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LaFollette Famil Clinic & Pediatrics
PATIENT DEMOGRAPHIC SHEET

IDENTIFICATION

INSURANCE II{F ORVIATION :

I verify that all the information above is correct to the best of my knowledge.

Patient Name:
(Please Print)

Patient Sisnature:

Parent or Lesal Guardian Sisnature

Patient Name (Last) (First) (M.I.)

Parent or Guardian Name (Last) (First) (M.I.)

Mailing Address City State zip

Home Phone Cell Phone tr Male
El Female

Date of Birth Social Security # tr Married
tr Single

tr Widowed tr Other
tr Divorced

E-Mail Address Pharmacy

Name (Last) (First) Relationship

Address City State zip

Home Phone Cell Phone Work Phone

fnsurance Company Subscriber Number Group #

Policy Holder (If different from above) Policy Holder Date of Birth Policy Holder Soc Sec Number

Date Signed:



HEALTH HISTORY e

DOB: Date of last physical:

Reason for visit:

SURGERY

Year Hospital Reason for surgery

High Cholesterol:
Heart disease/Stroke:
Diabetes:
High btood pressure:
Cancer:

Please check() the following:

Do you use illegal drugs? tr Yes
Alcohol use? tr Yes El No

tr
tr
tr
tr
tr

Father tr Mother
Father tr Mother
Father tr Nlother
Father tr Mother
Father tr Mother

Sister(s) tr
Sister(s) tr
Sister(s) tr
Sister(s) tr
Sister(s) tr

Brother(s)
Brother(s)
Brother(s)
Brother(s)
Brother(s)

tr
E]

E]

tr
tr

Do you smoke? 'EI Yes tr No Ifow many a day?
How soon after you wake up do you smoke your first cigarette?
Are you ready to quit? E Yes El No Thinking about it? E Yes

Mother:
Father:

trNo
How much?

tr Living
tr Living

tr Deceased
tr Deceased

El No

Date: Patient Name:

CHECK (r') IF YOIIR FAMILY HAS OR HAD ANY OF THE FOLLOWING:


