ll , WASHINGTON HEALTH SYSTEM

Last Name: First Name:

MAILING Address:
(IF USING A PO BOX, PLEASE ALSO ADD YOUR STREET ADDRESS)

City: State: Zip:

Home Phone: Cell:

Email:

Date of Birth: Sex: (Please circle) Female/Male/Transgender

Marital Status: (Please circle) Single/Married/Divorced/Widow/Separated
Race: (Please circle) Caucasian/ African American/ Bi-racial/ Asian/Hispanic/ Other:

Are you (please circle) Employed/Unemployed/Retired/Student
Name of Employer:

Work Phone Number: May we call you at work: Y/N

Primary Care Physician:

Address: Phone:

Pharmacy: City:

Phone Number:

THIS INFORMATION MUST BE FILLED OUT COMPLETELY FOR US TO BE ABLE TO BILL YOUR
HEALTH INSURANCE.

Primary Insurance: Guarantor Name:
Relationship to patient: Guarantor DOB:
Secondary Insurance: Guarantor Name:

Relationship to patient: Guarantor DOB:




