
PATIENT DEMOGRAPHIC FORM

600 Northern Blvd., Suite 312, Great Neck, NY 11021 • 516.829.0045 • fax: 516.829.0441 • www.michaelsetzen.com

PATIENT INFORMATION DATE:

Patient Name: _________________________________________ Patient’s Social Security Number: __________________________

Date of Birth: ___________________________        Sex:  M ❍   F ❍ Marital Status?  S ❍   M ❍   D ❍   W ❍

Street Address: _____________________________________________________________________ Apt. No.: _________________

City: ___________________________________________________________ State: ________________ Zip Code: _____________

Home Phone: (______)__________________________________ Work Phone: (______) ___________________________________

Cell/Pager Number: (______) ____________________________ Email Address: _________________________________________

Emergency Contact Name/Relation: _______________________________Emergency Contact Phone: (______) ________________

GUARANTOR/PARENT INFORMATION

Responsible Party Name: ____________________________________ _________________________________ ______________
(Last)    (First)   (Middle)

Relationship to Patient: _____________________________________________ Responsible Party Date of Birth: ________________

Guarantor’s Social Security Number: __________ - ______ - ___________

City: ___________________________________________________________ State: ________________ Zip Code: _____________

Home Phone: (______)__________________________________ Cell/Pager Number: (______) _____________________________

Employer’s Name: _____________________________________ Work Phone: (______) ___________________________________

Employer’s Address: ___________________________________________________________________________________________

City: ___________________________________________________________ State: ________________ Zip Code: _____________

Pharmacy:   Name: _______________________________________________ Phone: _____________________________________

Address: ______________________________________________ Fax: _______________________________________

PATIENT’s INSURANCE INFORMATION *Please provide Insurance Card and Photo ID to receptionist

Primary Insurance Company’s Name: _____________________________________________________________________________

Insurance Address: ____________________________________________________________________________________________

City: ___________________________________________________________ State: ________________ Zip Code: _____________

Phone Number (______) ________________________________

Name of Policy Holder: ___________________________________________________ Date of Birth: ________________________

Insurance ID Number: _____________________________________________ Group Number: ______________________________

Secondary Insurance Company’s Name: ___________________________________________________________________________

Insurance Address: ____________________________________________________________________________________________

City: ___________________________________________________________ State: ________________ Zip Code: _____________

Phone Number (______) ________________________________

Name of Policy Holder: ___________________________________________________ Date of Birth: ________________________

Insurance ID Number: _____________________________________________ Group Number: ______________________________

PATIENT’s REFERRAL INFORMATION

Primary Care Physician: ________________________________________________ Phone (______) __________________________

Address: _______________________________________________ City: ________________ State: __________ Zip: __________

Referring Physician: ___________________________________________________ Phone (______) __________________________

Address: _______________________________________________ City: ________________ State: __________ Zip: __________


