
 
935 East Henrietta Road, Rochester, NY 14623  585-424-5120 

 
Thank you for choosing our practice. Please fill out this confidential form as completely as you can. If 

you have any questions, we’ll be glad to help. (Please print) 
 

PATIENT INFORMATION 
Name:_______________________________ [  ] Dr. [  ] Mr. [  ] Mrs. [  ] Ms. [  ] Rev. [  ] Other:______ 

Address:_____________________________  City:____________  State:______  Zip:_____________ 

[  ] Male [  ] Female [  ]Other:______________      Occupation:_______________________________           

Home #:(____)_____________________           Work #:(____)________________Ext_______            

Cell #:(____)_______________________    DOB:_____/_____/_____  SSN#:_____-_____-_____ 

Email:_________________________________ 

Are you:[  ] Minor [  ] Married [  ] Single [  ] Divorced [  ] Widowed [  ] Separated 

Is the patient a full time student? [  ] No  [  ] Yes    If yes, name of school:________________________ 

Spouse’s Name:_______________________________  Spouse Occupation:______________________ 

Spouse’s Phone #:(____)________________Ext_______ 

RESPONSIBLE PARTY(if different from patient) 

Name:___________________________  Phone #:(____)________________ 

Address:_____________________________  City:____________  State:______  Zip:_____________ 

DOB:_____/_____/_____  SSN#:_____-_____-_____   

Relationship to patient:___________________________ 

 

 

 

 

YOUR PREFERENCES 
Preferred contact method:_______________________________ 
Whom may we thank for referring you?         How do you wish to be addressed by our staff? 
_______________________________           ______________________________________ 


