
JACK P. ZANGARA, D.C.                                                     Today’s date:__________________________  

PATIENT DEMOGRAPHIC FORM

Due to recent changes in the healthcare industry, we are asked to obtain the following information on 
patients treated in our office. All information will be kept confidential and is not distributed to unauthorized 
parties and according to HIPPA policies.

Name:____________________________________________________________________________________

Date of Birth:__________________________  Social Security #:____________________________________

Address:___________________________________City/State/Zip: ___________________________________

Phone:  Home:____________________   Cell:_________________________  Work:____________________

Email: ______________________________________ Best way to reach you:__________________________

Marital Status:  Single, Married/Partnership, Divorced, Separated, Widowed

I live with: ________________________________________________________________________________
                                
Emergency contact:______________________________________Phone:_____________________________

Primary Language:    English     Spanish    Other___________________________Declined to answer

Race:   American Indian      Asian      Black/African American       White(caucasian)

                       Other__________________      Declined to answer

Ethnicity:  Non Hispanic/Latino    Hispanic/Latino   Declined to answer

Your occupation: __________________________ Employer: _______________________________________

Name of Primary care Physician:______________________________Phone:__________________________

Height____________ Weight:_______________      Non smoker       Current smoker       Former Smoker

Who may we thank for this referral?___________________________________________________________

Signature of Patient or Legal Representative____________________________Date:____________________
(Revised 08/2023)


