
NORTHWEST WOMEN’S
HEALTH CARE

1101 Madison – Suite 1150
Seattle, Washington 98104

PATIENT REGISTRATION
PLEASE PRINT in black or blue ink

PATIENT NAME______________________________________________________________________________  FEMALE  __________ 	MALE  _ __________

Mailing ADDRESS_ _________________________________________________________________________  home PHONE #_______________________

____________________________________________________________________________________________CELL PHONE #_________________________

email ADDRESS_____________________________________________________________________________

MARRIED__________SEPARATED__________SINGLe__________WIDOW/ER__________DIVORCED__________  partner__________

BIRTHDATE  /  /   age ________    social security no._ ____________________________  occupation_________________________

patient’s employer________________________________________________________________________   Work phone #_______________________ 	

name (spouse/PARENT/PARTNER)____________________________________________________________  

Employer_______________________________________________________________________ OCCUPATION_____________________________________

DOB_ ______________________ /SS #__________________________________________________  Work phone #__________________________________

	 LAST	 FIRST	 MIDDLE INITIAL

	 STREET	 APT. NO.

	 CITY			   STATE				    ZIP

BILLING INFORMATION

NAME OF PERSON RESPONSIBLE FOR BILL_ _________________________________________________________________________________________

											                  

											                  BIRTHDATE  /  /

place insurance card here

											              _______ Patient is a self pay

	 (Self/RELATIONSHIP)				    SOCIAL SECURITY NUMBER

drug ALLERGIES__________________________________________________________________________________________________________________

REFERRED BY_____________________________________________________________________________________________________________________

(SOMEONE NOT LIVING WITH YOU)________________________________________________   RELATIONSHIP__________________________________

ADDRESS_ _______________________________________________________________________   PHONE #________________________________________

EMERGENCY CONTACT

ASSIGNMENTS OF BENEFITS
I authorize payment of medical benefits to the physicians of Northwest Women’s Health Care. I also authorize the release of any medical information necessary to 
process these claims. I understand that regardless of insurance coverage, I am responsible for my account.

The above information is complete and accurate to the best of my knowledge.

____________________________________________________________________	   ________________________________________________________________
       patient or guardian’s signature	date


