	　
	　
	　
	　
	　
	　
	　
	　
	　

	KONKUK UNIVERSITY MEDICAL CENTER

 REGISTRATION FORM

	　
	
	
	
	
	
	
	
	　

	Date: 
	
	
	
	
	Registration No. :
	　

	PATIENT INFORMATION

	* Patient's last name:
	　
	First:
	　
	Middle:
	　
	　

	　

	* Date of birth:
	Age:
	* Sex:
	* Social Security No. 
	Passport No.

	　
	
	　
	
	

	* Address: (Present)
	　
	　
	　
	*Nationality:
	　
	　

	
	

	
	* Contact Info: (Phone, E-mail)

	(Permanent / Oversea)
	　

　

　

　

	
	

	Occupation:
	Employer:
	　
	　
	Employer Contact Info:
	　

	
	
	

	

	INSURANCE INFORMATION

	(* Only if you have insurance / e.g. : Korean National Health Insurance, International SOS or etc.)

	Insurance name: 
	　
	　
	　
	　
	　
	　
	　

	　

	Insurance Info. : (e.g. : Insurance Office Contact No. / Registration No.)

	　

	　

	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at the same address):
	
	
	　

	

	Contact Info: (Phone, E-mail)
	Relationship to patient:
	　

	　
	　

	　
	　
	　
	　
	　
	　
	　
	　
	　

	SYMPTOMS / DIAGNOSIS

	

	COMMENTS (Particular information of patient / e.g. : allergy, medical history, etc. )

	


