
Patient Demographics 

Ethnicity: (choose one)                                                                                                                                                   Marital Status:      

Primary Insurance Coverage: ___________________________________________________________________________________  

Policy Holder Name: __________________________________________________ Relationship to patient: ____________________ 

DOB: ________/__________/____________ SSN: __________- _________ - _____________      Sex:        Female        Male 

Address: ______________________________________________________________________ Zip Code: ____________________ 

Contact Phone Number: ______________________________________ Employer: ________________________________________ 

Secondary Insurance Coverage: _________________________________________________________________________________  

Policy Holder Name: __________________________________________________ Relationship to patient: ____________________ 

DOB: ________/__________/____________ SSN: __________- _________ - _____________      Sex:        Female        Male 

Address: ______________________________________________________________________ Zip Code: ____________________ 

Contact Phone Number: ______________________________________ Employer: ________________________________________ 

Tertiary Insurance Coverage: ___________________________________________________________________________________  

Policy Holder Name: __________________________________________________ Relationship to patient: ____________________ 

DOB: ________/__________/____________ SSN: __________- _________ - _____________      Sex:        Female        Male 

Address: ______________________________________________________________________ Zip Code: ____________________ 

Contact Phone Number: ______________________________________ Employer:  ________________________________________ 

 Female 

 Male 

Hispanic or Latino         Not Hispanic or Latino           Unknown       Decline 

African American/Black American Indiana/Alaskan NativeRace: (choose one)                    Caucasian/White      Nat Hawaiian/Pacific Islander 

Asian        Decline         Other: _______________________________ 

Address: ___________________________________________________________________________________ Apt. #: ______________________ 

City: ________________________________________________________    State: ____________   Zip Code: _______________________________ 

Home Phone: ___________________________________Work: _________________________________ Cell: ______________________________ 

Primary Phone: (choose one)             Ho      me                   W   o    rk                Ce     ll              Email:_________________________________________________________________

Emergency Contact #1 (First & Last Name): ______________________________ Relationship: _______________ Phone Number: _________________ 

Preferred Pharmacy Name: __________________________________________ Location: ______________________________________________ 

Family Doctor (First & Last Name): __________________________________________________ City: __________________________ State: _________ 

Employer: ___________________________________________________________________________          Full Time        Part Time 

Single      Married       Widowed 

Legally Separated    

First Name: ____________________________________ Ml: _______ Last Name: ____________________________________________ Sex: 

Preferred Name: _______________________________      Maiden Name:__________________________________________ 

DOB: _______/________/_________ SSN: __________- _________ - ____________ 

American Indian/Alaskan Native
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