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PRE-REGISTRATION FORM

__________________________________________________________________________________________________________________

Surgeon		  Date of Pre-Op	 Date of Surgery

Previous Admission to Central Florida Surgi+Center:  Yes   No	 Date:________________

SURGICAL GUEST’S FULL LEGAL NAME

__________________________________________________________________________________________________________________

Last Name	 First Name	 Middle Initial	 Maiden	 Nickname

__________________________________________________________________________________________________________________

Street Address	 City		  State	 Zip Code

__________________________________________________________________________________________________________________

Home Phone	 Work Phone	 Sex (M/F)	 Marital Status

__________________________________________________________________________________________________________________

Social Security #		  Age	 Date of Birth

__________________________________________________________________________________________________________________

Employer:		  Name of Company

__________________________________________________________________________________________________________________

Address				    Phone

__________________________________________________________________________________________________________________

Mother’s Name (If surgical guest is a minor)		  Father

Ethnic Origin (optional): __American Indian __Asian / Pacific Islander __Black __Caucasian __White Hispanic __Black Hispanic  
__Other:____________________________________________________   __No response

PROCEDURES TO BE PERFORMED

__________________________________________________________________________________________________________________

Procedure				    CPT Code

__________________________________________________________________________________________________________________

Diagnosis				    ICD9 Code

METHOD OF PAYMENT FOR SERVICE AT CENTRAL FLORIDA SURGI+CENTER

__Insurance     __Workers Compensation     __Check/Cash     __Mastercard/Visa

Any surgical center charges not covered by your insurance must be paid prior to surgery. We will contact your insurance 
company to determine the appropriate estimated amount. We will then notify you of the amount you will be responsible to 
bring to your surgical appointment.
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PRIMARY INSURANCE INFORMATION

__________________________________________________________________________________________________________________

Name of insurance Company

__________________________________________________________________________________________________________________

Insured’s Name (as it -appears on card)

__________________________________________________________________________________________________________________

Group #		  Group Name

__________________________________________________________________________________________________________________

Insured ID/Social Security #		  Relation to patient

__________________________________________________________________________________________________________________

Insurance Claim Mailing Address

__________________________________________________________________________________________________________________

Insurance Verification Phone No

SECONDARY INSURANCE INFORMATION

__________________________________________________________________________________________________________________

Name of insurance Company

__________________________________________________________________________________________________________________

Insured’s Name (as it -appears on card)

__________________________________________________________________________________________________________________

Group #		  Group Name

__________________________________________________________________________________________________________________

Insured ID/Social Security #		  Relation to patient

__________________________________________________________________________________________________________________

Insurance Claim Mailing Address

__________________________________________________________________________________________________________________

Insurance Verification Phone No

EMERGENCY CONTACT PERSON

__________________________________________________________________________________________________________________

Name		  Area Code + Phone Number

__________________________________________________________________________________________________________________

Street Address	 City		  State	 Zip Code


