@ SWEDISH MEDICAL CENTER

Please complete this form and fax it to Swedish between your 28th and 32nd week of pregnancy.

OB PRE-REGISTRATION FORM

(] First Hill

[] Ballard

Expected Admit Date:

Admitting Health Care Provider:

Office Phone:

Baby’s Health Care Provider:

Office Phone:

Patient Name:

Social Security Number:

Sex: Date of Birth:

Birthplace: Race:

Marital Status:

Religious Preference:

Home Address:

City: State: ZIP Code:
Home Phone: Work Phone:

Employer: Occupation:

Employer Address:

If Retired, Date of Retirement: Employer:

Next of Kin/Spouse: Relationship:

Home Address:

City: State: ZIP Code:
Home Phone: Work Phone:

Employer: Occupation:

If policy holder of insurance: Social Security Number:

Date of Birth:

If Next of Kin is unavailable, please contact:

Relationship to Patient:

Home Phone:

Emergency:

REFERRAL/AUTHORIZATION REQUIREMENTS

PLEASE CONTACT YOUR PROVIDER’S OFFICE OR INSURANCE COMPANY IF YOU ARE UNSURE ABOUT

PRIMARY INSURANCE

SECONDARY INSURANCE

Insurance:

Insurance:

Policy Number:

Policy Number:

Group Number:

Group Number:

Policy Holder:

Policy Holder:

Insurance Company Billing Address:

Insurance Company Billing Address:

Phone:

Phone:

*Please be sure to bring your medical insurance and pharmacy cards at time of service*

Swedish | First Hill

747 Broadway
Seattle, WA 98122-4307
Fax: 206.386.2625

Swedish | Ballard

5300 Tallman Avenue N.W.
Seattle, WA 98107-1507
Fax: 206.781.6195
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