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Please fax referralwíth all the lísted ínformatlon below to

pteasé nóte inó REFERRAU W|LL NoT BE PROCESSED until
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providers w¡th access to VALLEY EXPRESS. Referrals received
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SANTA CLARA VALLEY MBDICAL CENTER
REFERRAL REGISTRATION FORM

VHP / AUTHORIZATION CENTER
2480 N. 1ST STREET #2OO .

sAN JOSE, CA 95131
(408) 88s-3820

PATIENT'S DEMOGRAPHIC INFORMATION:

LAST NAME: FIRST: MIDDLE:

DATE OF BIRTH SOCIAL SECURITY #: SEX: M OR F

HOMB ADDRESS CITY STATE ZIP CODE

HOME PHONE / CELL #: BÍRTH PLACE:-

U.S. CITIZEN: YES / NO MARITAL STATUS ETHNICITY COUNTY:

RELIGION LANGUAGE: MOTHER'S MAIDEN NAME (LASr)

ARE YOU EMPLOYED: YES / NO EMPLOYER NAME: OCCUPATION:

INSURANCE INF'ORMATION: ( PPO. HMO. MECI.CAL. & HEALTHY FAMILY OR KIDSI

INSURANCE TYPE GROUP # PFIONE

I.D. #: SUBSCRIBER'S NAME: DATE OF BIRTH:

EMPLOYER NAME: OCCUPATION

GUARANTOR'S INFORMATION:

PARENT'S NAME: RELATIONSHIP:

SOCIAL SECURITY #: TE OF BIRTH

EMERGENCY CONTACT PERSON: OIFFERENT TELEPHONE # F.ROM PT)

NAME: RELATIONSHIP:

PHONE I CELL #: _C_____J

PLEASE FILL OUT THE INFORMATION ABOVE AND FAX IT BACK TO VMC AUTH DEPT. AS SOON AS POSSIBLE.
REGISTRATION FORM MUST BE COMPLETED & RETURN TO VMC AUTHORIZATION DEPARTMENT BEFORE YOUR

ApporNTMENT. PLEASE FAX rr rO (408) 793-1892. THANK yOU!

INSURANCE BILLING ADDRESS:


