
Dr. Randolph’s Ageless & Wellness Medical Center 
C.W. Randolph, Jr., M.D. ● Lori Leaseburge, M.D. ● Nicole Thomas, ARNP ●  

● Steven Garces, ARNP ● Kristin Byers, ARNP ●

GENERAL PATIENT INFORMATION 
(Please Print Clearly) 

DEMOGRAPHIC                   Date: _______________ 
Name: ____________________________________________________________________________________ 
                          First                                   Middle Initial                                Last       

DOB: _____________     Age: _____________     SSN#: ____________________    Male _____   Female _____         
            mm/dd/yyyy 
Marital Status: _____________ Email Address: ____________________________________________________ 
Address: ___________________________________________________________________________________ 

Street        Apt# 

__________________________________________________________________________________________ 
City    State    Zip Code 

Home Ph: __________________      Cell Ph: __________________     Work Ph: __________________ 

OTHER 
Primary Care Provider: ______________________________________________________________________ 
Practice/Location: ___________________________________________________________________________ 

Referring Physician (if applicable): ____________________________________________________________ 
Practice/Location: ___________________________________________________________________________ 
Preferred Pharmacy: ________________________________________________________________________  

Phone/Location: _____________________________________________________________________________ 
Emergency Contact: ________________________________________________________________________  
Relationship: _____________     Phone #: _____________ 

INSURANCE 
Employer: __________________________________________________________________________________

  
Occupation/Title: ____________________________________________________________________________ 
Full-time: ____     Part-time: ____     Retired: ____    Unemployed: ____     Other: ____                                                 

Primary Insurance:__________________________________________________________________________ 
Subscriber Name: ____________________________________________________     Relationship: __________ 

Subscriber SSN#: ________________________________________________     D.O.B. ___________________ 
Member ID: ____________________________________   Group#: ____________________________________  

Secondary Insurance:_______________________________________________________________________ 
Subscriber Name: ____________________________________________________     Relationship: __________ 
Subscriber SSN#: ________________________________________________     D.O.B. ___________________ 

Member ID: ____________________________________   Group#: ____________________________________ 


