Squirrel Hill Health Center
Patient Demographics and Registration

	PATIENT INFORMATION

	Name (Last, First MI) AS LISTED ON INSURANCE CARD

	Social Security number
__ __ __ - __ __ - __ __ __ __

	Date of Birth
____________________ (mm/dd/yyyy)
	Sex:  ( Female   ( Male

	Marital Status:
□ Single   □ Married  □ Life Partner   □ Separated  □ Divorced   □ Widowed  

	Street Address

	City, State, Zip


	Home Phone Number

	Alternate Phone Number

	Emergency Contact
	Emergency Contact Phone Number 

	Employer
	Employer Phone Number 

	Email address

	The following box is for demographic purposes only. These answers will remain strictly confidential.

	1. Ethnicity:
Are you of Hispanic/Latino origin?  □ Yes   □ No
2. Race:
□ American Indian/Alaskan Native

□ Asian

□ Black/African-American

□ Multi-Racial

□ Native Hawaiian
□ Other Pacific Islander, Non-Hawaiian

□ White
3. How did you hear about us?:________ ______
4. Homeless Status: □ Homeless    □ Not Homeless            □ Transitional
	5. Are you a Migrant Farm Worker?
     □ Yes             □ No          

 6. Are you best served by a language other than English?
   □ Yes            □ No          Language:___________________
7. Religion:_____________________________________
8. Veteran Status:  □ Yes      □ No



	Household member who is responsible for payment (Only one person should be listed per household)

	 □ Check here if same as above
	

	Name (Last, First MI)
	Relationship to patient

	Date of Birth
	 Sex:  □ Female   □ Male

	Street Address
	City, State, Zip

	Phone Number
	

	INSURANCE INFORMATION (Leave blank if no insurance)

	Name of Primary Insurance: _________________________________________________

	Name of Secondary Insurance: ________________________________________________


