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DEMOGRAPHIC SHEET

PCG FORM 6.02
rev. 07/12/2011

A.  PATIENT INFORMATION (EZBis/Filing/General 1-24) Account No.
First MI Last Suffix

Name

Called Name Birthdate Age

Address
City State Zip

Soc. Sec. Date of Account

Phone Work Status: Employed

Work Phone Full-Time Student

Cell Phone Part-Time Student

Pager No. Other

Email Address

Sex: Male Female OFFICE USE +  - Phone

Marital: Single Widowed ONLY: +  - Cell

Seperated Divorced RECALL +  - Text Message

Married Unknown SYSTEM +  - Email

B. NEAREST RELATIVE NOT LIVING WITH YOU: 
First MI Last Suffix

Name

Address
City State Zip

City

Phone Cell Phone

C. OFFICE USE ONLY (EZBis/Filing/General 25-30)

Account PI CA Account Type: 6 4
Category MM MC 8 3

WC MK 9 7
Accounting 

Method
none Default Service

Code Set STD Doctor 1

__________________________
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______/______/______
D.O.A.             . 
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D. EMPLOYER INFORMATION (INSURANCE)

Employer Name

Attention

Address

City State Zip

Contact Email

Phone Fax

E. GUARANTOR INFORMATION (GUARANTOR)

Guarantor Relationship to Patient

Self Wife Husband Child Other

First MI Last Suffix

Guarantor Name

Address

City

State Phone Numbers

Zip Code Home

Soc Sec No Work

I certify that, to the best of my knowledge, the above information is correct.  I also understand that if this

account should be referred to a collection agency for non-payment, I agree to pay court cost, attorney's

fees, collection fees, interest at the statutory rate and all other cost of collections.

Date Signed      /  /
signature

The nature of the procedures, possible alternative methods and possible complications have been fully

explained me by my physician.  No guarantee or assurance has been given me by anyone as to the results

results that may be obtained.

Date Signed      /  /
signature

__________________________
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______/______/______
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