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St. Elizabeth Medical Center, Utica, N.Y.

ADVANCE REGISTRATION FORM

Patient Information

Appointment Date:

Appointment Type:
Ordering Physician:

Title:
] ™. ] Mrs.

Patient's Legal Name:

Last Name

| Miss

__| Reverend __| Father | sister

First Name

Home Address

City

State Zip Code

Mailing Address (if different)

City

State Zip Code

Home Phone

Alternate Phone

Birth Date
(MM/DD/YYYY) -

Type: | | Beeper [ | Cell Phone || Msg. Phone

Social Security Number - -

Place of Birth
City

Marital Satus (Please check one) | Single

Religious Affiliation (Please check one) - Optional

__| catholic

"] Protestant
Please Specify

|| Jewish
| Other

Primary Language Spoken

State SEX: [ IMale [ ]Female

| Married || Separated | | Divorced | Widowed

Church

Church

Primary Care Physician's Name

Specialist Physician’s Names

Does patient have: (Please check all that apply and bring copies)

|| Power of Attorney
|| Living Will
|| Health Care Proxy

] Legal Guardian

Admit-7
| DNR Rev. 9/10
|| Behavioral Health Advance Directive -continued-



Patient Employment Information

Employer Name Phone

Address

City State Zip Code

Occupation Status: [J Full Time [ Part Time [ ] Per Diem

Guarantor Information (person legally responsible for patient)

Legal Name:

Last Name First Name

Home Address

City State Zip Code

Mailing Address (if different)

City State Zip Code
Home Phone Alternate Phone
_ Type: [ ] Beeper [ ] Cell Phone ] Msg. Phone
Birth Date
(MM/DD/YYYY) - - Social Security Number - -

Guarantor Employment Information

Employer Name Phone

Address

City State Zip Code

Occupation Status: [J Full Time [] Part Time [ Per Diem

-continued-



Emergency Contact Information

Name of Nearest Relative Relationship

Address Birth Date - -
City Zip Code Phone

Name of Emergency Contact Relationship

Address Birth Date - -
City Zip Code Phone

Insurance Information

Primary Insurance Name ID#

Address Group#

City State Zip Code Phone

Subscriber Name Birth Date - -
Relationship to Patient

Secondary Insurance Name ID#

Address Group#

City State Zip Code Phone

Subscriber Name Birth Date - -
Relationship to Patient

Tertiary Insurance Name ID#

Address Group#

City State Zip Code Phone

Subscriber Name Birth Date - -

Relationship to Patient

Click To Print

Click to Submit Application
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