
NORTHWEST LOUISIANA NEPHROLOGY, L.L.C. 
Diseases of the Kidney, Dialysis and Transplantation 

                

                                           PATIENT REGISTRATION        

 

Date:________________                   Primary Care Physician:__________________________________ 

                  

Patient’s Name:   Last______________________________First_________________________________MI______  

 

Patient’s Date of Birth: _______________          Patient’s Social Security NO:___________________________ 

 

Martial Status:    _____Single      _____Married        ____Separated      _____Widowed       ____Divorced 

  

Sex:  ___Male   ___Female          Ethnicity:  ____Hispanic or Latino  _____Other  _____Undefined 

      

Race:  _____American Indian or Alaska Native  _____Asian        

  _____Black or African American  _____Native Hawaiian 

 _____Other Pacific Islander        _____White  

 _____More than one race   ____Undefined          _____Refuses to report 

       

Patient’s Mailing Address: ______________________________City/State/ZIP___________________________ 

 

Home Phone w/Area Code: _______________________  Cell Phone:___________________________ 

 

      ************EMAIL:________________________________________________***************   

 

Patient’s Employer:___________________________ Patient’s Work Phone NO:_______________________ 

 

Spouse’s Name: Last___________________________ First___________________________________________ 

 

Spouse’s Date of Birth:_________________________    Spouse’s Social Security Number:_______________  

 

Spouse’s Employer:__________________________ Spouse’s Work Phone NO:_______________________ 

 

In case of Emergency, contact (not living with you):______________________________________________ 

 

Phone Number:_________________________  Relationship to Patient:________________ 

 

PLEASE PRESENT INSURANCE CARD(S) & PHOTO ID FOR COPYING AND COMPLETE THE 
REQUESTED INFORMATION 

 

Primary Insurance:  ____________________________________________________________________________  

  

Policy No:_______________________________________ Group No:_____________________________ 

 

Name of Insured: Last____________________________,  First ___________________________________ 

 

Insured’s Date of Birth________________________,  Insured’s Social Security________________________ 

 

Relationship to Insured:_______________________________________ 

------------------------------------------------------------------------------------------------------------------ 

 

Secondary Insurance:  _________________________________________________________________________ 

  

Policy No:_______________________________________ Group No:______________________________ 

 

Name of Insured: Last____________________________ First ___________________________________ 

 

Insured’s Date of Birth________________________,  Insured’s Social Security________________________ 

 

Relationship to Insured:______________________________________ 
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