
Demographics
Section 1: Please answer ALL areas.
Patient’s Full Legal Name	 __________________________________________________________________________________________

Date of Birth ________ / ________ / __________       Social Security Number ________ / ________ / __________         Male     Female

Marital Status     Married       Single     Divorced    Life Partner    Separated    Widow Other_______________________________

Primary Race     White     Afro-American     Native American     Asian     Hispanic     Multi-Racial

Address	 _____________________________________________________________________________________________

City/State/Zip	 _____________________________________________________________________________________________

Phone Number	 ( ________ ) ____________________ Can a message be left at this number?     Yes     No

Email Address	 _____________________________________________________________________________________________

Name of School	 _____________________________________________________________________________________________

Preferred Pharmacy	 _____________________________________________________________________________________________

Employer	 _____________________________________________________________________________________________

	   Full-Time     Part-Time     Employer Phone( ________ ) ______________________________________________

Section 2: For children only. Please answer ALL areas.     Not applicable
Father’s Legal Name______________________________________	 Mother’s Legal Name_ ___________________________________

Address________________________________________________	 Address

City/State/Zip___________________________________________	 City/State/Zip_ _________________________________________

Home Phone	 ( ________ ) _ _______________________________	 Home Phone	 ( ________ ) ________________________________

Cell Phone	 ( ________ ) _ _______________________________	 Cell Phone	 ( ________ ) ________________________________

Date of Birth ________ / ________ / _________________________	 Date of Birth ________ / ________ / ________________________

Social Security Number __________ / __________ / ____________	 Social Security Number __________ / __________ / ___________

Occupation_____________________________________________	 Occupation_ ___________________________________________

Section 2: Emergency Contact. Please answer ALL areas.
Full Legal Name_ ______________________________________________________________________________          Male     Female

Relationship to Patient_____________________________________________________________________________________________

Home Phone 	 ( ________ ) ____________________________________________

Cell Phone	 ( ________ ) ____________________________________________

Work Phone	 ( ________ ) ____________________________________________

Address / City / State / Zip__________________________________________________________________________________________

  Patient    Parent    Guardian Signature____________________________________________________________________________

Printed name of above signature ________________________________________________  Date ________ / ________ / ____________

JULY 2019Keokuk County Medical Clinic  |  Your Partner for Health and Wellness

(641) 622-1170 |  Fax (641-903-7024)
1314 South Stuart Street, Suite B  |  Sigourney, Iowa 52591
www.keokukhealth.com


	Patients Full Legal Name: 
	Date of Birth: 
	undefined: 
	undefined_2: 
	Social Security Number: 
	undefined_3: 
	undefined_4: 
	undefined_5: Off
	MultiRacial: Off
	undefined_6: 
	CityStateZip: 
	undefined_7: 
	undefined_8: 
	Can a message be left at this number: Off
	Email Address: 
	Name of School: 
	Preferred Pharmacy 1: 
	Preferred Pharmacy 2: 
	FullTime: Off
	PartTime: Off
	Employer Phone: 
	undefined_9: 
	Not applicable: Off
	Fathers Legal Name: 
	Mothers Legal Name: 
	Address: 
	CityStateZip_2: 
	CityStateZip_3: 
	Home Phone: 
	undefined_10: 
	Home Phone_2: 
	undefined_11: 
	undefined_12: 
	undefined_13: 
	undefined_14: 
	undefined_15: 
	Date of Birth_2: 
	undefined_16: 
	undefined_17: 
	Date of Birth_3: 
	undefined_18: 
	undefined_19: 
	Social Security Number_2: 
	undefined_20: 
	undefined_21: 
	Social Security Number_3: 
	undefined_22: 
	undefined_23: 
	Occupation 1: 
	Full Legal Name: 
	undefined_24: Off
	Relationship to Patient: 
	undefined_25: 
	undefined_26: 
	undefined_27: 
	undefined_28: 
	undefined_29: 
	undefined_30: 
	Address  City  State  Zip: 
	Patient: Off
	Parent: Off
	Guardian Signature: Off
	undefined_31: 
	Date: 
	undefined_32: 
	undefined_33: 
	White: Off
	Married: Off
	AfroAmerican: Off
	Single: Off
	Divorced: Off
	Native American: Off
	Life Partner: Off
	Asian: Off
	Separated: Off
	Hispanic: Off
	Widow: Off
	Marital Status Other: 
	Occupation2: 
	Clear Field: 


