

Demographics & Contact Information Form
(This form is to be completed by the participant.)

[bookmark: _GoBack]
First Name:				 ___ MI: ____ Last Name:					___

DOB: _____/_____/________ Age:			yrs.		Gender:   F	M       
            mm     dd     yyyy

Home Address:											

City:						 State:			 Zip Code:			


	Ethnicity:
	Race (select all that apply):

	· Hispanic or Latino
	· American Indian or Alaska Native

	· Not Hispanic or Latino
	· Asian

	· Unknown or Not Reported
	· Black or African American

	
	· Native Hawaiian or Other Pacific Islander

	
	· White

	
	· Unknown or Not Reported




Phone Numbers (Please check the preferred phone number):
 Home Phone: 	(		) ________-_______________ 
 Cell Phone:	(		) ________-_______________
  Work Phone: 	(		) ________-_______________
 Alternate Phone: 	(		) ________-_______________
 Email:                     _________________________@__________________ (Verify ICF permissions)   


In case of emergency, please notify (If more than one, please check the preferred contact):  

· Name:		_________				      _____Relationship:			

Phone Number: (		) ________-_______________


· Name:		_________				      _____Relationship:			

Phone Number: (		) ________-_______________


· Name:		_________				      _____Relationship:			

Phone Number: (		) ________-_______________

Pharmacy:							

Phone Number: (		) ________-_______________

Who may we share your information with?

 Self only

 Only those individuals listed below

1.______________________________________________________________

2.______________________________________________________________

3.______________________________________________________________

4. ______________________________________________________________


Would you like for us to notify your primary care physician of your enrollment in this study?
(check one)
 Yes   	Physician Name:	_______________________________________________________
		
                        Physician address:	_______________________________________________________

					_______________________________________________________

 No, please do not notify my primary care physician. 



Other Comments/Instructions: 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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