
 
Demographic Face Sheet Form  

Patient’s Name____________________________    ____________________________     _________     
                                 Last                                                                   First                                                                 M.I.                                                                                                             

SS# ___________________ Date of Birth ______/______/______Sex:  M / F   Marital Status__________ 

Home Address ___________________________________________________ Apt#____________ 

________________________________    ____________________    ______________________ 
City                                                              State                                    Zip Code 
Home #                                              Work #                                         ___ Cell # __________________ 
 
Email address:_______________________________________________________________________ 
 
Primary Care Physician (first and last name)__________________________Phone #  _________________ 
 
Address:_________________________________________________________________________________ 
Primary Insurance Information 

Policyholder Name _____________________ Date of Birth_____/_____/______SS#___________________ 

Insurance Name____________________________________________ 
Policy#___________________________________ Group#__________________ 

Relationship to Policyholder:        Self_______ Spouse_______ Child_______ Other_______ 
Employer Name ___________________________________________ 

Address _____________________________ City_________________ State________ Zip_______________ 
 
Secondary Insurance Information 

Policyholder Name ______________________ Date of Birth_____/_____/_____ SS#_________________ 
Insurance Name_____________________________________________ 

Policy#___________________________________ Group#__________________ 
Relationship to Policyholder:        Self_______ Spouse_______ Child_______ Other_______ 

Employer Name ___________________________________________ 
Address _____________________________ City_________________ State________ Zip_______________ 
 

Date of injury if it applies ______/______/_____ State in which the accident occurred___________________ 
Injury is: Work Related________ Car Accident______Other (describe) ______________________________ 
 

Name of emergency contact_________________________ Phone _________________ Relationship_______________    

 
I authorize the release of any previous results or images in the event it is needed to help with the diagnosis and plan of 
care for further treatment. I permit a copy of this authorization to be used in place of the original.  I understand and 
acknowledge that I am personally responsible for the services rendered at this facility. We will bill your insurance 
carrier as a courtesy. In the event of non-payment, I understand I will be responsible for any outstanding balances. 

X__________________________________________________________      Date_____________________________ 
    Patient signature or guardian for the minor patient 


