CLIENT DEMOGRAPHIC INFORMATION
Today’s Date:____________________  


 Date of Birth:______________
Name (Last, First, MI):___________________________________________________
Address: ___________________________________________________________
Cell Phone: ________________________                Work Phone: _____________________
Email:_______________________________     SSN:_________________________
Gender (circle one):           Male         Female      
Marital Status (circle one):     Single      Married          Divorced     Widowed 
Student (circle one):    Non-student      Full Time      Part Time
Work (circle one):        Unemployed       Full Time      Part Time
Employer or School Information:______________________________________________
Address:____________________________________________________________
Responsible Party
Name:_________________________________________Phone:__________________
Address:_____________________________________________________________
Person to notify in case of emergency:____________________________________________
Relationship to client: _________________________________ Phone:__________________
Current Physician: ______________________________________________ 
Allergies: ______________________________________________________
If under 18, are immunizations current? (circle one)    Yes      No
Referred by:___________________________________________________
Insurance Information
Insurance Company________________
Group#_______________________
Insured Name___________________
Benefits Phone ___________________ Address__________________________
Insured ID # ______________________
Insured Date of Birth__________________
Insured Employer ___________________ 
Work Phone____________________

