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Description automatically generated]
Renaissance Health Medical Clinic

Patient Demographics Form
First Name: ________________________________________
Middle Name: ________________________________________
Last Name: ________________________________________
Previous Name/Birth Name: ________________________________________
Date of Birth (DOB): ________________________________________
Sex: ________________________________________
Ethnicity: ________________________________________
Race: ________________________________________
Preferred Language: ________________________________________
Gender Identity: ________________________________________
Sexual Orientation: ________________________________________
Address 1: ________________________________________
Address 2: ________________________________________
City: ________________________________________
State: ________________________________________
Zip Code: ________________________________________
County: ________________________________________
Home Phone: ________________________________________
Work Phone: ________________________________________
Cell Phone: ________________________________________
Email Address: ________________________________________
Preferred Contact Method (Phone Call, Email, Text Message): ________________________________________
Marital Status: ________________________________________
Guardian’s Name: ________________________________________
Emergency Contact: ________________________________________
Emergency Contact Phone: ________________________________________
Preferred Pharmacy: ________________________________________
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