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The Christ Hospital
Mother/Infant Registration Form         Expected Delivery Date: _____________________

Mother’s Demographics

Name: ____________________________________________________________ DOB: ______________________

SSN: _____________________   Sex: _____   Race: ______________________   Marital Status: _________________

Address: _______________________________________________  City: _____________________  State: _______ 

Zip: _________ Home Phone Number: (      ) __________________ Cell Phone Number: (      ) __________________

OB/GYN Physician/Clinic: ________________________________________________________________________

Will the child be enrolled in the same health insurance plan that the mother is enrolled in?  Yes ______ No ______ 
If yes, please fill out mother’s insurance information only. If no, please fill out both mother’s and infant’s 
insurance information.

Mother’s Insurance Information Infant’s Insurance Information

Plan Name: ____________________________________ Plan Name: ____________________________________

Member ID #: __________________________________ Member ID #: __________________________________

Group #:  ______________________________________ Group #: ______________________________________

Group Name: __________________________________ Group Name: __________________________________

Subscriber Name: _______________________________ Subscriber Name: _______________________________

DOB: ________________      Subscriber Sex: __________ DOB: ________________     Subscriber Sex: __________

Address: _______________________________________ Address: ______________________________________

Relationship to Patient: __________________________ Relationship to Patient: __________________________

Employer Name: _________________________________ Employer Name: _________________________________

Employer Address: ______________________________ Employer Address: ______________________________

Employer Zip code: ______________________________ Employer Zip Code: ______________________________

Employer Phone number: _________________________ Employer Phone number: _________________________

Instructions for staff:  
Please fax to 513-585-1230 to Insurance Verification Team
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