
CENTER STREET COMMUNITY HEALTH CENTER 

Student Demographic Information 

 

Name: (Last) ______________________ (First) ____________________ (MI) ____ Date of Birth: ___________   

Social Security Number: ______________________  Gender: (Circle One)   Male     Female                    

Address: _______________________________ City: _____________ State: ____ Zip: ________ County: ______ 

Phone Numbers: Cell: ______________   Can you receive text messages? YES NO      Home: ________________  

Work: _____________ Message Phone: ____________ Email Address: _________________________________ 

Preferred way of communication: (Circle One)  Cell Phone    Home Phone     Work Phone  Message Phone     Email 

Do we have permission to contact you and leave messages on your preferred communication method? Yes    No 

Patient’s School:_________________________________  Patient’s Grade:_____________________ 

Marital Status: (Circle One)    
-Single   -Married   -Separated   -Divorced   -Widowed 
Race: (Circle One)      
-Asian Indian    -African Am./Black     -Caucasian/White     -Chinese     -Filipino     -Guamanian or Chamorro     -Japanese 
-Am. Indian/Alaska Native     -Native Hawaiian/Other Pac. Islander     -Korean    -Other Asian     -Other Pac. Islander   
-Samoan     -Vietnamese     -Other Race     -Declined to Specify           
Ethnicity: (Circle One)     
-Hispanic or Latino     -Not Hispanic or Latino     -Chicano     -Cuban     -Mexican     -Mexican American     -Puerto Rican 
-Spaniard     -Spanish Basque     -Unknown     
Veteran Status: (Circle One) 
-Veteran     -Non-Veteran     -Unknown 

Pharmacy Information                                                           ____                     ________________________ ____ 

Pharmacy: ___________________________     Location: __________________________________  

Legally Responsible Parent or Guardian Information (If applicable) ___________________________ ____ 

Name: (Last) ______________________ (First) ____________________  (MI) ____ Date of Birth: ___________   

Social Security Number: _______________        Gender: (Circle One)       Male     Female     

Relationship to patient: _______________         Legal custodian:  YES   NO     Residential parent:  YES    NO 

Insurance Information________________________________________________________________ ____ 

Insurance Company Name: ____________________________ Policy Holder’s Name: ______________________ 

Patient’s Relationship to Policy Holder: ___________________ Policy Holder’s Date of Birth: ________________ 

Policy Holder’s Social Security Number: __________________ Policy Holder’s Phone Number: _______________   

Emergency Contacts______________________________________________________________________ 

Name: _____________________________ Relationship: ______________ Contact Number: _______________ 

Name: _____________________________ Relationship: ______________ Contact Number: _______________ 

 

In addition to our school based health center, we offer the following services and care at these additional locations:  
Center Street Community Health Center in Marion: Primary Medical, Dental, Counseling, Optical, Chiropractic, 
Outpatient psychiatric services  
 

Morrow Family Health Center in Mount Gilead: Primary Medical, Dental, Counseling  


