Status:  Single: __________ Widow: _________ Married: _________ Spouse name: ____________________________ 

Address: _____________________________________ City: _____________ State: ______ Zip Code: ____________________ 

EMAIL address: __________________________________________________ Driver’s License #: ________________________ 

Employer: __________________________ Employer Address: _______________________ Phone: ______________________ 

Race: 

American Indian _____ Asian _____ Black or African American ____Native Hawaiian____ Pacific Islander____White_________ 

Ethnicity:     Preferred Language: 

Hispanic or Latino_____   Other _____  English _____ Spanish _____ French _____ Other: ______________________ 

Primary Care Physician:      Referring Physician:   

Name _____________________________________   Name _____________________________________________ 

Phone _____________________________________   Phone _____________________________________________ 

Pharmacy Information: 

Pharmacy Name ______________________ Phone __________________ Fax __________________ Location ______________ 

Emergency Contact Information: 

Name _____________________________ Relationship to patient ________________________ Phone ____________________ 

How did you find us? 

My doctor _________________________ Family and Friends _____ Medical Facility _________________________ 

Insurance Company__________________ Yellow Pages           _____ Our Website     _________________________ 

Facebook_____ Google_____Yelp ______  Drive by                    _____ Other                  _________________________ 

Insurance Information: 

Primary Insurance Company ____________________________________________________ (please give cards to be scanned) 

Primary Insurance Subscriber Name _________________________Date of Birth_________  SSN # ________________________ 

Subscriber Address ________________________________________________________________________________________ 

Relationship to patient ___________________________________ Employer _________________________________________ 

Secondary Insurance Company: _________________________________________________ (please give cards to be scanned) 

Secondary Subscriber Name        _____________________  Date of Birth ________________ SSN # _______________________ 

Subscriber Address ________________________________________________________________________________________ 

This signature verifies the above information is accurate to the best of my knowledge. 

Patient/ Guardian Signature_______________________________________________ Date: ____________________________ 

**As part of our effort to protect your identity as required by law, you must present a photo ID at each visit. I if you do not 
have a photo ID, your photo will be rescheduled.** 

  




