
ON THE GROUNDS OF CASTLE MEDICAL CENTER
642 Ulukahiki Street, Suite 104 • Kailua, Hawaii 96734

Phone: 808.263.3233 • Fax: 808.263.3220

Name:_____________________________________________ Date of Birth: _____ /______ /______

Address:__________________________________________ City/ State/ Zip:___________________

Phone:(       )_______________________   Evening Phone: (       )______________________________

Email:_______________________________________________________________________________

Social Security #_________________ Sex:   M______  /  F______

Martial Status:     Single________  Married ________ Divorced_________ Widowed____________

Primary Care Physician:____________________________ Referred by :_______________________

Employer:_________________________________Occupation:_________________________________
Employer Address: ___________________________________________________________________
City: ___________________________ State: ________________________  Zip: __________________

Primary Insurance: _____________________________ ID#: __________________________________
Subscriber Name: __________________________ Date of Birth: ________/ _________/ _________
Relation to Patient: ______________________________

Secondary Insurance: ____________________________ ID#: __________________________________
Subscriber Name: __________________________  Date of Birth: ________/ _________/ _________
Relation to Patient: ______________________________

Emergency Contact: __________________________  Relationship: _____________________________
Address: __________________________ City: _______________ State: ___________ Zip: _________
Home Phone: ___________________________  Cellular Phone: ______________________________

I authorize the release of confidential medical information to the following contact persons:

Name___________________________________    Name_____________________________________
Relationship_____________________________   Relationship________________________________
Phone___________________________________ Phone_____________________________________

Patient / Guardian Signature: _____________________________  Date: _______________________


