
 
 
 
 
 
 
 
 

PATIENT INFORMATION SHEET 
 

DATE:  _____________________ 
 

PATIENT NAME: ___________________________________________________________________________________ 
                                                                                FIRST                                           MI                                      LAST 
 

SOCIAL SECURITY NUMBER:   _________‐_______‐_________                  SEX:            MALE             FEMALE 

 

ADDRESS: _________________________________________________________________________________________ 
                                                                                                         STREET 
 
_________________________________________________________________________________________________________________________ 

                                         CITY                                                          STATE                                                          ZIP 
 

DATE OF BIRTH: ______ / _______/_________                           AGE: _____________ 
 
MARITAL STATUS (CHECK ONE):         SINGLE            MARRIED              WIDOWED            DIVORCED           SEPARATED          DOMESTIC PARTNER 

 

RACE: ______________________________          ETHNICITY:              HISPANIC/LATINO                   NON‐HISPANIC 
 
HOME PHONE#: (______) _______________________     CELL PHONE#: (______) _______________________      
 

EMPLOYMENT STATUS:          FULL‐TIME                PART‐TIME              UNEMPLOYED               RETIRED               STUDENT 

 

EMPLOYER: ______________________________________ WORK PHONE: (_____) ______________________ 
 

EMAIL ADDRESS: ___________________________________________ PATIENT PORTAL:          YES          NO 
 

FAMILY PHYSICIAN: _________________________________ PHONE#: (______) _______________________      
 
WHO REFERRED YOU TO US?             REFERRING PHYSICIAN: _____________________________________ 
 

        ADVERTISMENT                    FAMILY MEMBER/FRIEND              HEALTH FAIR              HOSPITAL              INTERNET 
 

        INSURANCE REFERRAL             YELLOW PAGES                       OTHER: __________________________________ 
 
EMERGENCY CONTACT: ______________________________ PHONE#: (______) _______________________      
 
IF PATIENT IS A MINOR, PLEASE PROVIDE NAME OF PARENT(S) OR LEGAL GUARDIANS:_______________________________ 
 
RELATIONSHIP TO PATIENT: ___________________________ PHONE#: (______) _______________________      

Asheville Urological Associates, Inc.
1 Doctor’s Park, Asheville, NC 28801 

A Division of RTA of WNC 
 

Phone (828) 253‐5314  Fax (828) 253‐0434 
www.ashevilleurological.com 

Diplomates of the American Board of Urology 
Dr. Bruce Armstrong 

Dr. Mark Yarborough, F.A.C.S. 
Dr. Ricky Bare, F.A.C.S. 

Dr J.G. Cargill III 
Dr. James Brien 


