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FAMILY INFORMATION SHEET Date: 
 
  
 
Patient’s Last Name:     First Name:     M.I: 
 
Name of Parent/Guardian if patient is under the age of 18: 
 
Address: 
  Street     City  State  Zip 
 
Phone:       Cell Phone:______________________ 
 
Social Security #:     Marital Status: 
 
Please Circle All That Apply 
 
Number of Persons in Household            Public Assistance:      Yes     No 
 
 
Household Annual Income:  1. 0 – 15,000 2. 15,001 – 25,000 3.  25,001 – 35,000 
 
 4.  35,001 – 45,000 5.  45,001 – 55,001 6.  55,001 – 65,000 7.  Above 65,001 
 
 
Household Members:      PLEASE INCLUDE YOURSELF ON LINE ONE 
 
       Highest Level 
Name   DOB  School Attended Relationship Race Sex 
 
1. SELF 
 
2. 
 
3. 
 
4. 
 
5. 
 
6. 
 
Person to Notify in case of emergency: 
 
Name:      Phone: 
 
Relationship:  
 
Name of Primary Care Doctor____________________________________ 
 
Primary Care Phone #__________________________________________ 
 
Insurance Co __________________ Policy #_____________________ 
 


