Seton Family of Hospitals

Employee/Dependent Pre-Registration Form for Non-scheduled Services
	Service will be performed at the following facility:

 FORMCHECKBOX 
 UMCB     Fax:  324-7533           


     
 FORMCHECKBOX 
 Seton Medical Center Williamson     Fax:  370-5525            

 FORMCHECKBOX 
 Seton Medical Center – Austin     Fax:
324-1141
 FORMCHECKBOX 
 Seton Medical Center – Hays     Fax:  370-5530
 FORMCHECKBOX 
 Seton Northwest     Fax:   324-6969            

 FORMCHECKBOX 
 Seton Southwest      Fax:  324-9096
 FORMCHECKBOX 
 Dell Children’s Medical Center (Imaging)  Fax: 324-0775  FORMCHECKBOX 
 Seton Lab @ Strictly Pediatrics MOB   Fax: 324-0639



Please fax completed form along with order and insurance card to the appropriate facility

	Physician Order Information: **Order must be presented at time of service to avoid delays**

	PCP/Clinic Name:
	
	PCP/Clinic Phone #:
	

	Ordering Physician:
	

	Diagnosis and Service Information:

	Date of Service (Date you will be coming in for services):
	

	Specific service to be rendered:
	

	Outpatient service is due to:
 FORMCHECKBOX 
 Illness (Diagnosis): ____________________________             FORMCHECKBOX 
 Pregnancy       Due Date:      

 FORMCHECKBOX 
 Other (Annual screenings or test to rule out any illnesses)    FORMCHECKBOX 
 Accident/Injury (Date of incident _______)    
 FORMCHECKBOX 
 On the job injury: Yes/No (Circle one)    If Yes, then what time:____:____  
** A DOERS report is required for all associate injuries**

	Patient Information:

	Last Name:
	
	First Name:
	
	Middle Initial:
	

	Maiden Name:
	
	DOB:
	
	Marital Status:
	
	Social Security #:
	

	Race    FORMCHECKBOX 
  White      
 FORMCHECKBOX 
 American Indian/Eskimo/Aleut            FORMCHECKBOX 
  Asian or Pacific Islander        

              FORMCHECKBOX 
  Black

 FORMCHECKBOX 
  Hispanic                                                FORMCHECKBOX 
  Other Ethnicity: _________________
Religion:

	Street Address:
	
	Apt. #:
	

	City:
	
	State:
	
	Zip Code:
	

	Home Phone #:
	
	Alternate Phone #:
	
	Work Extension
	
	Name of Dept
	

	Insurance Information: **Please be sure to provide your insurance card on date of service**

	Policyholder’s Name:
	
	DOB:
	
	Social Security #:
	

	Name of Insurance:
	 FORMCHECKBOX 
  Seton Employee Plan     

 FORMCHECKBOX 
   Other:___________
	Insurance Phone#:
	Seton Employee Plan 

421-5667 or 1-866-272-2507

	Policy or Member ID#:
	
	Group #:
	 FORMCHECKBOX 
  Seton EPN Plan     

 FORMCHECKBOX 
  Seton EPN Expanded Plan

	Secondary Insurance Name:
	
	Insurance Phone#:
	

	Policy or Member ID#:
	
	Group #:
	

	Policyholder’s Name:
	
	DOB:
	
	Social Security #:
	


