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New Life Clinic
Patient Demographic Form

Patient Information:
Name (First, MI, Last):

Date of Birth Social Security Number: - -
SexxM__ F___ Marital Status: S M D w Race:

Language Preference if not English:

Street Address: Apt. No.:
City: State: Zip:
Home Phone: Work Phone: Cell Phone or Pager:

Email Address:

Emergency Contact Name: Emergency Contact Number:

Responsible Party Information:
Name (First, MI, Last):

Relationship to Patient: Date of Birth:

Social Security Number: - - Race: Marital Status:
Address: Apt. No.:
City: State: Zip:
Home Phone: Cell Phone or Pager:

Employer’s Name: Work Phone:

Employer’s Address:

City: State: Zip:

Primary Insurance Company’s Name:

Insurance Address:

City: State: Zip:
Insurance Phone Number:

Name of Policy Holder: Date of Birth:
Insurance ID Number: Group Number:

Secondary Insurance Company’s Name:

Insurance Address:

City: State: Zip:
Insurance Phone Number:

Name of Policy Holder: Date of Birth:
Insurance ID Number: Group Number:

Please Read and Sign this Form: | hereby authorize my insurance benefits to be paid directly to New Life Family Medicine.
| understand and am responsible for all charges including the added costs required for collection services rendered. | realize | am
responsible to pay for non-covered services and | hereby authorize the release of pertinent medical information to insurance carriers.

Patient Signature: Date:

Responsible Party Signature: Date:

What pharmacy do you use?




