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Patient Information 

Legal name required for insurance purposes (Please print) 

Name: (first / middle / last) ______________________________________________________________________________ 

Date of Birth: ______________________ SS#: _______________________________   Gender: (circle one) M / F / Nonbinary   

Marital Status: (circle one)   Single   Married   Domestic Partner   Separated   Divorced   Widowed 

Race: (circle one)  American Indian / Alaskan Native / Asian / African American / Pacific Islander / White / Latin American / Decline 

Ethnicity: (circle one)  Latino  /  Not Latino  /  African American  /  American  /  Native American  / Chinese / European American / Decline 

Preferred Language: (circle or add)  English / ______________  

 

Address: _________________________________________________ City/State: __________________________________ 

Zip: ___________________________ County: ______________________________________________________________ 

Cell #: (          ) ____________________________ Email: ______________________________________________________ 

Home #: (          ) ____________________________  Work #: (          ) ________________________________ 

Employer: _________________________________________ Occupation: ________________________________________ 

PCP/Family Doctor: ________________________________________ Office #: ____________________________________ 

 

Responsible Party / Guarantor 

Name: (first / middle / last) __________________________________________Date of Birth: __________________________ 

Address: _____________________________________ City/State: ______________________ Zip: _____________________ 

Phone #: (          ) _________________________________ Email: _______________________________________________ 

Relation to patient: ________________________________ Preferred contact method: _______________________________  

Emergency Contact (for minor child may be used for other parent) 

Name: (first / middle / last) ________________________________________ Relation to patient: _______________________ 

Cell #: (          ) _________________________________ Phone # : (         )_________________________________________ 

 

Insurance Information (please provide current insurance cards) 

o Primary Ins. Co.: _____________________________________ ID/SSN: _____________________________________ 

o Policy Holder Name: __________________________________ Birthdate: ____________________________________ 

o Secondary Ins. Co.: __________________________________  ID/SS#: _____________________________________ 

o Policy Holder name: __________________________________ Birthdate: ___________________________________ 

Patient / Legal guardian signature: ___________________________________  Date: _______________________________ 


