
Demographic and Insurance Information 

Patient Name: _____________________________________________    Are you a minor: _________ 

Date of Birth: ___/___/___          Social Security#: ___/___/___       Gender: ___ Male or Female ____ 

Marital Status: _ Single   _ Married   _Widowed   _Divorced              Ethnicity: __________________ 

E-mail address:______________________ Physician: _________________Phone:________________

Address: ___________________________________________________________________________ 

City: _______________________________ State: _______________________ Zip: ______________ 

Home Phone: ___________________ Cell: ________________________ Work: _________________ 

Employer Name/Address: _____________________________________________________________ 

City: ____________________________________ State: ______________________ Zip: __________ 

Emergency Contact: ___________________________________ Relationship: ___________________ 

Address: _____________________________ City: _________________ State: _______ Zip: _______ 

Home Phone: __________________ Cell: ________________________ Work: __________________ 

Primary Insurance Company: _____________________________ Group#: ______________________ 
Address: ______________________________________________ Phone#: _____________________ 
Subscriber Name: _________________________________            Copay: _____________________ 
Responsible Party: _____________________________________ Relationship: __________________ 
Date of Birth: ___________________________                              SS#_________________________ 
Address: ______________________________ City: ________________ State: _______ Zip: _______ 
Home Phone: __________________Cell: _______________________ Work: ____________________ 

Secondary Insurance Company: ____________________________ Group#: _____________________ 
Address: ______________________________________________ Phone #: _____________________ 
Subscriber Name: _________________________________             Copay: ______________________ 
Responsible Party: ____________________________________ Relationship: ___________________ 
Date of Birth: __________________________                              SS# __________________________ 
Address: ______________________________ City: ________________ State: _______ Zip: _______ 
Home Phone: __________________Cell: _______________________ Work: ____________________ 

X________________________________________               X________________________________ 
   Signature of Patient or Responsible Party      Date 
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