
NEW	
  PATIENT	
  INFORMATION	
  

	
  

Date:	
  _________________________	
  

	
  

Last	
  name:	
  _____________________________	
  First	
  name:	
  _________________________	
  Middle:	
  _________________	
  

(If	
  a	
  minor)	
  Parent/Guardian	
  name:	
  ____________________________________________________________________	
  

DOB:	
  ____/____/__________	
  	
  	
  	
  	
  	
  	
  Sex:	
  	
  Male	
  	
  	
  Female	
  	
  	
  Transgender	
  	
  	
  	
  

Address:	
  _____________________________________________	
  

City:	
  _________________________________	
  State:	
  _______________	
  Zip:	
  ______________	
  

Phone:	
  _________________________	
  Cell:	
  _________________________	
  Email:	
  ________________________________	
  

Race:	
  	
  	
  Caucasian	
  /	
  African-­‐American	
  /	
  Hispanic	
  /	
  Asian	
  /	
  Bi-­‐racial	
  /	
  Do	
  not	
  wish	
  to	
  specify	
  

Ethnicity:	
  	
  	
  Hispanic	
  /	
  Non-­‐Hispanic	
  /	
  Unknown	
  /	
  Do	
  not	
  wish	
  to	
  specify	
  

Spoken	
  language:	
  	
  	
  English	
  /	
  Spanish	
  /	
  Vietnamese	
  /	
  Russian	
  /	
  sign	
  language	
  /	
  other	
  (specify):	
  ______________________	
  

Marital	
  Status:	
  	
  	
  Single	
  /	
  Married	
  /	
  Divorced	
  /	
  Widowed	
  /	
  Civil	
  Union	
  

In	
  case	
  of	
  emergency	
  please	
  contact:	
  __________________________________________	
  	
  

Relationship	
  to	
  Patient:	
  __________________________________	
  Phone	
  Number:	
  _______________________________	
  

Local	
  pharmacy:	
  ________________________________________	
  Phone	
  Number:	
  _______________________________	
  

Mail	
  Away	
  Pharmacy	
  (if	
  you	
  have	
  one):	
  __________________________________________________________________	
  

Employer:	
  _______________________________________________________	
  

Employment	
  Status:	
  	
  Full	
  time	
  /	
  part	
  time	
  /	
  seasonal	
  /	
  per	
  diem	
  

	
  


