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  PPAATTIIEENNTT  IINNFFOORRMMAATTIIOONN  FFOORRMM  Today’s Date __________________ 
 
Legal Name _________________________________________________________________   Date of Birth __________________ 
  Last    First   Middle 

Mailing Address____________________________________________________________________________________________ 

City______________________________________________ State ______________________ Zip _________________________ 

Physical Address (if different from mailing) ______________________________________________________________________ 

Home Phone__________________________   Work Phone_________________________   Cell Phone______________________ 

Emergency Contact ______________________  Relationship to Patient __________________  Phone  ______________________ 

Social Security #_________________________   Gender  M  F    Marital Status:    S   M  D  W  

Employer_______________________________________________   Address__________________________________________ 

Ethnicity:  Hispanic or Latino  Not Hispanic or Latino  Unknown  Decline to Specify 

Race:   American Indian/Alaska Native  Asian  Black/African American  White   

             Native Hawaiian/Other Pacific Islander  Other  Decline to Specify   

Preferred Language:   English  Spanish  Other_____________________ 

Email address: ____________________________________________________________________________________________ 
  I would like to receive the Spectrum Dermatology of Seattle Newsletter 

Responsible party if other than patient 

Legal Name ________________________________________________________________   Date of Birth __________________ 
  Last    First   Middle 

Mailing Address___________________________________________________________________________________________ 

Home Phone________________________ Work Phone________________________   Cell Phone_________________________ 

Social Security #_____________________________   Gender  M  F    Marital Status:    S   M  D  W  

Employer______________________________________________   Address__________________________________________ 

Insurance Information 

Subscriber’s Name __________________________________________________  Date of Birth __________________________ 

Subscriber’s ID # _______________________________________  Relationship _______________________________________ 

Name of Insurance ________________________  Group Name _________________________  Group # ___________________ 

Subscriber’s Phone Number ____________________________  Employer ___________________________________________  
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