
Providence Hood River Memorial Hospital Behavioral Health 

PATIENT INFORMATION 

Legal Name (Last, First, Middle): 

Former or Maiden Name (if applicable):  DOB: 

Gender:   M    F   MTF   FTM    Other: SSN: 

Marital Status:   SINGLE   MARRIED   DIVORCED   WIDOWED   SEPARATED  PARTNERED 

Mailing Address: 

City:  State:  ZIP: 

Primary Phone: (  )  VM ok?  Other Phone (  ) 

Employer:  Part time/Full time: 

Primary Care Physician: 

EMERGENCY CONTACT INFORMATION 

Emergency Contact (Last, First): 

Relationship:  Emergency Contact Phone: (  ) 

PRIMARY INSURANCE INFORMATION 

Insurance Company: Rel to patient: 

Policy/ID number:  Group number: 

Subscriber’s Name:  Subscriber DOB: 

Subscriber Employer:  Part time/Full time: 

Subscriber Address: 

SECONDARY INSURANCE INFORMATION 

Insurance Company: Rel to patient: 

Policy/ID number:  Group number: 

Subscriber’s Name:  Subscriber DOB: 

Subscriber Employer:  Part time/Full time: 

Subscriber Address: 

CHECK HERE IF UNINSURED: 


