
Cardiothoracic and Vascular Surgeons 
 

PRE-REGISTRATION FORM 

 
Athena # ______________ Appointment Date & Time ___/___/___  ___:___ with Dr. ______________________ 

Last Name ___________________________________ First Name _____________________________ MI ______  

Gender _____________ Date of Birth ____/____/____   SSN ______-_____-________  Married? _____________ 

Address  ____________________________________________________________________________________ 

City _______________________________________ State _____________ Zip Code _______________________ 

Home Phone # (___)______________ Work Phone # (___)_____________ Cell Phone #(___)_______________  

 

Other Information 

Are you still working full time? _________________ Retired _________________ Disabled _________________ 

Employer ______________________________ Department ________________ Phone # (___)_______________ 

Address  ___________________________________________________________________________________ 

City _______________________________________ State _____________ Zip Code ______________________ 

 

Primary Doctor _____________________________________________________ Phone # (___)______________ 

Referring Doctor ____________________________________________________ Phone # (___)_____________ 

 

Insurance Information 

 
PRIMARY Insurance: ______________________________________________ Phone # (___)_____________ 

Claims Address ______________________________________________________________________________  

City ____________________________________________ State  ____________   Zip  ____________________   

Subscriber’s Name  ___________________________ Date of Birth ___/___/_____  SSN _____-_____-_______  

Policy ID Number ________________________________________ Group Number _______________________   

Patient-to-Subscriber Relationship:     ___Self ___Spouse ___Parent ___Child ___Other - __________________ 

Subscriber’s Employer  _______________________________________ Employer Phone # (___)_____________ 

 
SECONDARY Insurance: ____________________________________________ Phone # (___)_____________ 

Claims Address ______________________________________________________________________________  

City ____________________________________________ State  ____________   Zip  ____________________   

Subscriber’s Name  ___________________________ Date of Birth ___/___/_____  SSN _____-_____-_______  

Policy ID Number ________________________________________ Group Number _______________________   

Patient-to-Subscriber Relationship:     ___Self ___Spouse ___Parent ___Child ___Other - __________________ 

Subscriber’s Employer  _______________________________________ Employer Phone # (___)_____________ 
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