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REGISTRATION/PATIENT INFORMATION

PATIENT INFORMATION
Last Name: First: Middle:
Social Security Number: / /

Date of Birth: Gender : Male or Female
Address: City: State: Zip:
Primary Phone: Secondary Phone 2:

E-mail:
Marital Status: Married Widow Divorced Single
Employment Status: Full Time Part Time Self Employed Unemployed
Active Military Retired (Date) Disabled (Date)
Employer:
Primary Care Physician: Referring Physician:
IN CASE OF EMERGENCY/GUARDIAN of MINOR
Name: Relationship: Phone number:
Ethnicity
Would you declare your preferred language? English
Would you declare your race and ethnicity? Yes No Declined/Refused Unavailable
If yes, do you consider yourself Hispanic/Latino? Yes No
Which category best describes your race?

*American Indian/ Alaska Native * Black/African American *Asian

*Multi-racial *White *Other

*Unknown *Declined/Refused *Unavailable

Additional info

Do you have Advance Directives/Legal Guardian/HealthCare/Proxy? YES NO

Communication needs: Interpreter TTD Visual

OTHER

Ver 8/2/2016



http://www.google.com/imgres?imgurl=http://www.kansashalfmarathon.com/wp-content/uploads/2012/04/lmh.jpg&imgrefurl=http://www.kansashalfmarathon.com/&usg=__SgsnxU0q8ow3mEyMWGQOsL7wQtk=&h=1698&w=4200&sz=1285&hl=en&start=68&zoom=1&tbnid=RzdtfWSwHZhSYM:&tbnh=61&tbnw=150&ei=0XDoT_OaKofq2AW2pIjZCQ&prev=/search?q=lawrence+memorial+hospital+logo&start=63&um=1&hl=en&sa=N&gbv=2&rlz=1R2ADRA_enUS477&tbm=isch&um=1&itbs=1

