
BROOKHAVEN MEMORIAL HOSPITAL MEDICAL CENTER   HOSPITAL EMPLOYEE:      YES______     NO ______ 
ADVANCE REGISTRATION QUESTIONNAIRE 
PART I 
 
 

DOCTOR’S NAME: _____________________   DATE OF PROCEDURE: _________________ 

 

PLEASE ANSWER ALL QUESTIONS AND RETURN IMMEDIATELY.  THANK YOU 

PATIENT INFORMATION 

PATIENT’S NAME (LAST) (FIRST) (MIDDLE) RELIGION RACE SEX 

ADDRESS CITY & STATE ZIP COUNTY PHONE 

DATE OF BIRTH AGE PLACE OF BIRTH CITIZEN: 

YES        NO 

SOCIAL SECURITY # MARITAL STATUS: 
 
M   S   D    W   SEP 

OCCUPATION EMPLOYER & ADDRESS PHONE # # OF YEARS 
EMPLOYED 

PLEASE GIVE THE NAMES OF TWO (2) PEOPLE WHOM WE MAY CONTACT IN CASE OF EMERGENCY 

NAME 
 
1._____________________________ 
FAMILY 
 
 
2._____________________________ 
FAMILY OR FRIEND 

RELATIONSHIP 
 
_________________ 
 
 
 
_________________ 

ADDRESS 
 
_________________________________________ 
 
_________________________________________ 
 
_________________________________________ 
 
_________________________________________ 

PHONE # 
 
___________________ 
 
 
 
___________________ 

PATIENT’S FATHER’S  
LAST NAME 

PATIENT’S MOTHER’S 
LAST NAME 

ARE YOU 
DISABLED? 

ARE YOU 
RETIRED? 

FROM WHERE? WHEN? ARE YOU A VETERAN? 

IF PATIENT IS A FOSTER CHILD, PLEASE GIVE AGENCY NAME, ADDRESS, PHONE NUMBER & CASEWORKER’S NAME 

 
 

SPOUSE 

SPOUSE NAME ADDRESS DATE OF BIRTH PHONE # 

SPOUSE’S OCCUPATION EMPLOYER & ADDRESS EMPLOYER PHONE # SOCIAL SECURITY # 

IS SPOUSE DISABLED? 
 
YES  ______     NO ______ 

IS SPOUSE RETIRED? 
 
YES ______     NO ______ 

FROM WHERE? WHEN? 

 
 

PARENTS 

THIS SECTION MUST BE FILLED OUT IF CHILD IS LESS THAN 21 YEARS OF AGE OR FULL-TIME STUDENT: 

FATHER’S NAME FATHER’S SOCIAL SECURITY # FATHER’S DATE OF BIRTH 

FATHER’S OCCUPATION EMPLOYER & ADDRESS WORK PHONE # 

MOTHER’S NAME MOTHER’S SOCIAL SECURITY # MOTHER’S DATE OF BIRTH 

MOTHER’S OCCUPATION EMPLOYER & ADDRESS WORK PHONE # 

 


