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[bookmark: _Hlk42175981]Patient Information

Name (Last)_____________________________(First)__________________________(MI)_____
Birthdate: ____________ Age: _______ SS# ______________Language: ___________________
Address:_______________________________________________________________________
City:__________________________State:____________Zip_____________________________
Home phone: (      ) ______________________      Cell phone: (      )_______________________
Email address (gives you access to the patient portal) __________________________________
______________________________________________________________________________
Marital Status:  Single     Minor    Married     Divorced	 Separated 	 Widow
Race: __________________  
Sexual orientation:       Heterosexual       Homosexual       Bisexual       Other
Gender Identification:        Male          Female      Transgender male/Trans man/Female-to-male     
Transgender female/Trans woman/Male-to-female    Genderqueer/Non-binary       Other   
Insurance Card Holder:       Self 	     Spouse	   Other
*If spouse or other, please provide the following for billing purposes:
Name:_________________________ DOB: _____________SS#: _______________________
Employer:_____________________________________________________________
Emergency Contact:___________________________Relationship:______________
Phone: (    )___________________________________

Family Physician: ____________________________________________________________
Address:__________________________________________ Phone:(     )________________
Pharmacy:___________________________________________________________________
How did you hear about us?____________________________________________________
																				(**IF PATIENT IS A MINOR SEE BACK**)

If patient is a minor, please complete:
Children’s Names/Date of birth:
Name: ____________________ DOB: _______________
Name: ____________________ DOB: _______________
Name: ____________________ DOB: _______________
Name: ____________________ DOB: _______________

Father’s Name: ______________________  DOB: ___________________ SS#: _____________________
Father’s Address:_____________________________________________ Phone: ___________________
Father’s Employer: ___________________________________________ Phone: ___________________
Mother’s Name: ______________________  DOB: __________________ SS#: _____________________
Mother’s Address:____________________________________________ Phone: ___________________
Mother’s Employer: __________________________________________  Phone: __________________
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