Patient Registration Form

Last Name First Name Ml DOB
Preferred Name EeErlen SSN
[0 Male O Female [ Other
Address Apt/Unit # | City State | Zip
Primary Phone Type Secondary Phone Type
0 Cell O Family Member O Cell O Family Member
[0 Home [ Message Phone [ Home [0 Message Phone
] Work [ Neighbor 0 Work [ Neighbor
E-Mail Preferred Method of Contact
E OPhone OMail OEmail OText OPatient Portal CONo Preference
E Marital Status Primary Language Interpreter Religious Preference
el (1Single OMarried ODivorced COOther Needed Ochristian [C1Jewish CIMuslim CINone  [JOther
o O Yes O No
Ethnicifcy _ Race Military Status
Hispanic/Latino OAfrican American [OCaucasian CHawaiian/Pac. Island U Active Duty [J Retired [1Declined
[JYes CONo [CIDeclined OAsian CJAmerican Indian /Alaskan Native [ODeclined [ Other [0 Never Served [ Other
Primary Care Physician Name (pPcpP) Phone Address

How did you hear about UNLV Medicine?
UIDoctor L1Family/Friend Ulinsurance Ulinternet [1School [1Other

Emergency Contact Name Contact Number Relationship to Patient
Secondary Emergency Contact Name Contact Number Relationship to Patient
Employment Status Employer Date of Retirement (if applicable)
COOEmployed CINot Employed [JRetirement
Last Name (Parent/Guardian #1) First Name SSN Relationship to Patient
@ OSelf COMom CODad [CIOther
W84 DOB Address City State Zip
:H
<Z£ I Last Name (Parent/Guardian #2) First Name SSN Relationship to Patient
2 OSelf OMom O Dad [J Other
8 |5 DOB Address City State Zip
g
i Primary Phone Type Secondary Phone Type
O Cell O Home [ Work [ Other [J Cell 0 Home [ Work [ Other
Insurance Company Name Insurance ID / Certificate # Group #
> 8 Effective Date Covered Through Name of Employer
EE <Z( [0 Current Employer [ Retirement [ Cobra [ Other
% % Subscriber’s Last Name Subscriber’s First Name DOB
o2
Il Gender SSN Relationship to Patient
00 Male O Female [J Other O Self O Mom [ Dad [J Other
Insurance Company Name Insurance ID / Certificate # Group #
> -
g:: '{')J Effective Date Covered Through Name of Employer
% § [Current Employer [ORetirement [1Cobra [JOther
8 % Subscriber’s Last Name Subscriber’s First Name DOB
o2
Gender SSN Relationship to Patient
[OMale COFemale [Other O Self 0 Mom O Dad Other

Please ensure that areas in grey are completed

Please use black Ink
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