
9 East High St. (Rear)   .   Carlisle, PA 17013   .  (717) 440-0498  .  FAX (717) 918-5784

DEMOGRAPHIC INFORMATION 

Legal Name_________________________________________________________________________________________ 

Preferred Name__________________________________  Date of Birth________________________________________ 

Address____________________________________________________________________________________________ 

City/State/Zip_______________________________________________________________________________________ 

Home Phone:_____________________________________Cell Phone: ________________________________________ 

Email Address____________________________________________@___________________________._____________ 

Cell Phone Carrier (needed for text messaging)_______________________________________________ 

Preferred Method of Contact:  � Home Phone   � Cell Phone Call   � Text     � E-mail (check all that apply)  

Circle One:   Gender Assigned at Birth:  �Male   �Female  Gender IdenYty:  � Male  � Female   � Other_________  

Marital Status: � Single  � Married  � Separated  � Widowed   � Divorced   � DomesYc Partner  � Other (check one)  

EMPLOYMENT 

Employment Status:  � Employed FT     � Employed PT     � ReYred    � Unemployed     � Disabled      � US Military  

If employed:   Employer_________________________________________________OccupaYon____________________ 

Business Address____________________________________________________________________________________ 

City/State/Zip_______________________________________________________________________________________ 

Business Phone___________________________________________________ May We Contact You at Work  � Yes  � 
No 

INSURANCE        � No Insurance Coverage (give pt info on DPC plan) 

Health Insurance Coverage: ___________________________________________________________________________ 

ID#_________________________________________________ Group #_______________________________________ 

EffecYve Date_________________________ Insurance Subscriber:    � Self   � Spouse/Parent   � 
Other______________   

PREFERRED LOCAL PHARMACY _________________________________________________________________________ 

MAIL ORDER  PHARMACY_____________________________________________________________________________ 

OTHER PHARMACY___________________________________________________________________________________ 

EMERGENCY CONTACT(Please indicate which of your contacts is your next of kin – check the box �) – See Back 

� Name _______________________________________________________Phone______________________________ 

� Name_______________________________________________________Phone______________________________

PBHW/BSHW Created 12/28/2022  -  lwb
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