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Demographics:  

Patient’s Name: ______________________________________________ DOB: ______________________ 

Gender: Male: ❑   Female: ❑  Other: ❑  __________________________________________________ 

Parent/Guardian’s Name: ____________________________Relationship to patient:______________ 

Phone: ____________________________________ Email: ________________________________________ 

Address: ___________________________City: _________________State:______Zip:_________________ 

Emergency Contact name and phone: ___________________________________________________ 

 

Referred By: 

Primary Care Doctor: ______________________________Phone__________________Fax____________ 

Referring Doctor: __________________________________Phone__________________Fax____________ 

Online Source: ______________________ ER: _____________________ Other: _____________________ 

 

Pharmacy:  

Pharmacy Name: _________________________________________________________________________ 

Address: __________________________________________________________________________________ 

Phone: __________________________________________________Fax______________________________ 

 

Insurance:  

Insurance Company: _______________________________________ Type:  ❑PPO   ❑HMO 

ID: _________________________________________ Group #: ______________________________________ 

Subscriber Name: _____________________________ Relationship to patient_______________________ 

Address if different: _____________________________________________________DOB: ______________ 

Insurance Referral needed:  YES: ❑   NO: ❑   ________________________________________  

Secondary Insurance: YES: ❑   NO: ❑  _____________________________________________ 

If yes, ID: ______________________________________ Group #: ___________________________________ 

 

Parent/Guardian Information If different from above: 

Name: ______________________________________________   Date of Birth: ________________________ 

Gender:   M    F            Marital Status:  S    M     W    D 

Address, City, State, Zip: _____________________________________________________________________ 

Phone #: __________________________________   Driver’s License # ______________________________ 

Signature of Parent/Guardian____________________________________ Date ______________________ 
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