
Scituate Podiatry Group Inc. 
 

PATIENT NAME: 

 ____________________________________ SEX: _______DOB __________ 

ADDRESS: ______________________________________________________ 

CITY ________________________________STATE ______ZIP___________ 

HOME TELEPHONE # (____) ____________ CELL # (____) ____________ 

SOCIAL SECURITY # _____________________________ 

EMAIL: _________________________________________________________ 

MARITAL STATUS: MARRIED   SINGLE    DIVORED    WIDOWED  PARTNERED 

EMERGENCY CONTACT (NAME & PHONE #) 
 
 
RESPONSIBLE PERSON (IF MINOR)  NAME & PHONE # 
___________________________________________________________________________ 

INSURANCE _____________________PRESCRIPTION ___________________ 
 
SUBSCRIBER: 
 

NAME: _______________________________________ D.O.B.____________ 

SOCIAL SECURITY# _____________________________________________ 

ADDRESS: ______________________________________________________ 

CITY ___________________________________STATE _____ ZIP_________  

 

PRIMARY CARE PHYSICIAN: _____________________________________ 

ADDRESS: ______________________________________________________ 

CITY, STATE & ZIP: _______________________ PHONE # ____________ 
 
RACE: 

___WHITE ___AMERICAN INDIAN OF ALASKA NATIVE ___ASIAN ___BLACK OR 

AFRICAN AMERICAN ___NATIVE HAWAIIAN OR OTHER PACIFIC ISLAND ___OTHER 

___UNKNOWN/UNREPORTED 

ETHNICITY: 

___HISPANIC OR LATINO ___NOT HISPANIC OR LATINO  ___UNKNOWN/UNREPORTED 

LANGUAGE: 

___ENGLISH ___ARABIC ___CHINESE ___CREOLE  ____FILIPINO ___FRENCH  

___GERMAN ___ GREEK  ___ITALIAN ___JAPANESE ___KOREAN ___ OTHER 

___PORTUGUESE ___SPANISH ___VIETNAMESE ___UNKNOWN/UNREPORTED 

 

 

 




