
LOWER UMPQUA HOSPITAL INFORMATION SHEET 

 
 
 
 
 
PATIENT INFORMATION: 
 
Legal Name:_______________________________________________________________________________  

             (Last)                                                    (First)                                                                    (MI) 
 
 
Mailing Address:_________________________________________  Space/Apartment #: ________________ 
 
 
Zip Code:__________ City:_____________________________ State:______ County: ___________________  
 
 
SSN:_______________________ Date of Birth:____________________________ Age: ____________  
 
 
Race:_____________________ Ethnicity:______________________ PCP:  ____________________________ 
 
 
Phone #s : (_____)____________________   (_____)_____________________   (_____)__________________ 
            (Home)                 (Cell)        (Work) 
 
Gender: M / F     Marital Status: S  D  M  W  X      Email Address:________________________________  
 
 
 

Primary insurance holder’s information: 
 
 
Legal Name:_______________________________________________________________________________  

             (Last)                                                    (First)                                                                    (MI) 
 
 

Date of Birth:____________________________ 
 
 

Emergency Contact 
 

 
Contact Name: ______________________________________ Relationship: ___________________________ 
 
 
Phone #s: (_____)______________________________                  (_____)______________________________ 
                   (Home)                                                         (Cell)   


