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Patient Demographic Form 

Patient Information: 

• Full Name: ___________________ _

• Date of Birth: _________ (MM/DD/YYYY)

• Gender:
1 Male 
i Female 
I Non-binary 

• Address:

1 Prefer not to say 
'Other: 

------

Street: ___________________ _

City: _____________ State: ____ Zip: _____ 

• Phone Number: (Home) _________ (Mobile) _________ _

Emergency Contact: 

• Name:
----------------

• Relationship: __________ _

• Phone Number:
----------

Insurance Information: 

• Insurance Provider: ____________ Member ID _______ _

• Subscriber's Name (if different): ____________ _

• Subscriber's Date of Birth: __________ (MM/DD/YYYY)

Authorization for Treatment 

I authorize treatment and permit the provider to release information related to these services to 
my insurance carrier for payment. I also authorize benefits to be paid directly to the provider or 
to me. I understand that I am financially responsible for any charges not covered by my 
insurance. 

Signature: _________________ Date: ______ _ 
























