
DEMOGRAPHIC INFORMATION FORM 
 

Personal Information 
Client Full Name:   
Age:   Gender: M   F 
Marital Status:     
Street Address:   City:  
State:   Zip:  
Home Phone:    Cell Phone:  
Work Phone:   Fax:  
Email:      

Employment Information 
Employment Status:     
Employer (enter 
School name if minor):  

    

Work Street Address:   City:  
State:   Zip:  

Insurance Information 
Insured’s Name:  
Address of Insured:   City:  
State:   Zip:  
Relationship to 
Patient: 

    

Insurance Company:   ID Number:  
Phone number of 
Insurance Company: 

  Policy/Group 
Number: 

 

     

Contact Information 
Who Referred you to 
me?  

  Referral 
Phone No: 

 

Nearest relative not 
living with you : 

  Relatives 
Phone No: 

 

Emergency Contact 
Person: 

  Emergency 
Phone No : 

 

Do you want us to contact other professionals? 
Their Name:   Profession:  
Address:   City:  
State:    Zip:  
Family Physician:   Phone No:  
Address:   City:  
State:   Zip:  
     
Signature (Parent / 
Guardian if minor) 

  Date:  


