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DEMOGRAPHIC  INFORMATION  SHEET 
 
Today’s Date:  ____/____/____ 
 
Patient’s name:  _____________________________________________________________        
 
Sex: M / F   Date of Birth:  ____/____/____   Age:  ______ 
 
Race: ___________________ Sexual Orientation: ______________________________ 
 
Street Address:  ______________________________________________________________ 
City:  ____________________________________      State:  ______ Zip:  _____________ 
Home #:  _____/_____/______   Cell #:  _____/_____/______   Work #:  _____/_____/______ 
Email: _______________________________________________________ 
 
Marital Status:  Single / Divorced / Widow / Married 
Spouse’s Name __________________________________  Phone #:  ______/______/______ 
 
Emergency Contact 
Name:  _________________________________________  Phone #:  ______/______/______ 
Relationship:  ________________________________________ 
 
Employment Status: Work Full-time / Part-time / Retired / Student / Disabled / Not employed 
 
Employer’s Name:  _______________________________  Phone #:  ______/______/______ 
Employer’s Address:  _________________________________________________________ 
City:  ___________________________________    State:  _______    Zip:  _______________ 
 
Physician / Primary:  _____________________________  Phone #:  ______/______/______ 
Street Address:  ______________________________________________________________ 
City:  ___________________________________    State:  _______    Zip:  _______________ 

 
Primary Insurance:  _______________________________  Policy Id:  __________________ 
Name of Insured:  ________________________________________________ 
Insured’s Date of Birth:  _____/_____/_____  Relationship to Patient:  _________________ 
 
Secondary Insurance:  _____________________________ Policy Id:  __________________ 
Name of Insured:  ________________________________________________ 
Insured’s Date of Birth:  _____/_____/_____  Relationship to Patient:  _________________ 
 
Local 
Pharmacy: _____________________  City:  ______________  Phone #: _____/_____/_____ 
 
Mail Order 
Pharmacy:  ________________________________________  Phone #:  _____/_____/_____ 
Patient’s Pharmacy ID #:  _________________________ 


