Patient Registration Form

Title: Forename: Surname: Hospital Use Only:
Address: DoB: Sex: MPI No:

Marital Status: Room No:

MNationality: TCI Date:

Religion: Discharge Date:
Post code: Patients under 16 years of age, please provide details of your school-
Tel. No:
Specialist/Consultant: Procedure:
GP Name: GP Address:

Flease indicate how you wish to settle your account. This will include any items not covered by your insurer.

Cash ] Cheque O Credit/Debit Card O

E e R 1. 1 I~ e Exp Date ............ccoc......
Issue Date (SWICH). ... Ploass sign below if you wish charges to be deducted from your card.
Signetung ...l

Tmumlhmnfmlntﬁﬂﬂwlﬂuemwmdwﬂmmﬁhum“mm.

OR if covered by Medical Insurance, please complete below:

Medical Insurer's Date Symptoms first noticed by Patient:
name:
Membership's number: Date first consulted GF:
Policyholder’s name Reason for GP visit/initial symptom:
Scale of cover:
L Scheme/Plan name: Have you attended this hospital previously?
In-patient Yes O No O
Employer:
Qut-patient Yes O Mo O
Did the patient receive ireatment as the result of an accident Is the patient covered by any other Insurance from which the cost
caused by someona elsa? of treatment might be claimed?
Yes 0 No [ yes[1 wNo O
It “Yes" to any of the above, please complete the Accidents/Other Insurers section overleaf
MNext of Kin Next of Kin
Name: Address:
Relationship: Tel. (Homej: Tel. (Work):

ALL PATIENTS: | hereby undartake to pay Ramsay Healthcare for services and materials relating 1o my treatment as a private patient including
in the circumstances where medical insurance proves not to cover the specific course of treatment. Please be aware that pre-op tests will be
invoiced lo your insurance company as Oulpatient charges,

Data Protection Act: | have been notified of the Data Protection Act as it relates to my data processed by Ramsay Healthcare (sea overleal)
Insured Patients Only: | DECLARE THAT my/the patient's general practifioner recommended the specialist treatment and that to the best of

my knowledge and belief the information given on this form is true and complete. | authorise the hospital to submit claims relating to my/the
patient's treatment to my/the patient’s Insurer on my/the patient's bahalf,

All patients please sign below:
Slanature of Patient Signature of parent/guardian if patient is under 18; Date

L1 Please tick this box if you do not wish to receive other information about Ramsay Healthcare UK services

PATIENT REGIS TRATION FORM Issund Date: Dec 2007
CH3TR080 Vi Review Date: Dec 2010
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