
SOUTHWEST INFECTIOUS DISEASE ASSOCIATES, LTD  
DEMOGRAPHICS 

First Name:_______________________________ Middle Initial:_______ Last Name:________________________ 
 
Date of Birth:_____________________       Sex: M  F  

Address: ______________________________________________________________________________________ 
               Street                                                                             City                                       State               Zip Code 

Phone #s: Home (       )___________________ Cell (       )___________________ Office (       ) ________________ 

Email Address: ________________________________________________________________________________ 

Ethnicity:_____________________  Preferred Language: _________________________ Race: ________________ 

Marital Status  ​Single   Married   Divorced ​           Spouse’s Name: _______________________________________ 

Emergency Contact / Relationship to Patient __________________________________  Phone #  (       )__________ 

Referring Physician: ___________________________________________________________________________ 
                                           ​Name  ​                                        ​ Address   ​                                      ​Phone 
Primary Care Physician:​________________________________________________________________________ 
                                           ​Name  ​                                         ​Address ​                                        ​Phone 

 
RESPONSIBLE PARTY INFORMATION      ( ​Please provide your insurance cards at check-in) 
Responsible Party Name: ____________________________________________     __________________________ 
                                         ​Last​                                       ​ First​                          ​ MI ​           ​ Relationship to Patient 
Address: ______________________________________________________________________________________ 
 
Phone: (Home): _____________________ (Cell):________________________  (Work):______________________ 
 
Date of Birth: ____________________ 
 
PRIMARY INSURANCE INFORMATION 
Name of  Insured________________________________ DOB: _____________    __________________________ 
                                                                                                                                      ​Relationship to Patient 
Insurance Company____________________________________Phone Number (       )_______________________ 
 
SECONDARY INSURANCE INFORMATION 
Name of  Insured________________________________ DOB: _____________    __________________________ 
                                                                                                                                      ​Relationship to Patient 
Insurance Company____________________________________Phone Number (       )_______________________ 
 
I request LAB orders to be sent to:______________________________________________________________ 
 
Pharmacy Information: _______________________________________________________________________ 
                                          ​Name                                               Address                                        Phone 
 
I agree that the information on this form is accurate and up-to-date to the best of my knowledge. 

_______________________________________________            _________________________ 
(signature of Patient or Legal Representative)                                                                         (Date) 


