
UPMC 
Life After Weight Loss Program 

Patient Registration 
 

Patient Information  
 
Name: ______________________________________________________ Birth date: ___/___/____  
 
SS# __________________________ Age: ________ Gender: M or F  Marital Status:  M S W D Other 
 
Address ________________________________________________________________________ 
 
City:______________________________ State:____________________ Zip:_________________ 
 
Home phone: (___) ______________  Work phone: (___)___________ Other: (___) ____________ 
 
Employer: __________________________ Occupation: __________________________________ 
 
Emergency Contact: __________________ Relationship: _____________ Phone: _____________ 
 
Nearest Relative: _____________________Relationship: _____________ Phone: _____________ 
 
Primary Care Physician: _______________________________ Phone: ______________________ 
 
Referring Physician: __________________________________ Phone: ______________________ 
 
Your e-mail address: ______________________________________________________________ 
 
Person Responsible for Payment  
 
Name: ________________________________________________ Birth date: _____/_____/_____ 
 
SS#:__________________________ Age: _________ Gender: M or F  Marital Status: M S W D Other 
 
Address: ________________________________________________________________________ 
 
City: _____________________________ State: ____________________ Zip: _________________ 
 
Home phone: (___) _______________ Work phone: (___) ____________ Other: (___) __________ 
 
Employer: _____________________________ Occupation: _______________________________ 
 
Relationship to patient (only if different): _______________________________________________ 
 
Primary Insurance (Please present card for verification) 
 
Insurance Name: _________________________ Co-pay amount-PCP $_______ Specialty: $ ______ 
 
Address: ________________________________City:_______________ State:________ Zip: ______ 
 
Subscriber Name: ______________________________ Gender: M or F Birthdate: ___/______/_____ 
 
Subscriber’s Address __________________________________________ Phone: _______________ 
 
Insurance ID#: ___________________________ Group#: __________ Effective date: ___/___/_____ 
 
SS#: _________________________ Relationship to patient:_____________ Employer: ___________  


