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Patient Demographic Sheet 
Please Print        Date       
 
Name          Date of Birth      
 (Last)    (First)   (MI) 
 
Address                
   (Street)      (City)   (ST)  (Zip) 
 
Phone          Marital Status   Married    Single   Divorced 
  
Patient’s Employer          Work Phone      

Spouse’s Name               

Spouse’s Employer          Work Phone      

Person responsible for bill (if other than above)       Relationship     

Address                
   (Street)      (City)   (ST)  (Zip) 
 
Nearest Relative          Relationship     
 
Address                
   (Street)      (City)   (ST)  (Zip) 
 
Were you referred by another physician?  If so, whom?          

Address                
   (Street)      (City)   (ST)  (Zip) 
 
Primary Insurance Company (#1) 

Insurance Name              

Member Name               

Employer               

Address for mailing claims             

Policy #, Certificate #, or ID #       Group #       

Phone          

Reason for Visit              
 
Authorization to Release Information and to Pay Benefits  
 
I hereby authorize any physician who has treated or attended me or my dependent to furnish any medical information requested.  
In consideration of services rendered, I hereby transfer and assign to Jose A. Lopez-Cintron, MD, who has treated me or my 
dependent, any benefits of insurance that I may have.  A photocopy of this authorization shall be considered as effective and valid 
as the original. 
 
Patient’s Social Security #       Spouse’s Social Security #      

Drivers License #        State     Medicare #      

Signature           Medicaid #      
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