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Patient                                                                                                     Primary Care Physician: ______________________________

Last name: ___________________________________ First: ______________________________ Mid:_ ______________

D.O.B.: ___ /___ /______   Sex:  o Male    o Female   SSN: ______-_____-________  Email:_________________________

Address Line 1: ______________________________________________   Primary phone: o Home    o Cell

Address Line 2: ______________________________________________   Home phone: ( ____ )______ - _____________

City: ____________________________ State: ______ ZIP: ____________  Cell phone: ( ____ )______ - _______________ 
 
Employer:___________________________________________________ Occupation:_____________________________

Address: ___________________________________________________________________________________________		
  
City:____________________________ State: ______ ZIP: ____________  Work phone: ( ____ ) ______ - ______________

Spouse

Last name: ___________________________________ First: ______________________________ Mid:_ ______________

D.O.B.: ___ /___ /______   Sex:  o Male    o Female   SSN: ______-_____-________  Email:_________________________

Address Line 1: ______________________________________________   Primary phone: o Home     o Cell

Address Line 2: ______________________________________________   Home phone: ( ____ ) ______ - _____________

City: ____________________________ State: ______ ZIP: ____________  Cell phone: ( ____ ) ______ - _ _____________
                                                                                                                                                       Ok to leave message: o Y / o N
Employer:___________________________________________________ 

Address: ____________________________________________________ 

City:____________________________ State: ______ ZIP: ____________  Work phone: ( ____ ) ______ - ______________

Emergency contact                                                                                                      Relation: _ ___________________________________

Last name: ___________________________________ First: ______________________________ Mid:_ ______________

Address: ______________________________________________________   Home phone: ( ____ ) ______ - __________

City:_____________________________ State: ______ ZIP: ______________    Cell phone: ( ____ ) ______ - ___________

Patient

Race: o American indian/Alaska native    o Asian    o Black or African american    o Hispanic    o White    o Other

Ethnicity: o Non-hispanic    o Hispanic/Latino    o Refused to report

Preferred language for healthcare discussion: o English    o Spanish    o Other____________________________

Regional Practices



Insurance information (primary)
Insured’s last name: ___________________________________ First: _________________________ MI: _____
Relationship to patient:____________________________   D.O.B.: ___ /___ /______   SSN:_____-____-______
Insured address:____________________________________________  Phone: ( ____ )______ - _ __________
City:____________________________ State: ______ ZIP: ______________
Insurance name:________________________________________________  Effective date: ___ /___ /______
Employer name:________________________________________________ 

Insurance information (secondary)
Insured’s last name: ___________________________________ First: _________________________ MI: _____
Relationship to patient:____________________________ D.O.B.: ___ /___ /______ SSN:_____-____-_______
.
Insured address:________________________________________________Phone: ( ____ )______ - _ _______
City:____________________________ State: ______ Zip: ______________
Insurance name:_________________________________________ Effective date: ___ /___ /______
Employer name:________________________________________________ 

Pharmacy

1) Name: _____________________________________________________ Phone: ( ____ )______ - _________
     Address: ________________________________________________________________________________
2) Name: _____________________________________________________ Phone: ( ____ )______ - _________
 
     Address: ________________________________________________________________________________

Preferred communications

Phone call: o	 Type of reminders/Follow-up:
Text messaging: o 	 Select all 	 o 

Preferred phone: ( ____ )______ - _________	 Appointments 	 o 
	
Preferred language: o  English o  Spanish	 Lab results 	 o 

Preferred time to call: o  Morning   o  Afternoon   o  Evening	 Health maintenance 	 o 

Send reminder/Follow-up letters: o 	 Rx confirmation 	 o 

Send reminder/Follow-up emails: o 	 General notification 	 o  

___________________________________________________________________      ____________________
Patient signature                                                                                                                                    Date


