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WWW.crystallakeclinic.com 

 
 

Patient Demographics 
 
 
Patient Last Name: ____________ Patient First Name: __________Middle Initial: _____ 
 
Date of Birth: _________________ Sex: � Female � Male   
 
Mailing Address: ____________________________________P.O. Box: ______________ 
 
City:____________________State: __________________ Zip Code: ________________  
 
 
Primary Phone: _____________________ Cell/Home/Work (circle one) 
 
Alternate Phone: ____________________ Cell/Home/Work (circle one) 
 
Emergency Contact: __________________Relationship: ________Phone: ____________  
 
Email Address: ____________________________________________  
 
Financially Responsible Party and address: □ Self (If over 18) □ Other 
 
Name:_______________________________________Relationship: _________________ 
 
Address: (If different than Patient): _____________________________________________ 
 
City/State: ________________________________________ Zip Code: ________________ 
 
Employer: ____________________________ City/State/Zip: _________________________ 
 
Name of Insurance: _________________________________Policy Number: ____________ 
 
Insurance Company Address: __________________________________________________ 
 
Name of Subscriber: ____________________ Group Number:____________ 
 
Subscriber Date of Birth: _____/_______/______________ 
 
Relationship of subscriber to patient: ___________________________________  
 

Rev: 11/11/15 

Appt Date: ___________ 
 
Time: __________AM/PM 
 
Clinic Location: _________ 
 
Provider: ______________ 


