
  OCEAN SURGERY CENTER  
    Direct Healthcare Delivery 

23365 Hawthorne Blvd., Suite 102  Torrance CA 90505  TEL:  (310)325-1644  Fax:  (310)-325-1656 

PATIENT REGISTRATION FORM
  (PLEASE PRINT CLEARLY) 

PATIENT’S NAME:_____________________________________________________________________ 

ADDRESS:_____________________________________________________________________________ 

CITY:___________________________________STATE:_________________ZIP:___________________ 

□ HOME PHONE:_________________________________ □  CELL: _____________________________

□ OTHER:_______________________________________ (PLEASE CHECK PREFERRED CONTACT NUMBER)

E-MAIL:_______________________________________________________________________________

EMPLOYER:___________________________________OCCUPATION:___________________________

DATE OF BIRTH:______________________   DRIVER’S LICENSE #____________________________

EMERGENCY CONTACT NAME__________________________________________________________ 

RELATIONSHIP TO PATIENT: ______________________________ TEL_________________________ 

HEIGHT: _________________    WEIGHT: ________________     SMOKER:    □ YES    □ NO     

ALLERGIES: __________________________________________________________________________ 

CURRENT MEDICATIONS: _____________________________________________________________ 

______________________________________________________________________________________ 

SURGERY OF INTEREST: ______________________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

PAST SURGICAL/MEDICAL HISTORY: __________________________________________________ 

______________________________________________________________________________________

______________________________________________________________________________________ 

RESPONSIBLE PARTY INFORMATION IF OTHER THAN YOURSELF 

NAME:_______________________________________________________________________________

RELATIONSHIP TO PATIENT:__________________________________________________________ 

REFERRED BY: ______________________________________________________________________  

 

 

For Office Staff: 
Procedure______________________________________________________________________________  
Surgeon: _______________________________   Facility: _______________________________________ 
Accommodation: __________________________________________________________________ 


