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First Name____________________________________________MI__________ LAST_____________________________________ 
 
Date of Birth_____/_____/_______  Age_____ Social Security #________-______-_______  Marital Status:    S     W     M     D 
 
Preferred Language______________________ Race/Ancestry (e.g. White, Hispanic, Asian)________________________________ 
 
Ethnicity/Region of Origin (e.g.. American, Mexican, Korean)________________________________________________________ 
 
Mailing Address_____________________________________________________________________________________________ 
 
City_________________________________________________________ State__________ Zip_____________________________ 
 
Physical Address_____________________________________________________________________________Apt#____________ 
 
City___________________________________________________________ State___________ Zip__________________________ 
 
Home Phone(_____)______________________ Cell Phone(____)______________________3rd Phone(_____)_________________ 
 
Email______________________________________________________________________________________________________ 
(By providing your email address you are consenting to Gillespie County Urology creating a Patient Portal Account) 
 
Employer_________________________________________________________Occupation________________________________ 
 
Primary Care Doctor__________________________________________Referred By______________________________________   
 
SPOUSE First Name________________________________________MI______Last_______________________________________ 
 
Employer_________________________________________________________Employer’s Phone#__________________________ 
 
Responsible Party for Insurance (if different than above) 
 
First Name_________________________________________MI______Last_____________________________________________ 
 
DOB_____/_____/_______  Social Security #_______-_____-_______ 
 
Employer__________________________________________________________Occupation_______________________________ 
 
Primary Phone(____)____________________ Secondary Phone(____)_____________________ 
 
Emergency Contact (name of a friend or relative not living with you who can be reached in case of emergency) 
 
Relationship to Patient_______________________________________________________________________________________ 
 
First Name____________________________________Last_________________________________Phone(____)______________ 
 
Please indicate by circling applicable insurance coverage: COPY OF INSURANCE CARD REQUIRED 
 
 
INSURANCE:        YES          NO                              2nd INSURANCE:        YES          NO                           PRIVATE PAY:        YES          NO 
 

 


