
Demographics Intake Form 
 
PATIENT INFO: 
 
Last Name:______________________ First Name: ____________________________ M.I.: ______ 
 
Social Security #: _______- ____-______ 
 
Date of Birth: ____ / ____ / ____  
 
Gender (circle):    Male  /  Female  /  Other 
 
EMERGENCY CONTACT INFORMATION: 
 
Name: _________________________________________   Relationship: ________________________ 
 
Home Phone:  (          ) ______-_______ Mobile Phone:  (          ) ______-_______ 
 
PATIENT INFO: 
 
Home Phone:  (          ) ______-_______ Work Phone:  (          ) ______-_______  
 
Mobile Phone:  (          ) ______-_______ Preferred Phone (circle):   Home  /  Work  /  Mobile 
 
E-mail address:   _______________________________ 
 
Mailing Address: ________________________________________________ 
 
City: ______________________________ State: _______________ Zip: _____________ 
 
RESPONSIBLE PARTY: (complete only if the party responsible is NOT the patient above) 
 
Last Name:______________________ First Name: ____________________________ M.I.: ______ 
 
Date of Birth: ____ / ____ / ____ Gender (circle):    Male  /  Female  /  Other 
 
Social Security #: _______- ____-______ 
 
 
Home Phone:  (          ) ______-_______ Work Phone:  (          ) ______-_______  
 
Mobile Phone:  (          ) ______-_______ Preferred Phone (circle):   Home  /  Work  /  Mobile 
 
Relationship to patient: _______________________________________ 
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