
PATIENT INFORMATION                                              TODAY’S DATE ___________ 

NAME__________________________________________________________________________________________________________________
                                 FIRST                                                         MIDDLE                                                     LAST

ADDRESS______________________________________________________________________________________________________________
                                 STREET                                 APT#                                 CITY                              STATE                            ZIP CODE

HOME PHONE#(________)__________________ CELL PHONE # (_________)___________________ MARITAL STATUS ________________

                            
EMAIL ADDRESS____________________________SS#_________________________  DATE OF BIRTH ________________  AGE _________

SEX______  RACE __________  ETHNICITY ____________________  PRIMARY LANGUAGE SPOKEN ______________________________

EMPLOYER__________________________________________________________  PHONE#(________)________________________________

REFERRING DOCTOR____________________________________FAMILY/PRIMARY DOCTOR_____________________________________
                                                FIRST                         LAST                                                              FIRST                               LAST

EMERGENGY CONTACT___________________________________ (_____)____________________  __________________________________
                                                      NAME                                                   PHONE#                                        RELATIONSHIP TO PATIENT
 
PHARMACY _________________________ STREET NAME_____________________________________ PHONE #______________________

PARENT OR GUARDIAN INFORMATION

NAME__________________________________________RELATIONSHIP____________________ DATE OF BIRTH _____________________

ADDRESS _________________________________________________________________________  SS# ________________________________
                     STREET                                                  CITY                            STATE               ZIP

PHONE : HOME (_______)_____________________WORK (_______)___________________ EMPLOYER______________________________

_____________________________
INSURANCE INFORMATION 

PRIMARY INSURANCE CO. _________________________________ POLICY HOLDER’S NAME___________________________________

ID# __________________________ GROUP # _______________________ POLICY HOLDER’S SS# ___________________________________

POLICY HOLDER’S EMPLOYER ______________________________________ POLICY HOLDER’S DATE OF BIRTH __________________

PT. RELATIONSHIP TO POLICY HOLDER _______________________

SECONDARY INSURANCE CO. _______________________________ POLICY HOLDER’S NAME__________________________________

ID#___________________________GROUP # _______________________ POLICY HOLDER’S SS# ____________________________________

POLICY HOLDER’S EMPLOYER _____________________________________ POLICY HOLDER’S DATE OF BIRTH ____________________

PT. RELATIONSHIP TO POLICY HOLDER ________________________

How did you hear about our practice?  ____ Primary Care Physician ____ Friend/Family ____ Yellow Pages  ____ Radio
____ Newspaper Advertisement ____ Website ____Insurance Book  ____ Other (please specify)______________________________

UT Medical Center • 1932 Alcoa Highway, Suite 160, Knoxville, TN 37920
St. Mary’s North • 7557 Dannaher Way, Suite 220, Powell, TN 37849
Sevierville • 1108 Fox Meadows Blvd., Suite 2, Sevierville, TN 37862
Contact • Voice (865) 521-8050 • Fax (865) 637-6617 • www.greaterknoxent.com


