
Landmark Urology and Complementary Medicine, P.A.
Patient Information

ugua

Signature ______________________________________________________    Date _________________________
(9/09)

 _________________________________           ______________________ ____ _____                 ______    _______    _______
 Last Name                                  First Name   MI          Title                  Social Security Number

____________________________________________________________            ______________________________________
                                   Street Address         Apt. # or Second Street Address

___________________________________________ __________                  _______________________
 City                                                   State             Zip Code

(____)_______________________       ____/___/___       ______          ______        __________________________________________
Home Phone Number            Birthday         Sex               Race                                      e-mail address

S   M   D   W   X    Full    Part      Full    Part    None      SE-Self  SP-Spouse  P-Parent  OT-Other   /  _______________________
Marital Status   Employment      Student               Insured                                                 Referring / Primary Care Provider

Employer/School name________________________________         In Case of Emergency, contact: ____________________________

�  Work  Phone #  (_____)_____________________________           Relationship to insured: ___________________________

� Home Phone # (____)_______________________________ �  Work  Phone #  (_____)_______________________

� Cell Phone # (         )________________________________                              � Home Phone # (____)_________________________

�  Other         _______________________________________ � Cell Phone # (         )__________________________
Best way to reach me is (check box above)          Best way to reach emergency contact (check box above)

Responsible Party / Parent / Insured (if other than patient)

Relationship to the patient:  Guardian___ Parent ___  Spouse ___  Other (please explain) _____________________________________

_________________________________           ______________________ ____ _____                 ______    _______    _______
 Last Name                                  First Name   MI          Title                  Social Security Number

____________________________________________________________            ______________________________________
                                   Street Address         Apt. # or Second Street Address

_________________________________________________ __________                  _______________________
 City                                                                 State             Zip Code

______________    Full    Part                 _______________________________________________________________________
Birthday                              Employment                                            Employer

�  Work  Phone #  (_____)_______________   � Home Phone # (____)_________________  � Cell Phone # (         )_________________

�  Other         __________________________       Best way to reach responsible party (check box above)

Insurance Information
____________________________      _______________________  ______________________   __________________      _________
    Primary Insurance Company                Policy #                            Group #                   patient unique ID          effective date

____________________________        _______________________ ______________________   _______________        _________
   Secondary Insurance Company Policy #                            Group #     patient unique ID         effective date

____________________________        _______________________ ______________________   _______________        _________
   Tertiary     Insurance Company Policy #                            Group #     patient unique ID         effective date

Name of Nearest Relative not living in your household ______________________________________ Phone#  (____)____________________

distributed

imac5
Text Box
LANDMARK UROLOGY DIVISION OF ASSOCIATED UROLOGISTS OF NORTH CAROLINA


	Last Name: 
	First Name: 
	MI: 
	Title: 
	Social Security Number: 
	Street Address: 
	Apt # or Second Street Address: 
	City: 
	State: 
	Zip Code: 
	Home Phone Number: 
	Birthday: 
	Sex: 
	Race: 
	e-mail address: 
	EmployerSchool name: 
	In Case of Emergency, contact: 
	Work  Phone: 
	Relationship to insured: 
	Home Phone: 
	Other please explain: 
	MI_2: 
	Social Security Number_2: 
	Street Address_2: 
	Apt # or Second Street Address_2: 
	City_2: 
	State_2: 
	Zip Code_2: 
	Birthday_2: 
	Work  Phone_3: 
	Employer: 
	Home Phone_3: 
	Other: 
	Name of Nearest Relative not living in your household: 
	patient unique ID: 
	effective date: 
	Phone: 
	Date: 
	referring primary care provider: 
	cell phone emergency contact: 
	insured: Off
	student: Off
	employment: Off
	marital: Off
	cell phone: 
	other phone: 
	work phone emergency contact: 
	Home Phone emergency contact: 
	best contact: Off
	best contact emergency: Off
	respon party: Off
	Last Name responsible party: 
	First Name responsible party: 
	Title responsible party: 
	employ respon party: Off
	respon party best contact: Off
	cell phone respon party: 
	primary insurance: 
	policy # insurance co: 
	Group # primary insurance: 
	secondary insurance co: 
	policy number secondary insurance: 
	Group number secondary insurance: 
	secondary unique id: 
	effective date secondary insurance: 
	tertiary insurance company: 
	tertiary policy #: 
	tertiary group number: 
	tertiary unique id: 
	effective date tertiary: 
	submit form here: 


