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Demographics 

If completing by hand, 
please print legibly. 

Date:  _________________________________________ 
 
Name (full legal):   ________________________________________________________________________________________________________________________ 
 
  {Nickname or Stage name:  _______________________________________________________________________________________________ } 
 
  Address:  ___________________________________________________________________________________________  Apt #  ____________________ 
 
  City:  ___________________________________________________________  State:  ______________________  Zip:  __________________________ 
 
Date of birth: _____________________________________           Country:  ______________________________ 
 
I identify my gender as:  ________________________________  My preferred pronouns are:  ______________________________ 
 
Phone: *  Mobile:  ____________________________________     *  Other  ____________:  ____________________________________ 
     * Check to indicate preferred contact number      (Home/Work) 

Email Address:  ____________________________________________________________________________________________________________________________ 
              (SSN will be used for internal identification purposes only) 
Social Security #   _____________________________________________ Do NOT enter SSN if you will submit this form via email 
 
Occupation:   ________________________________________________________________________________________________________________________________ 
 
Marital Status:     Single         Married         Partnered         Separated         Divorced         Widowed  
 
Employer:  ____________________________________________________________________________________________________________________________________ 
 
  Address:  ___________________________________________________________________________________________________________________________ 
 
  City:  _____________________________________________________________   State:  ____________________  Zip:  __________________________ 
 
 
Emergency Contact (required):  ____________________________________________________________________________________________________ 
 
   Friend      Spouse      Parent/Guardian      Other:  ___________________________________________________ 
 
 Mobile Phone:  __________________________________________   Home/Work phone:  ____________________________________________  
 
Referred by: _________________________________________________________________________________________________________________________________ 
 
Additional    __________________________________________________________________________________________________________________________________ 
information: 

  __________________________________________________________________________________________________________________________________ 

To complete all our forms, use Adobe Reader (computer) or  
Adobe Acrobat on your Apple or Android mobile device.  
Use the latest version of the app or software (not a browser 
plug-in).  Unsure?  Download by clicking the links above.  Look  
for the “Fill & Sign” icon to complete form; then save the file.  You 
do not need an Adobe account.  See our email for detailed instructions. 

 

 

https://get.adobe.com/reader/
https://apps.apple.com/us/app/adobe-acrobat-reader-edit-pdf/id469337564
https://play.google.com/store/apps/details?id=com.adobe.reader

