
 
PATIENT INFORMATION 

 
 
LAST: __________________________  FIRST: _____________________ MIDDLE INITIAL: ______ 
 
Social Security Number: ______________________ Date of Birth __________________ Sex: M   F  O 
 
Address: ____________________________________________________________________________ 
 
City: ____________________________________________________________   Zip: ______________ 
 
How did you hear about us? _____________________________________________________________ 
 
Emergency contact:   Name: _________________________________________ Phone: _____________ 
 
Relationship: _________________________________________________________________________ 
  

 
Parent Name (if client is a minor): 
_________________________________ 
 
Address:_________________________ 
 
_________________________________ 
 
City:________________ ZIP:________ 
 
Phone: ________ Phone (work) _______  
 
E-Mail: __________________________ 

         

List all medications you are currently taking: 
_______________________________________ 

_______________________________________

_______________________________________

_______________________________________ 

_______________________________________ 

_______________________________________  

 
How would you like for us to contact you to confirm appointments and to notify you of schedule changes?  

Okay to leave message?          Preferred contact method? 
 
Home phone: ________________________  Yes No  Yes No 
 
Cell phone call: ____________________    Yes  No  Yes No 
 
Cell phone text: ______________________  Yes        No  Yes No 
 
Work phone: ________________________  Yes No  Yes No 
 
E-mail: _____________________________  Yes No  Yes No 
 
 
___________________________________________________                _____________________ 
CLIENT/PARENT SIGNATURE                                  DATE 


