
Patient Demographics 
PATIENT INFORMATION 

Last Name        First Name                                          Middle Initial 
   

                                                         Date of Birth    Social Security #                                                       Gender          
          
Marital        Married         Single       Divorced      Separated   Widowed                         Language other than English 
Status 
Home Address     APT#              City        State                      Zip Code 
 
Home Phone                   Cell Phone                                            Permission to leave a voice message?  
                       Home _________    Cell ________  
Email Address:      Preferred Pharmacy (Name, Location and Cross Streets): 
 
 Employer Name     Employer Address           Employers Phone 
 

EMERGENCY CONTACT INFROMATION 
Last Name                  First Name          Relationship to Patient 
 
Home Phone                   Cell Phone                                          Permission to leave a voice message?  
                         Home _________    Cell ________ 
 

PHYSICIAN REFERRAL INFORMATION 
Primary Care Physician                                                                             Phone# 
                   
Referring Physician                                                                              Phone# 
 
How did you hear about us? Insurance _____   Friend ______ Family Member _______ Magazine______ Social Media ______  

 
 

RESPONSIBLE PARTY (GUARANTOR INFORMATION) 
Relationship to Patient    Self ______ Spouse ______   Parent______ Other_______ 
 
Last Name                 First Name                                       Middle Initial 
 
Date of Birth                 Social Security#                                      Gender          
      
Home Phone                   Cell Phone                                     Permission to leave a voice message?  
             Home _________    Cell ________  
Email Address                                       Permission to email?                              Employment Status: Employed ______ Self Employed ______ 

                             Not Employed_______ Retired ______ Student _______ 
 

INSURANCE INFORMATION 
Primary Insurance     Policy Holder’s Full Name              Relationship to patient  
 
Date of Birth    Social Security #    
 
Home Address     APT#             City        State                                Zip Code 
 
Home Phone                   Cell Phone                                        Permission to leave a voice message?  
                      Home _________    Cell ________ 
Employer Name                                       Employer Address                                          Employers Phone 
 
Secondary Insurance       Policy Holder’s Full Name                        Relationship to patient  
 
Date of Birth       Social Security #     
 
Home Address     APT#        City     State                    Zip Code 
 
Home Phone         Cell Phone                                           Permission to leave a voice message?  
                         Home _________    Cell ________ 
Employer Name                                       Employer Address                                            Employers Phone 
 
AUTHORIZATION TO RELEASE INFORMATION AND ASSIGNMENT OF BENEFITS:  GIVING US PERMISSION TO LEAVE A VOICEMAIL, TEXT MESSAGE, OR TO 
EMAIL, INCLUDES WHAT MAY BE PROTECTED HEALTH INFORMATION (le: test results, appointment reminders, etc.). UNLESS STATED OTHERWISE, WE Will 
POTENTIALLY MAIL INFORMATION TO THE ADDRESS YOU PROVIDE. I authorize payments of medical bene- fits to the provider for services rendered, or to be 
rendered ln the future, without obtaining my signature on each claim submitted, and l will be bound by the signature as thought personally signed the claim. I 
also authorize the release of medical information necessary, I UNDERSTAND I AM RESPONSIBLE FOR ALL CHARGES, should this account be referred to a 
collection agency, I will also be responsible for any collection and/or legal fees. I have read and understand: 
 
PATIENT OR RESPONSIBLE PARTY SIGNATURE _______________________________________________________________________________________ 
    
             
 PRINT NAME                                                                                               DATE 


