
PATIENT NAME:___________________________________________________DATE________________ 
 
ADDRESS:________________________________________________________________________________________
________________________________________________________________________________________________                                                                                                                          
                    City                                                                                     State                                              Zip 
BIRTHDATE:_____________________________AGE________         SEX:        Male           Female 
 
PHONE  # (HOME)_______________________________________(WORK)_________________________________ 
 
  
MARITAL STATUS:_______________________SOCIAL SECURITY #____________________________________________ 
 
PLACE OF  EMPLOYMENT:__________________________________________________________RETIRED?   YES       NO 
                                   
ADDRESS OF EMPLOYMENT: ____________________________________________________________________________ 
 
 
SPOUSE’S NAME:___________________________________________BIRTHDATE:__________________ 
 
SPOUSE’S  SOCIAL SECURITY #___________________________________________________________________________ 
 
SPOUSE’S PLACE OF EMPLOYMENT:___________________________________________________RETIRED?    YES      NO 
 
IN CASE OF  EMERGENCY NOTIFY:_________________________________________PHONE#_______________________ 
  
 
PERSON RESPONSIBLE  FOR  ACCOUNT:_________________________________________________ 
 
ADDRESS:______________________________________________________PHONE#_________________________________ 
 
               ________________________________________________________________________________________________ 
 
PLACE OF EMPLOYMENT:___________________________________________________PHONE #_____________________ 
 
 
PRIMARY INSURANCE:_____________________________________________MEMBER’S NAME______________________ 
    POLICY  NUMBERS ID #____________________________GROUP#________________**EFFECTIVE DATE_____________ 
 
SECONDARY INSURANCE___________________________________________MEMBER’S NAME______________________ 
    POLICY NUMBERS  ID#____________________________GROUP#_________________**EFFECTIVE DATE____________ 
 
DID EITHER OF THESE POLICIES BECOME EFFECTIVE AFTER  YOUR RETIREMENT?   YES      NO    N/A 
 
INSURED SOCIAL SECURITY #_________________________________BIRTHDATE:_________________________________ 
 
FAMILY PHYSICIAN:_________________________________________PHONE#___________________________________ 
ADDRESS:________________________________________________________________________________________________ 
 
 
I authorize the release of medical information necessary to process insurance claims and authorize payment of medical benefits 
to UROLOGY ASSOCIATES OF KINGSPORT, P. C.:  
________________________________________________________________________________________________________ 
PATIENT’S OR GUARANTOR’S SIGNATURE                                                                         DATE   
                                                                                     

PLEASE COMPLETE OTHER SIDE 
UPDATED:   __________________              _____________________                  ____________________                  ____________________ 
 
                       __________________              _____________________                   ____________________                 ____________________    


