Hospital Organ Registration Form

Patient Information:
Full Name: ___________________________________________
Date of Birth: //____
Gender: [ ] Male [ ] Female [ ] Other
Address: _____________________________________________
[bookmark: _GoBack]City: ________________________ State: ______________
Zip Code: _______________
Phone Number: ____________________________
Email: ____________________________
Emergency Contact Information:
Name: _____________________________
Relationship: _______________________
Phone Number: ____________________________
Medical History:
1. Primary Care Physician: _________________________
Phone Number: ____________________________
2. Do you have any known allergies? [ ] Yes [ ] No
If yes, please list: _____________________________
3. Do you have any chronic medical conditions? [ ] Yes [ ] No
If yes, please list: _____________________________
4. Are you currently taking any medications? [ ] Yes [ ] No
If yes, please list: _____________________________
5. Have you had any surgeries in the past? [ ] Yes [ ] No
If yes, please list: _____________________________
Insurance Information:
Insurance Provider: ____________________________
Policy/Member ID: ____________________________
Group Number: ____________________________
Emergency Contact:
In case of emergency, please notify:
Name: _____________________________
Relationship: _______________________
Phone Number: ____________________________
I hereby consent to medical treatment that may be deemed necessary by the hospital's medical staff. I also understand that my insurance information will be used for billing purposes.
Signature: ____________________________
Date: //____
Please complete this form to the best of your ability. Thank you for choosing our hospital for your healthcare needs.
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