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PATIENT DEMOGRAPHIC INFORMATION FORM 
 

PLEASE FILL OUT EVERY SPACE.  IF IT DOES NOT PERTAIN TO YOU, PLEASE WRITE N/A, FOR NOT APPLICABLE. 
 

PATIENT INFORMATION     (IDX screen 1)    

Patient's Name (Last, First, Middle Initial)                        Sex (Circle one)                              Birth Date                   Social Security # 
      
   
 AKA:                                                                          Male     Female                    
Home Telephone #                 Cell Phone #                              Address (Street, Apt.#, City, State)                                       Zip Code    
 
Marital Status (Circle one)                         Ethnicity:                 Race:                      Primary Language Spoken:                      
M    S    D   W 

Employment Status (Circle one)                        Name and Address of Patient's Employer                              Work Telephone #         
 

Active      Retired       Other________   

Referral Information 
 Referring Provider:                                                                 PCP (Primary Care Provider): 
 

⁭  Friend/Family   ⁭  Insurance     ⁭  Internet    ⁭  Phone Book    ⁭  Advertisement      ⁭  Other: _________________________ 
Email Address:  
 

COMMUNICATION PREFERENCE 
⁭ I authorize St. Vincent Physician Network, and those parties acting on behalf of St. Vincent Physician Network, to contact me to 
remind me to schedule appointments for health services. 
I would like to receive such contact via: ⁭  E-mail   ⁭  Text Message     ⁭  Home Phone    ⁭  Cell Phone     
                                                                    ⁭  I do not want appointment reminders      
ICC - How may we contact you? (please check ALL that apply) 
⁭  E-mail   ⁭  Text Message     ⁭  Home Phone    ⁭  Cell Phone    ⁭  US Mail   
 

Is it ok to leave medical information on your answering machine or voicemail? _____Yes ______No ____________(initials)  

GUARANTOR     (IDX screen 2)          Check if information is the same as above.       

Name of Person Responsible for the Bill (Last, First, Middle Initial)                                                         Relationship to Patient(circle one)   
 

                                                                                                                               Self      Spouse      Parent/Guardian      Other_______ 
Address (Street, Apt.#, City, State)                               Zip Code                              Home Tel:  
 
Social Security #                                                               Date of Birth:  
 
Sex (Circle one)              Marital Status (Circle one)                 
 

Male    Female            M  S  D  W      
Name and Address of Employer                                                                                        Work Telephone:                                           
 

  

Emergency Contact  Information ( IDX  screen 3) 

Name:                                                                             Relationship to Patient:   Spouse   Parent    Child    Other __________  
 
  

Home Telephone #                                         Work Telephone #                                             Cell Phone # 
 

Do you have an Advance Directive on file?       ⁭  Yes   ⁭  No   
 

Additional Registration Notes ( IDX screen 4) 
(such as Mother/Father info for minor child if different from primary information, legal guardian, power of attorney, etc.) 
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INSURANCE (PRIMARY) 

Primary Insurance Company (Name and Address)                                      ID#                                       Group or Plan # (please list all characters) 
 
Primary Insured's Name (Policyholder)              Patient's Relationship to Insured (circle one)             Insured's Birth Date 
___________________________________            Self      Spouse      Child       Other_______ 
 

Name as listed on Insurance card if different from above:  
Name and Address of Employer                                     Telephone #                                      Insured's Social Security #  
                                                                                 
   

 

INSURANCE (SECONDARY) 

Secondary Insurance Company (Name and Address)                           ID#                                       Group or Plan # (please list all characters) 
 
Secondary Insured's Name (Policyholder)          Patient's Relationship to Insured (circle one)          Insured's Birth Date 
___________________________________            Self      Spouse      Child       Other_______ 
 

Name as listed on Insurance card if different from above: 
Name and Address of Employer                                      Telephone #                                        Insured's Social Security # 
                                                                                
 

 

Financial and Treatment Consent 
By signing my name below: 
 

I hereby guarantee payment in full within thirty (30) days of all charges established by St. Vincent Health for services 
rendered to me or my dependent, unless other arrangements satisfactory to St. Vincent Health have been made. This 
includes any charges that a third-party payer may determine to exceed usual and customary limits. 
 

I understand and acknowledge that if any unpaid amounts owed by me are assigned to a third party for collection, I will be 
responsible for paying attorney fees, interest, court costs, and other costs of collection, including but not limited to 
collection agency fees.  
 

I authorize Medicare, Medicaid, all relevant commercial payers to pay St. Vincent Health on my behalf for any services 
furnished to me or my dependent. I certify that I have read this assignment of benefits, that the information given by me is 
correct, and that I agree to all of the provisions contained in it.  
 

I understand that if I am facing financial difficulty I can apply for financial assistance from St. Vincent Health. 
 

The insurance information I have provided is current and correct. 
If I sign this form and the insurance card is found later to be outdated or invalid, I understand that I am responsible for 
paying for the services in full and will need to file with the insurance carrier myself.  
 

I hereby authorize consent to my St. Vincent Health Provider(s) for treatment, release of medical information necessary to 
process claims, and for general health care operations. I agree that this Consent is valid for all treatment and 
payment of said treatment for a period of twelve (12) months following execution of the Consent. 
 

My insurance Co-Pay is due at the time of service, per my insurance company policy. 
 

______________________________________________  ____________________________ 
Patient/Guarantor/Guardian Signature Date  
 

Receipt of Notice of Privacy Practices: 
 
  I acknowledge that I have received the St Vincent Physician Network Joint Notice of Privacy practices. 
(Patient’s Initials) 

(If patient did not sign, give reason and initial.)          
  

Note to Office Personnel: Make a new copy of insurance card every twelve (12) months or whenever insurance information changes.  
Always ask to see the card and verify the information on it. 


