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Registration for a recovery stay

1. Personal information

Title Mrs. Date of birth
First name Phone

Last name Mobile
Address E-mail
ZIP/Town

2. Cost unit

[[] Health insurance [_]Accident insurance []self-payer

3. Information about the health insurance company

Insurance

Membership No.

Is there a cost confirmation from the health insurance company?

[Jyes
|:| No

|:| Request on

4. Accommodation

Have you already booked an accommodation?
[Jves, [Other |
[Ino

Arrival: Departure:

Please note that you are responsible for booking the accommodation by yourself. Our reservation is
available for room reservations at +41 81 303 30 30 or reservation@resortragaz.ch.


mailto:reservation@resortragaz.ch
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5. Information about the recovery stay

Instructing doctor

Address

Zip/Town

Diagnosis

Treatment goal

Desired treatment

Do you need help from the Care Service team?
|:| No |:| For getting up |:|For the accompaniment to therapy

[]For dressing []1In the shower [Jothers: |

The Spitex Sarganserland (Care Service) offers you highly qualified care. Be it support with
daily personal hygiene, taking medication, giving injections, wound treatment or much more.
The need for nursing care is individually expanded, adapted and planned.

Please note the information in our detailed guide. Please make sure that the relevant
documents (medical reports, cost confirmations, prescriptions, etc.) are sent to the following
address in good time:

Medical Center

Grand Resort Bad Ragaz AG
7310 Bad Ragaz
health@resortragaz.ch

Date: Signature:
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