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PATIENT INFORMATION      							Date Form Completed ______________
Last Name ________________________________ First Name ____________________________________ MI ________
Name you wish to be called (Nickname) ______________________________ Maiden Name _______________________
Date of Birth ___ / ___ / ___                        SSN _____-____- _______	                      Gender             Male              Female
Religious Denomination _____________________________________________                   Decline to Answer 
Marital Status         Divorced          Married         Separated         Single         Widowed    Number of Children ____________
What is your primary language?          English          Spanish         Decline to Answer          Other ______________________
What is your preferred method for us to contact your regarding appointment reminders? 
       Cell Phone        Home Phone         Work Phone          E-Mail          Decline to Answer  
May we leave a detailed message on your answering machine or voicemail?           Yes             No
	*Answering NO will result in patient no longer receiving a reminder call for appointments.  

Ethnicity          Hispanic or Latino         Not Hispanic or Latino         Decline to Answer

Race           American Indian/Alaska Native          Asian          Black/African American         White/Caucasian
   
	     Hispanic          Native Hawaiian or Other Pacific Islander          Decline to Answer  

Mailing Address ___________________________________ City _________________ State ______ Zip Code _________

Physical Address (if different than mailing) _______________________________________________________________

Home Phone ______________________ Cell Phone ______________________ Email ____________________________

Occupation ___________________________ Employer _____________________________________________________

Work Address ___________________________________ City _________________ State _______ Zip Code __________

Work Phone __________________________________ Extension _________________          Full-Time         Part-Time

BARRIERS/IMPAIRMENTS

      Visually Impaired         Hearing Impaired         Reading/Writing Impaired          Language Barrier         NONE

      Religious/Cultural Barrier            Transportation Barrier          Other Barrier/Impairment _________________________



EMERGENCY CONTACTS (In case of emergency, the primary contact will be called.)
Primary Contact Name ___________________________________________ Relationship _________________________
Address ____________________________________________ City _________________ State ________ Zip __________
Home Phone ______________________ Work Phone _________________________ Cell Phone ___________________
Date of Birth ____ / ____ / ____                SSN _______ - _____ - _________                   Gender             Male          Female     
Secondary Contact Name _________________________________________ Relationship _________________________
Address ____________________________________________ City _________________ State ________ Zip __________
Home Phone ______________________ Work Phone _________________________ Cell Phone ___________________
PHARMACY INFORMATION
Pharmacy Name _____________________________________________ Phone Number __________________________
INSURANCE INFORMATION (must provide insurance cards and State Issued ID at every visit.)
Are you living in a Nursing Home?          No              Yes   Facility Name __________________________________________
Are you currently on Hospice?                No               Yes  Facility Name __________________________________________
Primary Coverage ____________________________________________ Insured Name ___________________________
Relationship         Self         Spouse        Parent   ID# __________________________ Group# ________________________
Secondary Coverage __________________________________________ Insured Name ___________________________
Relationship         Self         Spouse        Parent   ID# __________________________ Group# ________________________
Insured Employer and Address _________________________________________________________________________
Spouse Name _____________________    Date of Birth ________* (must have for insurance filing)   SSN_____ - ____ - _________
SMOKING STATUS
Current Every Day Smoker	Occasional/Intermittent Smoker		Former Smoker ___/____/____ (quit date)
Non-Smoker 			Smokeless Tobacco			Decline to Answer
ADVANCE DIRECTIVE AND POWER OF ATTORNEY (Please provide the office with a copy)
Do you currently have an advance directive?               No           Yes
Do you currently have a power of attorney?                No          Yes
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