
(forms/pt.forms/pt.demo info. NPT 5/12) Appendix AA 
 

PATIENT DEMOGRAPHIC INFORMATION 
 

Please fill out the following information so we can update your chart.  Date:___________________ 

Patient Name: ______________________________________________________________________________ 
  Last     First    Middle Initial     

Address:           ______________________________________________________________________________ 
  Street 
 ______________________________________________________________________________ 
  City   State  Zip   Home Phone# 

Cell Phone#:_______________________   Social Security #___________________________________  

Driver’s License # ___________________  Date of Birth: ___________________ Marital Status: ____________ 

EMAIL Address: ______________________________________________________ 

Primary Care Provider (Family Doctor) ____________________How did you hear about us? _______________ 

Employer Name: _________________________________       Work Phone #: ___________________________ 
 

Race:  �  Caucasian  � Asian   � African American  � Chinese  � Filipino  � Japanese  
� Native American � Native Hawaiian � Pacific Islander   � Unknown � Other ________________    

Ethnicity:  � Hispanic or Latino � Not Hispanic or Latino � Unknown /Not Reported 

Preferred Language:  �  English  � Spanish � Vietnamese � Other ____________________________ 
 

PHARMACY INFORMATION 

Pharmacy Name:___________________________   Location: __________________________________                                  

PERSON RESPONSIBLE FOR ACCOUNT & INSURANCE INFORMATION 

Name:   _______________________________________________________________________________________________________ 
         Last     First     Middle Initial 

Address: _______________________________________________________________________________________________________ 
                   Street 
 _______________________________________________________________________________________________________ 
  City    State              Zip   Home Phone # 
 

PRIMARY INSURANCE INFORMATION: 
Name of Insurance:____________________________________ Policy ID:____________________________ 
Group Number:________________________   Group Employer:__________________________________ 
Name of Policy Holder:_______________________ SSN#:______________________Date of Birth:__________ 
Policy Holder Relation to Patient:      Self         Spouse        Child      Other______________________________ 

DO YOU HAVE ANOTHER HEALTH BENEFIT PLAN?     Yes____   No____ 
If yes, please complete secondary insurance information below: 

SECONDARY INSURANCE INFORMATION: 
Name of Insurance:____________________________________ Policy ID:____________________________ 
Group Number:________________________   Group Employer:__________________________________ 
Name of Policy Holder:_______________________ SSN#:______________________Date of Birth:__________ 
Policy Holder Relation to Patient:      Self         Spouse        Child      Other______________________________ 

                                                                                                                    _____________________________________________ 
              SIGNATURE        


