
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 ________ / ________ /  ___________
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