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Family Healthcare of Fairfax, P.C. 
3025 Hamaker Court suite #350  Fairfax, VA 22031 

Phone: (703) 573-6400  Fax: (703) 641-5821 
PATIENT INFORMATION FORM       __________________________ 
      How did you hear about us? 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 

PLEASE CONTINUE ON BACK 
 
 
 

 
NAME:(First) _______________________ (Middle): _______________________ (Last):______________________      
 
Home Phone:__________________________ Cell Phone:_______________________ Work Phone:________________ 
 
Home Address:_______________________________________________________________________________________ 
 City   State  Zip Code 

Date of Birth:___________________ Age:_____ Sex:_____     E-mail:________________________________________ 
 
Social Security #:_______________________Employer/Occupation: ____________________________________ 

PERSON RESPONSIBLE FOR ACKNOWLEDGEMENT OF ACCOUNT (if different from patient) 
 

NAME:____________________________________________________  
 
Home Phone:_________________________ Work Phone:_____________________ Social Security #:________________ 
 
Home Address:______________________________________________________________________________________
                Street                                                                                  City                                                           State                  Zip Code 
Emergency Contact:______________________________________________ Daytime Phone #: ____________________ 
NAME & PHONE #s of OTHER FAMILY MEMBERS SEEN BY OUR PRACTICE: 
___________________________________________________________________________________________________ 

If card not present, complete below information: 
PRIMARY INSURANCE CO.:_________________________________________________________________________ 
 
Insurance Address:____________________________________________________________________________________ 
                  Street/ P.O. Box                                                                City                                                        State                  Zip Code 

POLICY #:_________________________________________GROUP #:_______________________________________ 
 
Policy Holder's Name:______________________________ DOB:_____________ Sex:_________ SS#:________________   
 
Employer:___________________________________________________ Work Phone:_____________________________ 
 
Work Address:________________________________________________________________________________________ 
                    Street                                                                             City                                                         State                 Zip Code 

Relationship of Patient to Policy Holder: _____ Self       _____Spouse       _____Child        _____Other 
 

RACE: ___ AMERICAN INDIAN OR ALASKA NATIVE     ___ ASIAN     ___BLACK OR AFRICAN AMERICAN    ___WHITE      
 
_______OTHER      ___NATIVE AMERICAN OR PACIFIC ISLANDER         ETHNICITY:  ___HISPANIC OR LATINO   ___NON-HISPANIC  
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I certify that the above demographic & insurance information is correct. 
 

Signature: ______________________  Date: ____________ 
(Please also sign the Financial Policy Form) 

ALL INFORMATION IS CONFIDENTIAL 
 

If card not present, complete below information: 
SECONDARY INSURANCE CO.:_____________________________________________________________________ 
 
Insurance Address:____________________________________________________________________________________ 
                  Street/ P.O. Box                                                                City                                                        State                  Zip Code 

POLICY #:_________________________________________GROUP #:_______________________________________ 
 
Policy Holder's Name:______________________________ DOB:_____________ Sex:_________ SS#:________________   
 
Employer:___________________________________________________ Work Phone:_____________________________ 
 
Work Address:________________________________________________________________________________________ 
                    Street                                                                             City                                                         State                 Zip Code 

Relationship of Patient to Policy Holder: _____ Self       _____Spouse       _____Child        _____Other 
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