
SWEDISH UROLOGY

Patient Registration
Please print clearly and answer all questions. Today’s date: ________________________

PATIENT INFORMATION

Name: (Last) ____________________________  (First) _____________  (Middle) _________________

If minor child, parent’s name: ____________________________________________________________

Home address: _______________________________________________________________________
STREET CITY STATE ZIP

Billing address: _______________________________________________________________________
STREET CITY STATE ZIP

Home phone: ___________________________  Cell phone: __________________________________

Work phone: ____________________________  Email address: _______________________________

Social Security Number: ___________________

Birthdate: _________________  Age:  _______   Male    Female   Race (required): _______________

Patient employment:    Employed    Retired    Unemployed    Other

Employer: _________________________________________________  Phone: ___________________

Marital status (check one)    Single    Married    Widowed    Divorced    Separated

Spouse’s name: _______________________________________  Spouse’s birthdate: _______________
(REQUIRED FOR INSURANCE BILLING)

Spouse’s or (if minor) parent’s employer: ____________________________________________________

Spouse’s or parent’s business phone: ______________________________________________________

Person to contact in case of emergency: Name: _____________________________________________

Phone: _________________________  Relationship: ________________________________________

MEDICAL INFORMATION

Condition being seen for today: __________________________________________________________

Referred by (name and address): __________________________________________________________

___________________________________________________________________________________

 Doctor    Self    Friend    Other: ______________________________________________________

Primary care physician: (name and address): ________________________________________________

___________________________________________________________________________________

Patient signature: _____________________________________________________________________
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We do not discriminate on the basis of race, color, national origin, 
sex, age, or disability in our health programs and activities.

ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia 
lingüística. Llame al 888-311-9127 (Swedish Edmonds 888-311-9178) (TTY:711)

  888-313-9127 
(Swedish Edmonds 888-311-9178) (TTY:711)
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