_ Memorial
Y od Hospital

\ OF SWEETWATER COUNTY

OUTPATIENT REGISTRATION FORM

A
All bolded items must be completed, or a complete Ordering Provider
demographic form must be attached.

Putiant Nume (Last, First, Middle Initisf) Piagnosis/Chief Complaint

Jrationt Social Security Numbor Birthdute Age  [Sex Murinl  {Telophone # Stroo? Addrass
Statws

Muiling Addrass Gty, State, Zip code

Pationt Employer Primary Care Provider

Responsible Party ﬁelationship to Patient Responsible Party Social Security No. Telephone Nunber

Street Address Mailing Address . City, State, Zip

Employer Address Emplover Telephone

L
1 IPrimary Inserance Inswrancs Mulling Address (inclvde Ciy, State, and Zip)

KGronp Throwgh Wha! Employer Growp # ‘ Policy #

Policy Holder's Name Policy Holder's Rirthdats Policy Holder's Soclal Security Number

) |Secondar_v Insurance Insurance Mailing Address (Include City, State, and Zip)
Group Through What Employer Group # Policy #
Policy Holder's Name Policy Holder's Birthdate Policy Holder's Social Security Number
IF WORKMAN'S Date of Injury Oceupation Lengih of Service with Employer
COMPENSATION

CONSENT TO TREATMENT: Diagnostic/Out-Patient Authorization: The undersigned consents o any x-ray examination, laborfatory procedures,
respiratory therapy procedures, physical therapy treatment rendered the patient under the general and special instructions of his physician(s).

RELEASE OF INFORMATION: 1 hereby authorize Memorial Hospital of Sweetwater County to disclose information from the Medical Record

—————

1o any person or corporation which is or may be liable under a contract to the hospital or to the patient or to a family member or employer of the patient for all or part of the
hospital's charge including but nof linited to hospital or medical service companies, insurance companies, worker's compensation carriers, welfare employer any funds, the
patient's health care or extended care facility that I may be transferred to in the even it is deemed appropriate to make such transfer,

ASSIGNMENT OF BENEFITS: 1 herehy assign payment of insurance benefits to Memorjal Hospital of Sweetwater County, P.0. Box 1359, Reck Springs,
Wyoming, §2902. Iunderstand that T am financially responsible to the hospital for full payment within 60 days after discharge. It is further agreed that any credit balance
resulting from payment of the insurance or ather sources may be applied to any other account owed to the hospital by the insured or Tus/her family.

PATIENT: or NEAREST RELATIVE:
WITNESS: RELATIONSHIP TO PATIENT:
DATE: TIME: AM / PM

White - Chart Copy Copy - Finarcial Folder

oo |INNNTERALARRTER RO

Qutpatient Registration Form



