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   PATIENT REGISTRATION          
 

Please Print Clearly 
 

Last Name _________ ____  First Name       Middle Name        
 

Social Security # _____-____-_____   Date of Birth ____/_____/____    Sex     M     F 
 
Address _________________________________________________________________________ 
 
City ____________________________________      State ______        Zip _____________   
 
Marital Status _____________________ Race/Ethnicity _________________ Language ______________ 
 

Phone Number:  (______)_________________   Email Address _______________________ 
 
Referring Company ____________________________________    Location    _________________________        
 
Occupation _______________________________ 
 
 
Arrival Time:     ________________ 
 
Appointment Time:   ________________  
 
Walk In:    ________________ 
  
Paperwork Complete: ________________ 
 

 

RENTON CLINIC 
3600 Lind Ave SW Ste 170  
 Renton, WA 98057   
 P 425-690-3555 
 F 425-690-9555 

 


