
Today’s Date:__________________

Name:_____________________________________________________________

Age: ______      Birthdate:________________  SSN:______________________________

Sex:  ▢M   ▢F ▢Married  ▢Single  ▢Divorced  ▢Separated  ▢Widowed

Address:_________________________________________________________________________

City:_______________________________ State:________________ Zip:___________________

Email:______________________________________________________________________

Primary Contact Number:___________________________      ▢Home        ▢Work         ▢Cell

Employer/School:______________________________  Occupation:___________________________

Insurance Company:_____________________________________________________________________

Primary Insurance Holder’s Name: _______________________________________ DOB:_______________

SSN:______________________________ Employer:___________________________________

Communication preference:         ▢Text     ▢Telephone     ▢Email      ▢Postal

Emergency Contact:

Name _________________________________________________________

Relationship_______________________ Phone _______________________

New Patients Only

Who may we thank for referring you? ____________________________________________

Preferred Language:   ▢French   ▢Japanese   ▢English   ▢Spanish   ▢Decline

Race:  ▢American Indian   ▢Asian   ▢Black or African American   ▢Hispanic

▢Native Hawaiian or Other Pacific Islander   ▢White   ▢Decline

Ethnicity:   ▢Hispanic or Latino   ▢Native Hawaiian/ Other Pacific Islander

▢Non Hispanic or Latino   ▢Decline

Note: Collection of Race and Ethnicity: Organizations are not only required (per 45CFR170.302(a)) to collect race

and ethnicity data, but should use the data to identify and measure race, ethnicity, and language-based disparities.


