
Send copy of front and back of insurance card along with this 
completed form and copy of your picture I.D. (driver’s license)

Please complete this form and return it to the hospital business office at least five months prior to your due date.

Last Name ___________________________________________ First Name	 _________________________________________ Middle Initial _________

Age ____________________ Birth Date _____________________________________________ Race _________________________________________

Address ____________________________________________City _____________________________ State _________________ Zip _______________

Length of Residency ___________ Telephone (_____) __________________________ Email: ________________________________________________

Employer _________________________________________ Occupation _______________________________ Length of Employment ______________

Employee’s Address _________________________________________City _____________________________ State _____________ Zip ____________

Employee’s Telephone (_____) ________________________ Marital Status (circle one)      Married       Single        Widowed        Divorced       Other

SS# ______________________________________________ Religion (optional) __________________________________________________________

Physician __________________________________________ Due Date ____________________________ Last Menstrual Cycle ___________________

Previous Admission  Yes _____ No _____  Name Used __________________________________________ Date _________________________________

Spouse________________________________________________________________________________ Birth Date _____________________________

Employer _________________________________________ Occupation _______________________________ Length of Employment ______________

Employer’s Address _________________________________________City _____________________________ State _____________ Zip ____________

Employer’s Telephone (_____) ________________________  Spouse’s SS# _______________________________________________________________

Notify in Emergency __________________________________ Relationship ____________________ Telephone (_____) __________________________

Address ____________________________________________City _____________________________ State _________________ Zip _______________

GUARANTOR (PERSON RESPONSIBLE FOR BILL)

Last Name ___________________________________________ First Name	 _________________________________________ Middle Initial _________

SS# ________________________________________________ Telephone (_____) _________________________________________________________

Address _____________________________________________ City _____________________________ State _________________ Zip _____________

Employer _________________________________________ Occupation _______________________________ Length of Employment ______________

Employer’s Address _________________________________________City _____________________________ State _____________ Zip ____________

Employer’s Telephone (_____) ________________________________

PRIMARY INSURANCE

Insurance Company __________________________________________________________________ Telephone (_____) __________________________

Pre-Certification  Company ____________________________________________________________ Telephone (_____) __________________________

Insured Person ____________________________________________ SS# ________________________________ Birth Date _______________________

Employer ______________________________________ Telephone (____) ___________________ Mail to: _____________________________________

Group # __________________ Policy # ____________________ Certification # ______________________ Employer # ___________________________

Union # ___________________________ Plan # ____________________________________________________________________________________

SECONDARY INSURANCE

Insurance Company __________________________________________________________________ Telephone (_____) __________________________

Pre-Certification  Company ____________________________________________________________ Telephone (_____) __________________________

Insured Person ____________________________________________ SS# ________________________________ Birth Date _______________________

Employer ______________________________________ Telephone (____) ___________________ Mail to: _____________________________________

Group # __________________ Policy # ____________________ Certification # ______________________ Employer # ___________________________

Union # ___________________________ Plan # ____________________________________________________________________________________

Please return to Las Colinas Medical Center.
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