WA

National Vascular Associates

Patient Registration Form

Name: Date of Birth: SSN:
Address:
Phone Number: (H) ©) Email:
Emergency Contact Name: Number: Relationship:
Marital Status: oSingle oMarried oDivorced oWidowed
Language: oEnglish oONon-English speaking
Race: oOAfrican American OAsian oCaucasian oHispanic ONative American
Ethnicity: OHispanic or Latino ONon-Hispanic or Latino
Sex: OMale oFemale
Code Status: oFull Code oDNR oDNI oDNR/DNI
Primary Care Doctor:
Name: Address:
Phone number:
Referring Provider:
Name: Address:
Phone Number:

Other Care Team: (where we will send correspondence about your care to)
Name: Address:

Phone Number:
Name: Address:

Phone Number:
Name: Address:

Phone Number:
Dialysis Patients:
Nephrologist: Dialysis Unit: Days:
Are you Diabeticc o©No oOYes If yes, do you have a Podiatrist: oONo oOYes

Name of Podiatrist:




