
Patient Demographic and Information Record
 

 

Last Name________________________ First Name______________________              
 
Address  __________________________________________________________________________________________________ 
 
Mailing Address 
                                       (if applicable) 
Race  

 Native Hawaiian or other Pacific Islander             Hispanic or Latino             More than one race 
 American Indian or Alaska Native                       Asian                Other 
  Black or African American             White 

Sex 
     M      F  

 

Home Phone  ___________________       Work Phone________________ Cell Phone_________________ 

Occupation_______________________ Employer _____________________________ 
 

News ___     Internet Search ___    HUPTI Website ___   Family/Friend___     

Newsletter ___    Doctor ____   Other ___________ 

Last Name_______________________________First Name________________________Middle Initial_____ 

Social Security No.__________________________Relationship to Patient______________________________ 

Address_______________________________________________________________________________ 

Mailing Address if Different___________________________________________________Occupation_____________ 

Employer_____________________ Employer’s Address_________________________________________________ 

First Name__________________________________Last Name_____________________Middle Initial_______ 

Social Security________________________________DOB_________________________ 

Last Name__________________________________First Name_____________________________Middle Initial____ 

Primary Care Physician________________________________________Phone Number______________________ 

Address______________________________________________________________________________________ 

Specialist #1 _______________________________________Phone Number____________________________ 

Address_____________________________________________________________________________________ 

Specialist#2________________________________________Phone Number____________________________ 

Address __________________________________________________________________________________ 

 

Social Security No. 
Middle 
Initial 

 How Did You Hear  About Us?                                             
      ( Please check all that apply) 

 
 
 

 
 
 

  

  
Single    ___      Divorce     ___        Date of Birth_________________    Age _____    

Married ___      Widowed  ___        Preferred Language _____________________ 

Responsible Party (if applicable) 

Spouse 

Emergency Contact 

Marital Status 

Employer’s Address  City    State   Zipcode 

______   ______________ 

Revised 6.27.12 


