() SENTARA.
Sentara Hospitals

Registration Questionnaire

Patients: Social Security Number: Initials:
Patient’s Account Number; Patient’s Age:
Patient Type UED QOEDUCO QAIP QopP  QRecurring Facility: QSBH QSLH QISNG SHGH
Visit Date: / / Visit Time: OAM QPM | IfIP, Room #: Bed #:
PATIENT INFORMATION
Birth Date: / / Sex: Q4 Male U Female SSN: - -
Patient Name: Alias:
Last First Middle Initial Title: Suffix;
Address: Apartment No. Phone: - -
Zip: City: State: E-Mail Address:
Race: Marital Status: Sentara Employee:
Temporary Address if applicable Phone: - —
Address: Apartment No.
Zip: City: State:
EMPLOYER INFORMATION
Employer Name: Effective date: / /
Occupation: Status: QFT  QPT O Not Employed Q Self Employed U Retired
U Active Military 1 Unknown
Address: Apt #: Phone #:
Zpo . City State: Extension:
GUARANTOR INFORMATION
Is Guarantor same as patient: U Yes U No IF NO, ANSWER QUESTIONS BELOW
Guarantor Name: :
Last First Middle Initial Relationship to Patient:
Address: Apt #: Phone #:
Zpo . City State:
Birth Date: / / Sex: QU Male U Female SSN: - -
Guarantor Employer Information
Employer Name: Effective From: / /
Occupation: Status: QFT  QPT O Not Employed U Self Employed U Retired
Q Active Military Q4 Unknown
Address Apt #: Phone #:
Zpo . City State: Extension:
NEAREST RELATIVE
Relative Name: :
Last First Middle Initial Relationship to Patient:
Address: Apt #:
Zpo . City State: Phone #:
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ACCIDENT INFORMATION

Is visit due to an accident? O Yes U No IF YES, ANSWER QUESTIONS BELOW
Date of Accident: / / Time of Accident: Nature:
Type: QO Auto UAuto O Auto-No Fault O Tort Liability U Employment Related U Other U Crime Victim
INSURANCE INFORMATION
Primary Insurance Company ATTACH COPY OF BACK AND FRONT OF ALL INSURANCE CARDS
Plan Name:
ID#: Group #: Effective date: / /
Is subscriber the same as patient? U Yes U No IF NO, ANSWER QUESTIONS BELOW
Relative Name: :
Last First Middle Initial Relationship to Patient:
SSN: - - Birth Date: / Phone #:
Secondary Insurance Company
Plan Name:
ID#: Group #: Effective date: / /
Is subscriber the same as patient? Q VYes QNo IF NO, ANSWER QUESTIONS BELOW
Relative Name: :
Last First Middle Initial Relationship to Patient:
CLINICAL INFORMATION
Admitting Physician: Attending Physician: Primary Care Physician
Chief Complaint: Onset Date:
Procedure: Onset Time:
Visit Type: O Emergent UUrgent U Elective U Newborn Hospital Service :
Visit Source: 1 MD Referral U Clinic Referral 1 HMO Referral U Hospital Emergency Department
U Transfer From Hospital (Name: )
Transfer from SNF (Name: )
Mode of Transportation: Location:
NEWBORN INFORMATION
Mom'’s Acct #: Baby’s Name: :
Last Middle Initial
Baby Bracelet #:
Comments:

Co-Pay Receipt#:




