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Patient Information Form 

Patient Information 

Full Legal Name: __________________________________________ 
                                        (Last name, first name, middle initial) 

 

Date of Birth: ____ / ____ / __________ 
                             (MM/DD/YYYY) 

Gender: ☐ Male ☐ Female ☐ Intersex 

Social Security Number: ______________________________ 

Marital Status: 
 ☐ Single ☐ Married ☐ Divorced ☐ Widowed ☐ Domestic Partnership ☐ Civil Union 

Living arrangements:  
☐ With spouse ☐ With unmarried partner ☐With Spouse & Dependents ☐ With dependents 
☐With family ☐ Alone ☐ Other (specify): _________________________________________ 
Do you ever feel unsafe at home? ☐Yes ☐No ☐Unsure ☐ Decline to answer 

 

Contact Information 

 

Home Address: 

 

City/State/ZIP: _____________________________            _________________       _____ ________ 

Primary Phone: ___________________________ ☐ Home ☐Work ☐Cellular ☐Message Only 



Secondary Phone: _________________________ ☐ Home ☐ Work ☐ Cellular ☐ Message only 

Email Address: ____________________________________ 

Preferred Contact Method: ☐ Phone ☐ Email ☐ Text ☐ US Mail 

 

Emergency Contact 

Name: _________________________________________________  

Relationship: __________________________________________ 

Phone: _________________________________________________ 

Address: ________________________________________________ 

 

Primary Care Physician (if applicable, or the last physician who treated you) 

• Name: _________________________________________________ 

• Practice Name: _________________________________________ 

• Phone: _________________________________________________ 

 

Insurance Information 

Primary Insurance: 

Insurance Company: __________________________________________ 

Policy Holder Name: _________________________________________ 

Policy Number: ______________________________________________ 

Group Number: _______________________________________________ 

Policy Holder DOB: ____ / ____ / __________ 

Relationship to Patient: _____________________________________ 

 

 

 



Secondary Insurance (if applicable): 

Insurance Company: __________________________________________ 

Policy Holder Name: _________________________________________ 

Policy Number: ______________________________________________ 

Group Number: _______________________________________________ 

Signature 

 

______________________________________ _______________________________ ______________ 
Patient Signature (or parent or guardian)   Printed name     Date 

 

 


