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              PATIENT DEMOGRAPHIC INFORMATION 
 
Patient First Name: _____________________ MI: _______ Last Name: _________________________ 
 
Maiden Name: _________________________                   DOB: ____/_____/_____       
 
SSN: ______-______-_______   Sex:  Female  Male  � Other _____________________________       
 
Marital Status:  � Married  � Single    � Widowed     � Divorced     � Domestic Partner   � Other: ___________    
 
Race:   � American Indian/Alaska Native    � Asian     � Black/African American    
� Nat Hawaiian/Pacific Islander  � White      � Unknown     � Other____________________    � Declined 
 
Ethnicity:  � Hispanic/Latino      � Not Hispanic/Latino       � Unknown      � Declined 
 
Home Phone: (        ) ______-________   Work Phone: (        ) ______-_______  
 
Cell Phone: (        ) ______-_______ 
 
Patient Email Address: ______________________________________________________________ 
 
Physical Home Address:____________________________City:___________________ State__________ 
Zip______________ 
 
Mailing Address:________________________________City:_____________________ State_________ 
Zip______________ 
 
Occupation: _______________  � Employed   � Retired   � Full-Time Student   � Disabled   � Unemployed       
 
Employer: ___________________________ Address: __________________________________________ 
 
Family Physician: ____________________________________________ Phone: (        ) ______-_______ 
 
Referring Physician: __________________________________________ Phone: (        ) ______-_______ 
 
Pharmacy Name: ____________________City/State: ________________ Phone: (        ) ______-_______ 
 
Emergency Contact Name_____________________ Relationship___________Phone(       )______-_______  
  

If someone other than patient is responsible for payment of medical bills, please list here: 
Name: ________________________ DOB: ___/____/____ SSN: _______-_____-_________  

 
 

PATIENT AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 
  

           By signing this form, I hereby authorize Kentucky Cardiology to obtain a copy of my medical records and/or films 
of any imaging studies from my primary care physician, treating hospital, or any other medical facility/provider as deemed 
necessary by Kentucky Cardiology. This release is good for 1 (one) year from date signed. 
           
  Patient Signature  _____________________________________                        Date ________________ 


