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        ___/___/___   ____:____AM/PM
Patient/Guardian Signature     Printed Name  Date  Time

Date: Are you a previous patient?

 / / � Yes     � No
Patient Information:
Legal Name: Preferred Name: Age: Date of Birth:

 / /
Address/City/State/Zip: Sex: � Male � Female

Gender Orientation (if applicable): � Non-Binary 
� Transgender Male � Non-Disclosed
� Transgender Female � Other
Marital Status: � Single � Married
� Divorced � Separated � Widowed
� Domestic Partnership

Religious Preference:      � Christian      � Non-Christian      � No affiliation       � Other:
Home Phone:   ( ) Cell Number:   ( ) SSN:

Race: Employer/School:

Guardian/Guarantor Information: (As Applicable)
Same as the Patient above? � Yes    � No If NO, please complete items below:

Last Name: First Name: Initial:

Address/City/State/Zip: Age: Date of Birth:
 / /

Sex: � Male � Female
Gender Orientation (if applicable): � Non-Binary 
� Transgender Male � Non-Disclosed
� Transgender Female � Other

Home Phone:   (             ) Cell Phone:   (             ) SSN:

Relationship to Patient: Employer/School:

Emergency Contact Information:
Emergency Contact Name:

Emergency Contact Phone Number:   (             ) Relationship to Patient:

Address/City/State/Zip:

Patient consents to have emergency contact notified if patient is transferred to another hospital (including an ER):     Yes   No
 (Initial) (Initial)

Reason for visit today:

Who referred you to our facility?

How did you hear about us?

The information provided above is accurate and complete to the best of my knowledge.

Plate:  Black



