PRE-ADMISSION FORM

Please print. Complete all information and return promptly to the hospital.
PLEASE SEND COPY OF INSURANCE CARD WITH FORM.

Admit Date Admitting Physician Maternity Due Date
Last Name First Name M.L. Maiden Name  Social Security No.
Address, Apartment No. City, State Zip Code How Long Own/Rent Phone No.

Date of Birth Age County/State Birth Your Mother’s Maiden Name Race Sex Marital Status Smoke

Prior Stay/Facility/Date Driver's License No. Patient Occupation

Employer Name/Address How Long Work Phone No.
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Spouse/Parent Name Spouse/Parent Employer Name/Address Spouse/Parent Social Security No.

Religious Affiliation Church Would You Like a Visit from Our Chaplain During Your Stay? Yes No

Nearest Relative Not Living At Same Address Relationship Complete Address

Phone No. Employer Name/Address Work Phone No. Notified
Medicare No. PT.A. PT.B.  Effective Date  Medicaid No. Effective Date  Recipient Name
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§ Primary Carrier Insuring Patient Grp. Ins. Insured Name  Group/Policy No. Certification No.
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Secondary Carrier Insuring Patient  Grp. Ins. Insured Name  Group/Policy No. Certification No.
Last Name First Name Social Security No. Phone No.
Address, Apartment No. City, State Zip Code Social Security No.

GUARANTOR

Employer Name/City

Business Phone No. How Long Employed

Frye Regional Medical Center | 420 North Center Street, Hickory, NC 28601

| 828.315.5000 | MyFryeRegional.com



