
International Patient 
Registration  

 

Service Requested Who are you seeking care for?

Patient Information First Name Last Name

Gender

M
F

Date of Birth
Preferred 
Language

Will you 
require a visa?

Yes
No

Marital Status Profession (Optional)

If you are not the patient, please provide your contact information in Support Contact section. 

Patient's Address of Permanent Residence

Street Address:

City: State/Province: Postal Code:

Country: Email:

Home Phone: Mobile Phone:

Preferred Contact Method

Phone Email
WhatsApp



Patient Medical Information 

Diagnosis or Requested Treatment:

Physician Preference: Preferred Appointment Date

Financial Coverage

Cash/Credit
Insurance
Other

How Did You Hear About Us? Why Did You Choose Us? 

Support Contact Information

First Name Last Name

Best Contact Phone: E-mail

NOTE:  By submitting this program registration form, you acknowledge that the University of 
Chicago Organized Health Care Arrangement may use and share limited information about you for 
the purposes set forth in the Notice of Privacy Practices (the “Notice”) available at                      
http://www.uchospitals.edu/visitor/for-patients/privacy/notice.html, including to contact you about 
scheduling and management of your care or to raise money  for programs and services.  You may 
opt out of fundraising communications, as set forth in the Notice, without such request affecting your 
ability to obtain treatment.
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