
OAKTREE WELLNESS CENTER 
 

WELCOME 
 

 
PATIENT INFORMATION 

 
Patient Name_____________________________________SSN#___________________ 
 
Today’s date________________Birthdate________________Age_______Sex________ 
 
Marital Status:  Minor   Single   Married   Divorced   Widowed   Long term partner       
 
Spouse/Partner/Parent  name________________________________________________ 
 
Address___________________________City______________State_____ Zip_________  
 
Home Phone_______________Work Phone______________Cell Phone_____________ 
 
Email address________________________________ 
 
Emergency Contact:  Name___________________________Phone_________________ 
 
 

ASSOCIATIONS 
 
Please circle one of the following:   Are you currently    employed    retired    disabled    
 
Occupation_______________________Employer_______________________________ 
 
Primary Care Provider_____________________________Phone___________________ 
 
Referring Practitioner_____________________________Phone____________________ 
 
Referring Patient__________________________________________________________ 
 
How did you find out about us?______________________________________________ 
 
 
    


