
 



 



HOAG MEMORIAL HOSPITAL PRESBYTERIAN
One Hoag Drive
Newport Beach, California  92658-6100
Financial Requirements  (949) 764-8271
Admissions (949) 764-8275
www.hoag.org
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This Facility Is Legally Obligated To Serve The Community

This health care facility is required by law to make its services available to all people in the community.
•  This facility is not allowed to discriminate against a patient because of race, creed, color, national origin, age or disability, or 

because a patient is covered by a program such as Medicaid or Medicare.
•  If this facility provides emergency services, it must not deny those services to a person who needs them but cannot pay for 

them.

If you believe you have been improperly denied services, contact the Section 504 Coordinator of this facility at 949/764-8220 or
call Toll Free 1-800/638-0742 (residents of Arizona, California, Hawaii and Nevada call 415/556-8586 (voice/TDD) for assistance).

Esta Institucion Tiene La Obligacion Legal De Atender A La Comunidad

Esta institución de atención a la salud está obligada, por la ley, a poner sus servicios a disposicíon de toda la comunidad.
•  Esta institución no peude discriminar contra un paciente debido a su raza, credo, color, origen nacional, edad o incapacidad

o porque  el paciente esté cubierto por un programa tal como Medicaid o Medicare.
•  Si esta institución presta servicios de urgencia, no puede negar dichos servicios a quien los necesite y no pueda pagarlos.

Si used cree que le negaron servicios indebidamente, comuniquese con el Coordinador de la Sección 504 de esta institución,
al número 949/764-8220 o lammo gratuitamente al número 1-800/638-0742 (los residentes de Arizona, California, Hawaii y
Nevada deben llamar al 415/556-8586 (voz/TDD) para pedir ayuda).

Your Privacy
Hoag Hospital assures protection of your personal health information under our Privacy Policy and HIPAA requirements.

fold fold

PATIENT INFORMATION
PATIENT FULL NAME ESTIMATED DUE DATE PHYSICIAN’S FULL NAME

DATE OF BIRTH                  RACE               PRIMARY LANGUAGE                       RELIGION            MARITAL STATUS SOCIAL SECURITY #

ADDRESS APT # CITY / STATE / ZIP CODE

EMAIL ADDRESS:                                         HOW WOULD YOU LIKE TO BE CONTACTED?    � EMAIL   � CELL   � PHONE

PHONE #

CELL PHONE #

PRIOR VISIT TO HOAG HOSPITAL NAME USED AT PRIOR VISIT (IF DIFFERENT) DRIVER’S LICENSE #

 YES NO
PATIENT EMPLOYER OCCUPATION FT / PT

EMPLOYER ADDRESS SUITE # CITY / STATE / ZIP CODE PHONE #

SPOUSE / PARTNER / NEXT OF KIN
NEXT OF KIN / SPOUSE / PARTNER IF NOT SPOUSE - RELATIONSHIP TO YOU DATE OF BIRTH SOCIAL SECURITY #

NEXT OF KIN ADDRESS APT # CITY / STATE / ZIP CODE PHONE #

CELL PHONE #

SPOUSE / PARTNER EMPLOYER OCCUPATION FT / PT

EMPLOYER ADDRESS SUITE # CITY / STATE / ZIP CODE PHONE #

NEAREST RELATIVE / FRIEND NOT LIVING WITH PATIENT RELATIONSHIP TO PATIENT WORK PHONE #

ADDRESS APT # CITY / STATE / ZIP CODE HOME PHONE #

CELL PHONE #

INSURANCE INFORMATION
PRIMARY INSURANCE INSURED / SUBSCRIBER NAME INSURED / SUBSCRIBER SS #

INSURANCE ADDRESS / CITY / STATE / ZIP CODE PHONE # POLICY # / GROUP # CERTIFICATE # / ID #

EMPLOYER UNDER THIS INSURANCE ADDRESS PHONE # PRIOR AUTH # IF REQUIRED

SECONDARY INSURANCE INSURED / SUBSCRIBER NAME INSURED / SUBSCRIBER SS #

INSURANCE ADDRESS / CITY / STATE / ZIP CODE PHONE # POLICY # CERTIFICATE # / ID #

EMPLOYER UNDER THIS INSURANCE ADDRESS PHONE # PRIOR AUTH # IF REQUIRED

WILL YOUR BABY BE COVERED UNDER THIS INSURANCE?     �  YES       �  NO     IF NOT, WHICH INSURANCE PLAN _____________________________________________________________

*PLEASE STAPLE A COPY OF EACH OF YOUR INSURANCE CARDS (FRONT & BACK)

Please Protect Yourself
Your insurance company may require that you obtain pre-authorization for your hospital stay. Please remember
to check with your plan prior to your hospital admission.

BIRTHING INFORMATION
   LAST MENSTRUAL PERIOD                  PLANNED C-SECTION                                # OF BIRTHS EXPECTED                           IS THIS YOUR FIRST BABY?         

                        �  YES        �  NO                                                                          �  YES        �  NO

  PEDIATRICIAN’S FULL NAME: __________________________________________________   THIS DOCTOR MUST HAVE NEWBORN CARE PRIVILEGES AT HOAG HOSPITAL.

MATERNITY PRE-ADMISSION REGISTRATION
HOAG MEMORIAL HOSPITAL PRESBYTERIAN

This form contains important information. Please mail this completed form to Hoag Hospital immediately.
*Please staple a front and back copy of each insurance card.

Plate:  341




