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PATIENT DEMOGRAPHIC FORM 
(Please Print) 

 
Patient Name: ____________________________________________________________ 
   Last    First    M.I. 
 
Address:  _________________________________________________________________ 
               Street                                      City                   State       Zip Code 
 
Telephone #: (       _) __________________  Cell Phone # :(____) ___________________ 
 
Date of Birth: ___ / ___ /___         Sex:     Male    Female      S.S. #: _____‐____‐_______ 
 
Marital Status:     Married ____ Single ____   Divorced___   Widowed ____ 
              
Employer Name: __________________________________________________________ 
 
Employer Phone #: (     _   ) __________________ 
 

Emergency Contact 
(Nearest Relative, outside of home) 

 
Name:____________________________             Relationship:______________________ 
 
Address:__________________________              Telephone #: (         ) ________________ 
 
 
ASSIGNMENT OF BENEFITS AUTHORIZATION FOR TREATMENT: 
I hereby authorize treatment and authorize the provider of medical services  
to release information for these services to my insurance carrier for payment. 
I further authorize that benefits be made payable to the provider on my  
behalf or to myself.  I understand that I am financially responsible for the charges not covered by my 
insurance carrier. 
 
 
 
Patient or Authorized Representative                                                   Date 


