
 

 
HUNTINGTON HOSPITAL – PRE REGISTRATION/ADMISSION FORM 

PRE REGISTRATION ADMISSION FORM‐ 3‐2011.doc                                                                                                                                         3/2011 
 

□ Ambulatory (one-day-surgery)   □ In Patient Surgery  □ Maternity Admission 

 

DATE OF EXPECTED REGISTRATION/ADMISSION___________ _/__________ _/______ _ ___ DOCTOR ____________________________________________________________ 

 

NAME: ____________________________________________________   DATE OF BIRTH_______/_______/_______PREFERREDCONTACT NUMBER_______-________-_______ 

 

ADDRESS______________________________________________________CITY______________________________________STATE ___________ ZIP CODE____________________ 

 

EMERGENCY CONTACT_______________________________________RELATIONSHIP__________________________ CONTACT PHONE NUMBER________-______-________ 

 

ADDRESS__________________________________________________  CITY_________________________________________STATE_______________ZIP CODE_________________ 

 

NEAREST RELATIVE_________________________________________RELATIONSHIP___________________________CONTACT PHONE NUMBER________/________/_______ 

 

ADDRESS__________________________________________________ CITY__________________________________________STATE________________ZIP CODE________________ 

 

PRIMARY INSURANCE COVERAGE- CARD HOLDER INFORMATION 

 

PERSON RESPONSIBLE FOR 

ACCOUNT__________________________________________________________________________________________________________________________  

 

RELATIONSHIP TO PATIENT____________________________________________________________________ SOCIAL SECURITY #____________-__________-_______________ 

 

ADDRESS IF DIFFIRENT FROM PATIENT________________________________________CITY____________________________________STATE_________ZIP CODE_________ 

 

PERSON RESPONSIBLE EMPLOYED 

BY___________________________________________________________________________________________________________________________ 

 

OCCUPATION______________________________________________________________________BUSINESS PHONE____________-___________-_____________ 

 

BUSINESS ADDRESS____________________________________________________ CITY___________________________________STATE_____________ZIP CODE_____________ 

 

INSURANCE CARIRIER__________________________________________________________________________________________________________________________________ 

 

ID#____________________________________________________________________________________GROUP#___________________________________________________________ 

 

SECONDAY INSURANCE COVERAGE – CARD HOLDER INFORMATION 

Card Holder_________________________________________________________________________________________ 

 

RELATIONSHIP TO PATIENT______________________________________________________ SOCIAL SECURITY #__________-__________-___________________________ 

 

ADDRESS IF DIFFIRENT FROM PATIENT___________________________________________CITY________________________________STATE_________ZIP CODE__________ 

 

CARD HOLDER EMPLOYED BY__________________________________________OCCUPATION_______________________BUSINESS PHONE_________-_________-_________ 

 

BUSINESS ADDRESS_________________________________________________________CITY_______________________________STATE_____________ZIP CODE_____________ 

 

INSURANCE 

CARIRIER_________________________________________________________ID#_______________________________________GROUP#_____________________________________ 

MATERNITY PATIENTS ONLY:    Date of Last Menstrual Period________/_______/_________ 
 
Patient’s Maiden Name____________________________________________________ 
 
Name of Newborn’s Father_____________________________________________ Date of Birth______/_____/_____ 


