
 

 

   

                                                                     Patient Information Demographics  
 

 
Demographical Information_____________________________________________________________ 
 

Name: (Last) ______________________ (First) ____________________   (MI) ____  Date of Birth: ___________   
 

Gender: (Circle One)    Male   Female    Social Security Number: _____________________ 
 

Preferred Pharmacy: _______________________________  Location: __________________________________  
 

Race: (Circle One)   African American/Black     Asian      Caucasian/White      More than One Race       Pacific Islander      Other    
 

Ethnicity: (Circle One)    Hispanic or Latino         Not Hispanic or Latino         Unknown             Birth Country: _____________ 
 

Marital Status: (Circle One)   Single               Married                Separated              Divorced                        Widowed 
 
 

Residential Information________________________________________________________________ 
 

Address: _______________________________  City: _____________ State: ____ Zip: ________  County:______ 
 

Phone Numbers: Cell: ________________________  Can you receive text messages? YES NO 
 

Home: ______________________ Work: _______________________  Message Phone: _____________________________ 
 

Email Address: _______________________________________________________________________________ 
 

Preferred method of communication: (Circle One)  Cell Phone      Home Phone       Work Phone    Message Phone       Email 
 

Do we have permission to contact you and leave messages on your preferred communication method?  Yes    No 
 
 

Legally Responsible Parent or Guardian’s Information (If applicable)____________________________ 
 

Name: (Last) ______________________ (First) ____________________   (MI) ____  Date of Birth: ___________   
 

Gender: (Circle One)    Male   Female  Social Security Number: ______________  
 

Relationship to patient: ________________________       Legal custodian:  YES NO     Residential parent:  YES  NO 
 
 

Insurance Information_________________________________________________________________ 
 

Insurance Company Name: ____________________________  Policy Holder’s Name:______________________ 
 

Patient’s Relationship to Policy Holder: __________________   Policy Holder’s Date of Birth: ________________ 
 
 

Military Information___________________________________________________________________ 
 

Military Status: (Circle One)      Veteran    Non Veteran    Unknown 
 
 

Emergency Contacts___________________________________________________________________ 
 

Name:_______________________________ Relationship: ______________ Contact Number: _______________ 
 
Name:_______________________________ Relationship: ______________ Contact Number: _______________ 


