
Patient Demographics: 

Name: ____________________________________________________________________________________________ 
  (Last)     (First)    (Middle) 
 
Maiden Name: ______________________________________________________________________________________ 
  (or any other last names) 
 
Home Address: _____________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
(City)       (State)     (Zip Code) 
 
Home Telephone: _______________________________ Cell Phone: __________________________________________ 
 
Date of Birth: ______________________ Sex: __________ Race: _____________ Marital Status: ___________________ 
 
Social Security #: ___________________________________ 
 
Ethnicity: Hispanic______ Non-Hispanic______ Do not wish to disclose ______ 
 
Father’s Name: _____________________________________________________________________________________ 

(Last)     (First)    (Middle) 
 
Mother’s Name: ____________________________________________________________________________________ 

(Last)     (First)    (Middle) 
 
Patient’s Employer: ___________________________________ Occupation: ____________________________________ 
 
Employer’s Phone # : __________________________________ Full-Time or Part-Time (circle one) 
 
Start Date: ___________________________________________ 
 

 

Please note: Nearest relative needs to be someone outside of your home. 
 
Patient’s Nearest Relative    Person to contact in case of an emergency 
 

Name: _____________________________________  Name: ________________________________________ 

Address: ___________________________________  Address: ______________________________________  

_______________________________________ ___  _____________________________________________ 
(City)                   (State)        (Zip)   (City)                   (State)        (Zip) 
 
Phone:_____________________________________  Phone:________________________________________ 
 
Relationship: ________________________________  Relationship: __________________________________ 
 
Name of Physician that referred you: ____________________________________________________________________ 
 
Name of Primary Care Physician: _______________________________________________________________________ 
If you are interested in registering for the UK HealthCare Patient Portal, please provide your email address below. 
 
Email: _____________________________________________________________________________________________  


