N7 640 Ulukahiki St

Adventist Health“ KFaailxu:a(,8 gg;/v;gigzgg
Castle E-mail: AHCSPreRegistration@AH.org

PRE-REGISTRATION FORM

Appointment/Expected Delivery Date Primary Care Provider

Last Name First Name Mi
Date of Birth SSN# Birthplace

Mailing Address Apt City State Zip Code
Phone (Primary) Phone (Secondary) E-mail

Do you wish to sign up for the Patient Portal? DYes DNO

Accident/Injury/LMP Date, if applicable: OB Provider.

Birth Sex Marital Status Religion: Preferred Language:

DMaIe DSingIe DDivorced Ethnicity: ,:lHispanic DNon-Hispanic DDecIined

DFemaIe DMarried DWidowed Race: DAmerican Indian/Alaskan Native l:lAsian

Gender Identity: DLegaIIy Separated DBIack/African American DHawaiian/Pacific Islander
DLife/Domestic Partner EIWhite/Caucasian D Declined

DOther

Employer Occupation Employer Phone

Employment Status: DFU” Time DPart Time ':IActive Military Duty DNever Employed ':ISeIf-emponed
DUnemponed DRetired Date of retirement (if applicable)

Emergency Contact Name: Relationship: Phone:
Primary Insurance Plan: Policy Number: Group Number:
Subscriber: Subscriber DOB: Subscriber Relationship to Patient:
Secondary Insurance Plan: Policy Number: Group Number:
Subscriber: Subscriber DOB: Subscriber Relationship to Patient:
Guarantor Name (if not patient): DOB: Relationship:

CONFIDENTIALITY NOTICE This message and any included attachments are from Adventist Health and are intended only for the addressee. The
information contained in this message is confidential and may constitute inside or non-public information under international, federal, or state securities
laws. Unauthorized forwarding, printing, copying, distribution, or use of such information is strictly prohibited and may be unlawful. If you are not the
addressee, please promptly delete this message and notify the sender of the delivery error by e-mail or you may call our privacy officer at (808) 263-5421.
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