
 
 

Patient Demographic Information 
 

Fields with * are required 
 

PATIENT INFORMATION 
 
Last Name*: ______________________   First Name*: ___________________ M.I: ________________ 
 
If minor, name of responsible parent: ______________________________________________________ 
 
Name you would like to appear on your health records: ________________________________________ 
 
What are your pronouns: (please check all that apply) 
____He/Him ____She/Her ____They/Them ____Other: __________________ 
 
DOB *: _____________    Social Security * #: _____________ Driver’s License * #: ________________ 
 
Home Address *: ______________________________________________ APT/suite #: _____________ 
 
City*: ____________________________   State*: _______________ ZIP*: _______________________ 
 
Home #: ______________________        Cell* #: ____________________________________________ 
 
Email Address*: ______________________________________________________________________ 
 
Do you think of yourself as: (please check all that apply) 
___Male ___Female ____Transgender man/Trans Man ___ Transgender women/ Trans women 
___ Genderqueer/gender nonconforming, neither exclusively male nor female 
___ A category not listed here, please specify: ______________________________________ 
___ Decline to answer 
 
Do you think of yourself as: (please check all that apply) 
____ Straight or heterosexual _____Lesbian or Gay ____Bisexual  
____ Queer, pansexual and/or questioning  
____ An orientation not listed here, please specify: ___________   
____ Don’t know      _____ Decline to answer 
 
Occupation: __________________________________________________________________________ 
 
Employer: ___________________________________________________________________________ 
 
Phone #: ____________________________________________________________________________ 
 
Address: __________________   City: _________________   State: _________   ZIP: ______________ 
 
EDUCATION, LANGUAGE & DEMOGRAPHICS 
 
Highest Level of Education: __________________________________________________________________________________ 
 
Preferred Language: __________________________    Do you need an interpreter? ___________________________________ 
 
Ethnicity: ____________________________________    Race: _____________________________________________________ 
 
 
If applicable, name of spouse/domestic partner 
 
Last name: _______________________    First name: ________________________________          M.I: __________________ 
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If the patient is living in a nursing or assisted living facility, please complete form below. 
 
Name of facility: __________________________________________________________________________________________ 
 
Address: __________________________________________________________                   Room #: _____________________ 
 
City: ___________________________________     State: _______________________           ZIP: ________________________ 
 
Contact information for responsible party/spouse/parent (if information is the same as above, please leave blank) 
 
Last name: ________________________    First name: _______________________________    M.I: __________ 
 
Address: ______________________________ City: ____________________   State: _____________ ZIP: _________________ 
 
Home #: __________________    Cell#: ____________________ Email address: _______________________________________ 
 
 
Emergency Contact 
 
Name: __________________________ Relationship: ___________________ Phone #: __________________________________ 
 
Name: __________________________ Relationship: ___________________ Phone #: __________________________________ 
 
Name: __________________________ Relationship: ___________________ Phone # ___________________________________ 
 
 
 
Patient Signature: _________________________________________________         Date: ________________________________ 
 
Patient Representative/Parent: _______________________________________         Date: _______________________________ 
 
 
Insurance Information: 
 
Primary Insurer: _____________________________                                 Name of Insured: ________________________________ 
 
Insurance ID #: ______________________________                                Group #: _______________________________________ 
 
Secondary Insurer: ___________________________                                Name of Insured: ________________________________ 
 
Insurance ID#: _______________________________                               Group #: _______________________________________ 
 
Pharmacy Benefits: 
 
Pharmacy Insurer: ____________________________                                Name of Insured: _______________________________ 
 
Insurance ID #: ______________________________ BIN #: _______________ PCN #: _____________ Group #: _____________ 
 
 
Patient signature: _____________________________________________                  Date: _______________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


