Health Partner Information

Full Name: __________________________ Name preference_____________

Birth Date: _____________                           Today’s Date_________________
          
Preferred pronouns: he/him   she/her   they/them

Street Address:______________________________________________________________________ 

City: ___________________ State: ____ Zip: ____________

Home # (       )                               Work # (       ) ________________
                        
Cell # (        ) ___________________      Prefer text reminder___________

Any number where we may NOT leave messages such as appt. reminders or lab results?
□ Home	□ Work	□ Cell         

Email Address: ___________________________________
(We send an email once a month at the most that contains health updates, information on classes, or specials.) If for any reason you do not want these occasional emails, please indicate _____)
We will never share your email address.

Do we have your permission to communicate regarding your health by email?  ___yes   __ no 

Marital Status:  □S     □M     □D     □W    Spouse’s/partner’s name____________________

Emergency Contact name and relationship: ____________________________ 

      Phone (        ) ________________________________

      Street Address_________________________________

      City: ___________________ State: ____ Zip: ________


Whom may we thank for your visit?         

      Referring Physician/Health Care Provider________________________

       Friend/Family Member: _____________________________________

       □Our website          □Sign  
       
      Other: (Please Name):______________________________ 
