Fullerton Surgery Center Patient Demographic Form
(Affix Patient Label Here)
Please check the following:
[  
] Yes, I have an Advance Directive / Living Will
[
  ] No, I do not have an Advance Directive / Living
	PATIENT INFORMATION

	Last Name:
	First Name:                           
	Middle Initial:
	Date of Birth:
	SSN #

	Address:
	City:                          State:           Zip Code:
	Email:

   Can we email you about    

   feedback/new procedures?                        



	Home Phone #
	Cell Phone #
	Work Phone #

	   Ethnicity (Circle):        Hispanic/Latino
                                       Non-Hispanic

	   Race (Circle):    White         Black       Native Hawaiian     
                             American Indian    Alaska Native   Asian         

                             Other:
	Marital Status (Circle):
Single    Married    Divorced    Widowed

	   Primary Language Spoken?

	
	Sex (circle):     Male      Female

	   Patient's Occupation:
	Employer's Name:
	Employer's Phone #

	Employer's Address:
City, State, Zip Code:
	Working Hours:
	How Did You Hear About Us?

	Name of Person You Came With Today:                                                                         Phone Number:

	PRIMARY INSURANCE INFORMATION

	Insured Person:
	Insured Date Of Birth:
	Insured SSN #
	Relation:

	Employer:
	Employer Phone #

	Insurance Company:
	Insurance Phone #

	Insurance Address: 
	Group/ID #

	SECONDARY INSURANCE INFORMATION

	Insured Person:
	Insured Date of Birth:
	Insured SSN #
	Relationship:

	Employer:
	Employer Phone #

	Insurance Company:
	Insurance Phone #

	Insurance Address: 
	Group/ID #

	FOR WORKERS COMP / PI / AUTO CASES PLEASE PROVIDE ATTORNEY INFORMATION

	Name/Law Firm:
	Date of Injury:

	Address:
	City:
	State:
	Zip Code:

	Phone #
	Fax #

	EMERGENCY CONTACT INFORMATION

	Name:
	Relationship:
	Language:

	Address:
	City:
	State:
	Zip Code:

	Home Phone #
	Cell Phone #
	Work Phone #


Yes      No








