PATIENT DEMOGRAPHICS 		TODAY’S DATE: ___________            
FORM COMPLETED BY:       PATIENT_____          PARENT _____   	      GUARDIAN_____   	 RESPONSIBLE PARTY_____
D.O.B. _____/_______/_________                           		SOCIAL SECURITY NUMBER:  ______-_____-___________
FIRST NAME ______________________________MIDDLE NAME_________________ LAST NAME____________________________
ADDRESS ______________________________________________________________________________________________________
CITY_____________________________ 	STATE ________               	ZIP CODE ______________________
SEX_____        MARITAL STATUS ______       RACE___________      LANGUAGE _____________         ETHNICITY ______________

EMAIL ADDRESS: _______________________________________________ CELL PHONE NUMBER: (_____) __________- __________
         OK TO E-MAIL			                                                                     OK TO TEXT

HOME NUMBER: (______) ________ - ______________                                  WORK NUMBER: (______) ________ - ______________

PRIMARY CARE PHYSICIAN: ______________________________________REFERRING DOCTOR: ______________________________
PREFERRED PHARMACY: ____________________________________________________________________________________________
PHARMACY ADDRESS: ______________________________________________________________________________________________
EMPLOYMENT STATUS: EMPLOYED____________RETIRED___________
EMPLOYER (if employed):  _______________________________________________________________________________________
EMPLOYER ADDRESS: ___________________________________________________________________________________________

EMERGENCY CONTACT: ____________________________________________PHONE NUMBER (_____) __________ - ____________
RELATIONSHIP TO PATIENT: ________________________________________________

RELEASE OF PERSONAL HEALTH INFORMATION ISSUES REGARDING MY MEDICAL CARE MAY BE DISCUSSED WITH THE FOLLOWING:
NAME: ______________________________________________________________________________________________________
RELATIONSHIP TO PATIENT:___________________________________________________________________________________
HOME PHONE: (______) _______ - ____________ CELLPHONE: (______) ________ - _____________
NAME: ______________________________________________________________________________________________________
RELATIONSHIP TO PATIENT:___________________________________________________________________________________
HOME PHONE: (______) _______ - ____________ CELLPHONE: (______) ________ - _____________

Signature__________________________________________________________________________________     Date___ ______/______/__________
