
Patient Name Date of Birth Social Security Phone Number

Address City, State Zip Code
Marital Status 

S  M  D  W

Employer Name FT / PT     Employer Phone Job Title

Employer Address City, State Zip Code

Spouse / Parent 
Name Date of Birth Social Security

Spouse's 
Work Phone

Spouse's / Parent 
Employer        FT / PT Address City, State, Zip Code

Religion Race?

Caucasion     Black   
Oriental   Hispanic    
Arabic   Other Ethinticity?

Hispanic      
Non-Hispanic Primary Language?

Organ Donor? Y      N Advanced Directive? Y     N Y     N 

Accident? Y  N Date and Time of Injury
Location of 

Accident Work Related?    Y      N

Phone Number

Address City, State, Zip Code Relationship

1st insurance? Policy Number Group Number

Address City, State, Zip Code Phone Number

Your insurance? Y              N Y              N

2nd Insurance Policy Number Group Number

Address City, State, Zip Code Phone Number

Your insurance? Y              N Y              N

Physician Name Procedure Diagnosis

Due Date
PRE-REGISTRATION PHONE: 702-616-4666  PRE-REGISTRATION FAX: 702-616-4542

ST. ROSE DOMINICAN HOSPITALS PATIENT INFORMATION SHEET

Do you wish to be included in 
the Facility Directory?

FOR OB PATIENTS:      Date of Last Menstral Period

Spouse's / Parent's Insurance?

Spouse's / Parent's Insurance?

Onset of Symtoms Date

Person to Notify in Case of Emergency

By: GMA 0605


