MATERNITY PRE-ADMISSION

P HETLTPS

RETURN FOrRM TO ADMITTING OFFICE (FAX: 914-366-1559) Phelps Memorial Hospital Center
DESCRIPTION OF SERVICE: 701 N. Broadway . Sleepy Hollow, NY 10591 . 914-366-3000
PJ‘ETIENT IHFOI:‘LJ\J J\TIDN; ”ﬂ[lt: l]‘f: 1"‘1"1"‘1: .HL'.\‘: D J\l."l:.l.{.: D l_L:]ﬂ-;tlL:
I Social Security # :
Name: Race: :
Street: Apt# ke
e Religion:
e Primary Language:
State: Zip Code: . ] v LANBUASE:
Home Phone#: Other #: HJ“P {_}}LI'
Street:
Email Address: Citv:
Marital Status: O Married O Single 0O Widowed State: Zip Codc:
O Divorced O Separated O Life Partner
——— ) EMERGENCY CONTACT:
NEXT OF KIN: Mo
. ame:
ot Street: Aptit
Street: Apt# .(‘in'- : st
City: o —
. — State: Zip Code:
A Siptace Hm; : Phone#: lﬂr]: j_rL?'ﬂr"
Home Phone#: Other #; 5 ok L

Relationship to Patient:

E{uhui:mh'hip to Patient:

GUARANTOR:

INSURANCE INFORMATION:
MName of Insurance Co:

O Same as PaTiexT O Same as NexT oF Kin' O Other: Street:
Name: City:
S[rccr: ‘.‘lllpt# 5[.‘11‘1_‘: Zil'?l (:HL:I.L":
Citv: Telephone:

ity : ,

B — Policy # (ID#):
State: Zip Code: ol i

Subscriber’s name:

Home Phone#: Other #:

Patient’s relationship to subscriber:

Social Security #:

Group #:

Guarantor’s Employer:

Effective darte:

Subscriber’s Social Security #:

Streer: : . .
i Subscriber’s date of birth:
(_»“‘,'-': — Subscriber’s Employer:
State: Zip Code: Crrapt: ’
Street:
City:
PRIMARY PHYSICIAN: State- Zip Code:
Namc: If Workman's Comp or No Fault, date of accident:
Telephone:

REFERRING/ATTENDING PHYSICIAN:
MName:

SECONDARY INSURANCE (IF ANY):
Name of Insurance Co:
Street:

Telephone:

City:

REASON FOR VISIT:

State: Zip Code:

Diagnosis:

Telephone:
Policy # (ID#H):

EXPECTED DATE OF ADMISSION/APPOINTMENT DATE:

Subscriber's name:
Patient’s relationship to subscriber:
Subscriber’s date of birth:

DO YOou HAVE ADVANCE DIRECTIVES?
O Living Will O Healthcare Proxy
O Power of Attorney 0O None

If vou would like copies on file at the hospital, please

bring with you on date of service.

Subscriber’s Social Security #:
Effective date:

Group #:

Subscriber’s Emplover:

Street:

City:

State: Zip Code:

If Workman's Comp or No Fault, date of accident:




