
ST. MARK’S OUTPATIENT SURGERY CENTER                                             PRE-REGISTRATION FORM
1250 East 3900 South, Suite 100, Salt Lake City, UT 84124
Phone (801) 262-0358     Fax  (801) 262-0901         

Complete this form with your Clinical History Form. We like the opportunity to gather this information in advance to ensure a prompt and efficient admission. Please bring a picture identification & insurance cards on date of procedure.

E-MAIL COMPLETED FORM TO robert.hank@hcahealthcare.com
Press the “TAB” button to move to the next field or click on the desired field.  DO NOT PRESS “ENTER”!!

Physician’s Name: Dr.          Date of Procedure:  FORMDROPDOWN 
                  FORMDROPDOWN 

PATIENT INFORMATION

Name:        Birthdate:  FORMDROPDOWN 
                       Male  FORMCHECKBOX 
  Female  FORMCHECKBOX 

Address:            City:         State:          Zip:     
Home Phone:        Cell Phone:        Work Phone:      
Social Security #:      --     --       Marital Status:  FORMDROPDOWN 
    Spouse’s Name:      
Patient’s Employer:        Phone:       
Spouse’s Employer:        Phone:       
EMERGENCY CONTACT (Person not living with patient)

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        Name:         Phone:        Relationship: Contact is  FORMDROPDOWN 
 of patient.
RESPONSIBLE PARTY

(IF NOT PATIENT)  Name:         Relationship: Responsible person is  FORMDROPDOWN 
 of patient.
Address:        City:        State:       Zip:      
Home Phone:        Cell Phone:       Work Phone:      
Marital Status: FORMDROPDOWN 
   Employer:       Phone:       . 

INSURANCE INFORMATION

Accident Related?     FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes   Auto  FORMCHECKBOX 
 Work  FORMCHECKBOX 
 Other       Date of Injury:   FORMDROPDOWN 
                    
PRIMARY INSURANCE
Insurance:        Subscriber’s Name:         Subscriber’s Employer:       
Social Security #:       --        --         Subscriber’s Birthdate:  FORMDROPDOWN 
            
Policy # :       Group # :       Ins. Phone:      .
Ins. Billing Address:        City:        State:       Zip:     
SECONDARY INSURANCE
Insurance:        Subscriber’s Name:         Subscriber’s Employer: 
Social Security #:       --        --         Subscriber’s Birthdate:  FORMDROPDOWN 
            
Policy # :       Group # :       Ins. Phone:      .
Ins. Billing Address:        City:        State:       Zip:     
E-MAIL COMPLETED FORM TO robert.hank@hcahealthcare.com
If you have any questions or concerns, please call Bob at (801) 262-0358.    
