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Patient Information and Data Sheet 
 
Patient Name:  _______________________________  Today's Date: _______________________ 

Date of Birth: _____________  Gender: M    F       

Marital Status:  � Single    � Married    � Separated    � Divorced    � Widowed    � Partnership    

Name of Spouse/Significant Other: ______________________________ 

Address:  __________________________________________________________________ 

City:  _________________________________________________  St: _____  ZIP: _________ 

Home Phone: ________________________  Cell Phone: ________________________ 

Work Phone: ________________________  email address: ______________________________ 

Employer/ ________________________     Address: ____________________________________ 

If you wish to pay by check, please provide: SSN ____________ dr. lic #  _______________ 

How did you hear of South Bay Total Health? ________________________________________________ 
 
**************************************  EMERGENCY CONTACT ******************************************** 

Name:  _________________________  Relationship to Patient:  _________________________ 

Home Phone: ________________________  Cell Phone: ________________________ 

Work Phone: ________________________  email address: ________________________ 

Address:  _____________________  City: _______________  St: _____  ZIP: ________ 

****************************************************************************************************************** 
 
If Patient is a minor, or if some other individual or agency is responsible for the patient's 
treatment decisions, please provide the following information of the responsible party. 
 
Responsible Party:  ______________________Relationship to Patient:  __________________ 

Address:  _________________________________________ 

 City:  __________________  St: _____  ZIP: _________ 

Home Phone: ________________________  Cell Phone: ________________________ 

Work Phone: ________________________  email address: ________________________ 
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