
	

PF04W Patient Demographic Form  3/20/18 
	

BOISE DERMATOLOGY           3109 S. Meridian Road 
208-888-0660          Meridian, ID 83642-7088  
 
LAST NAME: ___________________________________ FIRST NAME: ____________________________ MIDDLE INITIAL: ____ 
 
NICK NAME: __________________  MARITAL STATUS:    S   M    D   W   SS#: ______________________________ 
 
BIRTH DATE**: _________________      SEX:    M     F        EMAIL: ________________________________________________ 
 
CELL PHONE: _____________________ HOME PHONE: ___________________ WORK PHONE: _______________________ 
 
PREFERRED PHONE (Please choose one):   HOME____   WORK____   CELL____    MAY WE SEND TEXTS: YES___ NO__ 
 
ADDRESS: _______________________________________________   ________________________ ________   ______________    
           CITY                                       STATE         ZIP 

PREFERRED METHOD OF CONTACT:  PHONE _____ EMAIL _____  PORTAL _____  
 
May we leave a detailed message: Yes___ No___ May we send a newsletter with current info: Yes___ No___ 
                                                                                                          

 
PRIMARY INSURANCE: ________________________________    ID#__________________________ GROUP #_____________ 
 
SECONDARY INSURANCE: ______________________________    ID#__________________________ GROUP #____________ 
 

 

 
 
IS YOUR VISIT DUE TO A JOB RELATED INJURY OR AUTOMOBILE ACCIDENT?  Y   N   Occupation: _________________ 
Boise Dermatology complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. Boise 
Dermatology does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex. 
 

 
Patient or Responsible Party Signature_________________________________________________ Date:________________ 

POLICY HOLDER (If different from patient) 
 

POLICY HOLDER NAME: __________________________________________________ RELATIONSHIP: ______________________ 
 
POLICY HOLDER DATE OF BIRTH: ________________________   SEX:   M   F 
 
ADDRESS: ____________________________________________   ________________________ ___________ ____________ 
        CITY   STATE  ZIP 

EMERGENCY CONTACT INFORMATION 
 

NAME: ________________________________________________________________PHONE: ______________________ 
 

RESPONSIBLE PARTY (If patient is minor or incapacitated) 
 

NAME: ______________________________________________________________ RELATIONSHIP: ______________________ 
 
DATE OF BIRTH: ________________________  SS#:_________________________________  SEX: M F 
 
ADDRESS: ____________________________________________   ________________________ ___________ ____________ 
        CITY   STATE  ZIP 
 
HOME PHONE: ________________________ CELL: ___________________________ WORK: ______________________________ 


