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DEMOGRAPHIC QUESTIONNAIRE 

PATIENT INFORMATION (PLEASE PRINT): 

Patient Name: ________________________________ Date of Birth: ___-___-_______ Age: ____ Gender: ______  

Parent/Guardian (if applicable): _____________________________________  

Referred by: ________________________________  Primary Care Physician: _____________________________ 

********************************************************************************************** 

Has any of the following information changed since you we last saw you?  Yes ____  No ____ (If not, please skip) 

If so, please complete any new information for the following: 

Address (Home): _______________________________ City: __________________ State: _____ Zip: __________ 

Phone: (H): (_______) ________________ (W): (_______) ________________  (C): (_______) ________________ 

Email address: ________________________________________________________________________________ 

Marital Status: Married ___ Single ___ Widowed ___ Divorced ___  Patient Occupation: _____________________ 

Emergency Contact: _____________________________________ Best Phone Number: (_____) ______________ 

********************************************************************************************** 

RESPONSIBLE PARTY: 

Name: _________________________________________  Social Security Number (last 4 digits only) : ___________ 

Relationship to Patient: ___________________________  Employer: ____________________________________ 

Address (Home): _______________________________ City: __________________ State: _____ Zip: __________ 

Phone: (H): (_______) ________________ (W): (_______) ________________  (C): (_______) ________________ 

INSURANCE INFORMATION: 

Primary insurance company: ________________________________ Group Number: _______________________ 

Subscriber Name: _________________________________ Subscriber ID: ________________________________  

Subscriber Date of Birth: ____-____-________  Subscriber Social Security Number: ________-_______-________ 

Subscriber Employer: ______________________________________ Phone: (______) _________________ 

Secondary insurance company: ______________________________ Group Number: _______________________ 

Subscriber Name: _________________________________ Subscriber ID: ________________________________  

Subscriber Date of Birth: ____-____-________  Subscriber Social Security Number: ________-_______-________ 

Subscriber Employer: ______________________________________ Phone: (______) _________________ 


