
AH11475 (07/18)

DEMOGRAPHIC QUESTIONNAIRE
PATIENT INFORMATION:

Last Name:					         First Name:				         Date of Birth:

Address:						         City:					          State:		 Zip:

Home Phone:					         Cell Phone:

E-Mail Address:					         Sex:					          Religion:

Employer:					         Occupation:				         Work Phone:

Primary Language:				        Ethnic Origin:				         Race:

EMERGENCY CONTACT INFORMATION:

Name:						          Relationship:				         Phone:	

PRIMARY INSURANCE:
POLICY HOLDER:

Last Name:					         First Name:				         Date of Birth:

Address:						         City:					          State:		 Zip:

Relationship to Patient:				        Social Security Number:

Employer:					         Employer Phone Number:

Address:						         City:					          State:		 Zip:

Insurance Name:

Address:						         City:					          State:		 Zip:

Insurance ID#:					         Group #:

SECONDARY INSURANCE:
POLICY HOLDER:

Last Name:					         First Name:				         Date of Birth:

Address:						         City:					          State:		 Zip:

Relationship to Patient:				        Social Security Number:

Employer:					         Employer Phone Number:

Address:						         City:					          State:		 Zip:

Insurance Name:

Address:						         City:					          State:		 Zip:

Insurance ID#:					         Group #:

Date: _______________ 

Patient Name:___________________________________

Can we leave a message on home/cell phone with test results?   HOME:    YES    NO    CELL:    YES    NO

Can we speak to a family member about your care and test results?    YES    NO

If yes, please list name(s): __________________________________________________________________________________

Referring Doctor: _________________________________________________________________  Phone: ________________

PEDIATRIC PATIENTS: Please list both parents names and dates of birth:

Mother: ___________________________________________________________________________  Date of Birth: __________

Father: ____________________________________________________________________________  Date of Birth: __________
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