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Electronic Medical Record Patient Information Update 

Patient Demographics 

Title (e.g. Mr. Miss. Mrs. Ms. etc.)  ______ 

First Name _____________________ Middle Initial __________ 

Last Name ___________________________________________ 

Degrees / Suffixes (e.g. PhD, PA, MD, RN etc.)  _____________________ 

Date of Birth  (format  mo/day/year)    ___________/___________/___________   Current Age ______ 

Social Security Number ( LAST 5 DIGITS ONLY )    ______________________ 

Gender    M    F    (CLICK BOX OR ) 

Home Address Street 1 ____________________________________________________ 

  Street 2 ____________________________________________________ 

  City __________________________________ State_____ Zip ________ 

Phones   Home __________________________ 

  Work __________________________ 

  Cell   __________________________ 

  Fax    __________________________ 

Email  Primary ___________________________________________________________ 

  Other     ___________________________________________________________ 

Insurance Is patient policy holder?    Yes     No   

  Medicare     Yes     No   

  Other         Yes     No   

  Phone       _______________________ 

  Payor ID    __________________________ 

  Package ID  _________________________ 

  Name ______________________________ 

  City _______________________________  State ________  Zip _______________ 

 

Communications Preferences 

Appointment Confirmation Work Phone     Voice message    Yes     No   

    Home Phone    Voice message    Yes     No   

    Cell Phone       Voice message    Yes     No   

    Email                  Fax     
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Detailed Medical Information Work Phone     Voice message    Yes     No   

    Home Phone    Voice message    Yes     No   

    Cell Phone       Voice message    Yes     No   

    Email                  Fax     

Other Contact Address     Street 1 ____________________________________________________ 

                 Street 2 ____________________________________________________ 

                 City __________________________________ State_____ Zip ________  

 

Allergies 

Allergic to _______________________________ Reaction___________________________________________ 

Allergic to _______________________________ Reaction___________________________________________ 

Allergic to _______________________________ Reaction___________________________________________ 

Allergic to _______________________________ Reaction___________________________________________ 

 

Pharmacies (local, mail-order, or when you are out-of-town) 

Name ________________________________________________________ 

City ___________________________  State  __________  Zip __________ 

Phone ____________________________    

 

Name ________________________________________________________ 

City ___________________________  State  __________  Zip __________ 

Phone ____________________________    

 

Name ________________________________________________________ 

City ___________________________  State  __________  Zip __________ 

Phone ____________________________    
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