
 

PATIENT INFORMATION Date of Appointment 

YOUR PHYSICIAN (PLEASE CIRCLE) AROF, FAUSONE, KATZ, LUKENS, MEHTA, VANARSDALE, PARK, 
HEMPHILL 

First and Last Name Previous Last Name Social Security # Date of Birth 

Email Address 

Race 
American Indian or Alaska Native ˑ Asian 
Native Hawaiian ˑ Black or African American 
White ˑ Hispanic ˑ Other ˑRefused to Report 

Ethnicity 
Hispanic 
Non-Hispanic 
Refused to Report 

Gender 
M ˑ F ˑ T 

Marital Status 
Divorced ˑ Married ˑ Partner ˑ 
Single ˑ Widowed ˑ Legally 
Separated 

Address Unit City State Zip Code 

Home Phone Cell Phone Work Phone 

Employer Information 
Employer Name Employer Address Employer Zip Code 

Pharmacy Information 

Pharmacy Name Pharmacy Phone 

Pharmacy Address Pharmacy Zip Code 

Mail Order Pharmacy Name (IF Applicable) 

Primary Care Physician 

Physician’s Name Physician’s City Physician’s Phone # 

Emergency Contact 

Name Relation to You Phone Number 

Insurance Information 

Primary Insurance Guarantor Secondary Insurance Guarantor (If applicable) 

Policy Holder’s Name Relation To You Policy Holder’s Name Relation to You 

Policy Holder’s Phone # Policy Holder’s Date of Birth Policy Holder’s Phone # Policy Holder’s Date of Birth 

Policy Holder’s Address/zip code Gender M ˑ F Policy Holder’s Address/zip code Gender M ˑ F 


