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Patient Demographic Form 
Last name__________________________ First name___________________________ MI ____
Date of Birth:________________________ Sex:   ☐Male     ☐Female
Address:_______________________________________     City:_________________________
State:__________________________________________     Zip Code:____________________
Phone:  Home: __________________ Mobile:___________________Work:________________
Email:___________________________________________________
Legal Partner/Spouse Information 
Last name__________________________ First name___________________________ MI ____
Date of Birth:_______________________Spouse employer:_____________________________
Phone:______________________________   Address:_________________________________
Insurance Information 
Primary Insurance:____________________ID#:___________________ Subscriber:__________
Secondary Insurance:___________________ID#:__________________Subscriber:__________
Emergency Contact 
Name:__________________________________Relationship:____________________________
Phone:__________________________________Email:_________________________________

I hereby authorize Green Health Collective, its representatives, physicians, and staff, to share any and all medical and financial with the above individuals serving as my emergency contact
Name:____________________________________ Date: _______________________________
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