
CEDARS-SINAIMEDICAL CENTER@

Admissions
PRE-ADMISSION FORM

HOSPITAL USE ONLY
Hospital Service Admitting Diagnosis Surgical Procedure Exp. Length of Stay Case Medical Record Number

INSTRUCTIONS:
1. Please print clearly and complete all information on both sides.

2. If you request a super deluxe room, pleas~ see page 3 of your Pre-Admission book.
3. If you require assistance in completing this form, please call your service department.
4. Please furnish a copy of your insurance card (front and back), as applicable.

5. Upon completion, please insert this form in the enclosed postage paid envelope and mail.

6. Please remember to bring your insurance identification card when you come to be admitted.

7. If you are a maternity patient, list obstetrician and pediatrician below.

PLEASE DO NOT WRITE ABOVE THIS LINE.
PLEASERETURNTO:
Cedars-Sinai Medical Center

8700 Beverly Boulevard

Los Angeles, CA 90048-1869

Attention: Pre-Admissions

~

Form No. 2747 (Rev. 6/01)

PATIENT TO COMPLETE
NAMEOFATTENDINGPHYSICIAN ITELEPHONENUMBEROFPHYSICIAN

NAMEOFOTHERPHYSICIAN
1TELEPHONENUMBEROFPHYSICIAN IEXPECTEDDATEOFADMISSION

NAMEOFPATIENT(LASTNAME,FIRSTNAME,MIDDLEINITIAL) BIRTHDATE SEX ETHNICGROUP
0 Caucasian 0 Black 0 Asian 0 Hispanic 0 Native American

0 M 0 F
n OthAr

NAMEUSEDIF PREVIOUSLYREGISTERED DRIVER'SLICENSENUMBER STATE MARITALSTATUS RELIGIOUSPREFERENCE

0 M 0 S 0 wO D 0 DP
ADDRESS(NUMBER,STREET,CITY,SATE,ZIP CODE) HOMETELEPHONE

MAIDENNAME MOTHER'SMAIDENNAME SOCIALSECURITYNUMBER IBIRTHPLACE(CITY,STATE,COUNTRY)

OCCUPATION EMPLOYER ADDRESSOF EMPLOYER(NUMBER,STREET,CITY,STATE,ZIPCODE) EMPLOYER'STELEPHONENUMBER

SPOUSE OR RESPONSIBLE PARTY
NAMEOFSPOUSEOR RESPONSIBLEPARTY(LASTNAME,FIRSTNAME,MIDDLEINITIAL) IRELATIONSHIPTO PATIENT

HOMETELEPHONENUMBER

ADDRESS(NUMBER,STREET,CITY,STATE,ZIP CODE) BUSINESSTELEPHONENUMBER

OCCUPATION IEMPLOYER

ADDRESSOFEMPLOYER(NAME,STREET,CITY,STATE,ZIPCODE) SOCIALSECURITYNUMBER

NEAREST LOCAL RELATIVE OR FRIEND
NAMEOF NEARESTLOCALRELATIVEOR FRIEND(LASTNAME,FIRSTNAME,MIDDLEINITIAL) IRELATIONSHIPTO PATIENT

HOMETELEPHONENUMBER

ADDRESS(NUMBER,STREET,CITY,STATE,ZIP CODE) BUSINESSTELEPHONENUMBER



I=nrm Nn ?7d7 (i=!PIf Ami'

INSURANCE INFORMATION '

METHODOFPAYMENT :I MEDICARENUMBER

HOSPITALEFFECTIVEDATE

I MEDICALEFFECTIVEDATE

IFCO-INSURANCEISMEDICAL,ENTERMEDICALNO.

D CASH D HOSPITALINSURANCE

D BLUECROSS:STATE D BLUESHIELD-+ . IGROUPNUMBER CERTIFICATE/SUBSCRIBERNUMBER COVERAGECODE

I EFFECTIVEDATEI F
NAMEOFSUBSCRIBER

I RELATIONSHIPOFSUBSCRIBERTOPATIENT I NAMEOF POLICYHOLDER

D ROSS-LOOS/CIGNA -+ I GROUPNUMBER

I MEMBERNUMBER

F'AMILYNUMBER

I CLINICNAMEI
NAMEOFSUBSCRIBER

I RATIONSHIPOFSUBSCRIBERTOPATIENT INAMEOFPOLICYHOLDER
I8JOTHERINSURANCE-+ I NAMEOFOTHERINSURANCECOMPANY

I GROUP/POLICY/UNIONLOCALNUMBER

OTHERI.D.NUMBER

I EFFECTIVEDATEI
NAMEOFPOLICYHOLDER

I RELATIONSHIPOFSUBSCRIBERTOPATIENT I TELEPHONENUMBER/ADDRESSFORINSURANCEVERIFICATION

WORKERS COMPENSATION
ISTHISADMISSIONCOVEREDBYWORKERSCOMPENSATION?

I NAMEANDADDRESSOF COMPANY0 YES 0 NO

NAMEOFADJUSTER

I DATEOFINJURY

CLAIM/FILENUMBER TELEPHONENUMBEROFADJUSTER

( )
NAMEANDADDRESSOFEMPLOYERATTIMEOFINJURY TELEPHONENUMBEROFEMPLOYER

( )
Doesyourinsurancerequirea secondoption? If yes,didyouobtaina secondoption? If yes, pleaseforwarda copywiththis formor bringit whenadmitting.

0 YES 0 NO 0 YES 0 NO

DoesyourInsurancerequirepre-review? If yes, hasthe pre-reviewbeenapproved? IFYES,PRE-REVIEWREFERENCENUMBER

0 YES 0 NO 0 YES 0 NO
NAMEANDADDRESSOFPRE-REVIEWORGANIZATION TELEPHONENUMBEROFPRE-REVIEWORGANIZATION

( )
OTHER INFORMATION

Doyouanticipatethatyouwill needassistanceupondischargefromthe hospital? 0 YES 0 NO AdmittedAlone?

0 YES 0 NO

Areyoubeingadmittedfroma 0 House 0 Apartment 0 Skilled Care Facility 0 Convalescent Home 0 Other (please specify)

AUTHORIZATION TO VERIFY INSURANCE COVERAGE

I hereby authorize Cedars-Sinai Medical Center to contact my Insurance Company to verify my Insurance Coverage.

SIGNATUREOFPATIENT

I DATESIGNED I

SIGNATUREOFINSUREDPARTY

I DATESIGNED
NOTES


