
ST. ROSEHOSPITAL
27200 CALAROGA AVENUE • HAYWARD, CALIFORNIA 94545 PREREGISTRATION INFORMATION

PATIENT INFORMATION
PREVIOUS SERVICE AT ST. ROSE                                                                            SOCIAL SECURITY NUMBER                   DATE OF BIRTH                 SEX                     MARITAL STATUS

YES               NO                                                                                                                                                                                                                           M           F              M           S           DIV
NAME (LAST, FIRST, M.I.)                                                                                                                                                                                                            TELEPHONE NUMBER

ADDRESS - STREET                                                                                                                                               CITY                                                                                               ZIP CODE

EMPLOYER NAME                                                                      EMPLOYER ADDRESS                                                                                                             EMPLOYER TELEPHONE NUMBER

OCCUPATION                                                                                                                                                 RELIGIOUS PREFERENCE

PHYSICIAN                                                                                  PROCEDURE                                                                                                                            DIAGNOSIS

SPOUSE/GUARANTOR INFORMATION (If patient is a minor, furnish responsible party)
NAME (LAST, FIRST, M.I.)                                                                                RELATIONSHIP TO PATIENT                                     TELEPHONE NUMBER                   SOCIAL SECURITY NUMBER

ADDRESS - STREET                                                                                                                                                 CITY                                                                                             ZIP CODE

EMPLOYER NAME                                                                                                                                                                                                                              EMPLOYER TELEPHONE NUMBER

EMPLOYER ADDRESS                                                                                                                                                                                                                       OCCUPATION

PRIMARY INSURANCE
SUBSRIBER NAME (LAST, FIRST, M.I.)                                                                                                                                                                                            BIRTHDAY

INSURANCE COMPANY                                                                                                                     ID NUMBER                                                                           GROUP NUMBER

ADDRESS                                                                                                                                                                                                                                           EMPLOYER TELEPHONE NUMBER

WORKERS’ COMPENSATION                                              DATE OF ACCIDENT

YES              NO

SECONDARY INSURANCE
SUBSRIBER NAME (LAST, FIRST, M.I.)                                                                                                                                                                                             BIRTHDAY

INSURANCE COMPANY                                                                                                                     ID NUMBER                                                                            GROUP NUMBER

ADDRESS                                                                                                                                                                                                                                            TELEPHONE NUMBER

PRIOR INSURANCE
HAVE YOU EVER BEEN ADMITTED TO ST. ROSE HOSPITAL UNDER A DIFFERENT NAME?

YES           NO                            NAME                                                                                                                                                          DATE

EMERGENCY CONTACT
NAME (LAST, FIRST, M.I.)                                                                                                                                                                                                                   TELEPHONE NUMBER

ADDRESS                                                                                                                                                                                                                                             RELATIONSHIP

PREGNANCY
NAME OF PHYSICIAN                                                                                                                                                                                                                         DUE DATE

**  HAVE YOUR INSURANCE CARD UPON REGISTRATION (AND FORM IF NEEDED).
*** A SEPARATE BILLING FROM THE E.R. DOCTOR, RADIOLOGIST, OR PATHOLOGIST MAY BE SENT TO YOU.

PLEASE INITIAL THAT YOU HAVE READ THIS FORM                       .
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