


Patient Questionnaire

(PLEASE PRINT)

Patient Name:_______________________________________________________ Date of Birth: _____________________

Patient Signature: __________________________________________________________ Date: _____________________

Please complete for your chart. Please answer by putting a checkmark in the appropriate box.

RACE

q American Indian / Alaska Native

q Asian

q Black/African American

q Declined

q Nat Hawaiian / Pacific Islander

q Other Race

q White

RELIGION

q Buddhist

q Catholic

q Hindu

q Islam

q Jewish

q Protestant

q Other

q N/A
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ETHNICITY

q Declined

q Hispanic or Latino

q Not Hispanic or Latino

PREFERRED
COMMUNICATIONS

q Declined

q Email

q Fax

q Mail

q Patient Portal

q Phone

q Text
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