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DEMOGRAPHICS QUESTIONNAIRE 

 
NAME: ______________________________________________ DATE: _________________________ 
                   (LAST)                                                      (FIRST)                                                   (MI) 
 

 
ADDRESS: _________________________________________________________________________________ 
                        ADDRESS                                         CITY                             STATE                              ZIP CODE 
 

E-MAIL ADDRESS: ____________________________________________ FAX NUMBER: __________________________________ 

 

HOME #: ___________________ WORK #: _________________ EXT.: ______ MOBILE#: __________________ 
 

BIRTH DATE: _______________ AGE: ________ SS#: ____________________ GENDER:  MALE  FEMALE 
 
OCCUPATION (CURRENT OR FORMER): _____________________________________________________________________________ 

 

RETIRED:  YES   NO      EMPLOYER: ___________________________________________________________ 
 
ACTIVITIES/HOBBIES: ________________________________________________________________________ 
 
__________________________________________________________________________________________ 
NAME OF EMERGENCY CONTACT                                                RELATIONSHIP TO YOU                                                 PHONE #          
 

 

 PRIMARY INSURANCE: _________________________ ID#: _____________________________ 

 SECONDARY INSURANCE: _______________________ ID#: ____________________________ 

 

 
WHAT ARE YOUR CONCERNS OR REASON FOR THE REFERRAL? ___________________________________________________ 

 
_________________________________________________________________________________________________ 
 

HOW WERE YOU REFERRED TO OUR OFFICE? ________________________________________________________________ 

 

YOUR PRIMARY PHYSICIAN IS: __________________________________________________ Phone#: __________________ 

 

YOUR GENERAL EYE DOCTOR IS: ________________________________________________ Phone#: ___________________ 

 


