
In Case of Transport to the Hospital

The information requested below is required by all local hospitals to admit you.  Please fill the information

out and we will keep this form in your file to help facilitate a transfer in the unlikely event you need one.

PATIENT LAST NAME FIRST NAME MIDDLE MAIDEN

STREET ADDRESS PHONE

CITY AND STATE ZIP

MARITAL STATUS ARE YOU DIABETIC?

�  Married    �  Single    �  W idowed    �  Separated    �  Divorced
�  Yes �No

AGE BIRTHDATE RELIGIOUS PREFERENCE (ANSWER IS OPTIONAL)

SOCIAL SECURITY NUMBER EMPLOYER/PHONE # OCCUPATION

SPOUSE’S NAME SPOUSES ADDRESS & PHONE IF DIFFERENT FROM PATIENT

SPOUSE’S SOCIAL SECURITY NUMBER SPOUSE’S BIRTHDATE OCCUPATION

SPOUSE’S EMPLOYER/PHONE #

RELATIVE OR FRIEND BIRTHDATE IF KNOWN RELATIONSHIP

RELATIVE’S OR FRIEND’S ADDRESS RELATIVE’S OR FRIEND’S PHONE #

Insurance Information

MEDICAID ID# FOR MOTHER MEDICAID ID# FOR NEWBORN

WHICH MEDICAID PLAN APPLIES?

�  IHC ACCESS
�  FHP �  UNITED HEALTH CARE �  OTHER: ____________________________________

NAME OF PRIMARY INSURANCE NAME OF SECONDARY INSURANCE

ADDRESS OF INSURANCE ADDRESS OF IN SURANCE

POLICY NUMBER GROUP NUMBER POLICY NUMBER GROUP NUMBER

GROUP W ITH WHAT EMPLOYER EMPLOYER/PHONE# GROUP W ITH WHAT EMPLOYER EMPLOYER/PHON#

POLICY HOLDER/S NAME POLICY HOLDER’S NAME

INSURANCE COMPANY’S PHONE NUMBER INSURANCE COMPANY’S PHONE NUMBER

DOES YOUR INSURANCE REQUIRE PRE-AUTHORIZATION? AUTHORIZATION NUMBER RECEIVED (IF ANY)

�  Yes
�  No
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