P
CHILTON

MEMORIAL HOSPITAL

Pre Admission Form

Admission Date Physician

I [ 1 I

Admitting Diagnosis

I

Medical [_] Surgical [ | Maternity [

Patient Name

Last Maiden and/or other
I | | |

Birth date Age Mother's Name

Have you been a patient here before?

|:|No|:|

"If “Yes,” When?" Under What Name

I | I

Patient's Information

Street

I

City State Zip Code

] [ ]

Home Phone

Marital Status Race

Social Security

I |
Religion

I |

Email

Other Phone
I |

Part Time Occupation

I |
Affiliation
I |

Use email

1 ]




Employer Information

Name

Street

City

State Zip Code

Employers Phone

Next Of Kin

Name

Street

City

State Zip Code

| [ [ ]

Home Phone

Work Phone

Relation to Patient

Person to Notify

Name

Street

City

State Zip Code

| ] [ ]

Home Phone

Work Phone

Relation to Patient




Guarantor

Name

I

Street

I

City State Zip Code

I | | [ 1]
Home Phone Relation to Patient

I | I

Email

I |

Guarantor Employer

Name

I

Street

I

City State Zip Code

I | | [ 1]
Phone Guarantor Occupation

I | I

INSURANCE INFORMATION

Medicare Policy Number (if applicable) Medicaid Policy Number

Newborn Medicaid # (if applicable)
I |

Primary Insurance Name Group (Employer)

Policy Number Group Number




Is this a Group Insurance? Yes[ | No [ ]

Subscriber’s (Policy Holder’s) Name Subscriber’s Date of Birth

I | I |
Subscriber’s Relationship to Insured Insurance Mailing Address

I | I |
Secondary Insurance Name — (Employer)

I | |
Policy Number Group Number

I || |
Subscriber’s (Policy Holder’s) Name Subscriber’s Date of Birth

I | I |
Subscriber’s Relationship to Insured Insurance Mailing Address

I | I |
[ ] L |

Other Insurance

Since most insurance companies, including Blue Cross & Blue Shield, now have a
coordination of benefits clause in their contracts, it is important that you list all policies
including those carried by a patient’s spouse.

Medication Information: It is important that you bring a list of all the medications you are
now taking or bring the medications with you and give them to our nursing personnel for
identification.

Admission: This is a pre-admission information form. The information provided is
confidential and enables us to complete your admission as quickly as possible. Please

complete and return this form promptly.

Please bring all your medical insurance policies and/or identification cards with you.
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