\.|/

PLEASE COMPLETE FORM IN FULL AND RETURN IMMEDIATELY
OBSTETRICS:

Lenox Hill Hospital

PATIENT INFORMATION

Physician’s Name:

Anticipated Due Date: /

Name:
Last First
Address:
Street Apt# City State Zip
County of Residence: Phone ) Social Security # — o
RACE: Mother's Maiden Name Do You Carry An
O Asian O Black O White Organ Donor Card? ~ CYes OINo
O Hispanic [J American Indian Patient's Maiden Name Occupation
SEX: [ Male O Female Place of Birth . Employer
City State Country Employar Adcreas
MARITAL STATUS: B o o et Street
O Married 0 Widowed of Lenox Hill Hospital?  OYes [INo City State Zip
[ Single [ Divorced Length of Service With  Years |Months
|
[ Separated Religion Cutent Empioyer
Employer's Phone { )
DATE OF BIRTH
EMPLOYMENT STATUS
[0 Employed [ Disabled
| Month Day Year : Te A e [0 Unemployed [ Retired
PERSON RESPONSIBLE FOR FINANCIAL ARRANGEMENTS [RERS T e g e |
Name of Person on Insurance Card Relationship to Patient
Last First
Address  Street Apt# City State Zip
County of Residence | Phone #( ) I Social Security # — —
Employment Status O Employed [0 Unemployed O Disabled [J Retired ‘ Sex [1Male O Female |Date of Birth
Occupation | Employer
Employer Address Street City State Zip | Phone ( ) Ext:
PERSON TO CONTACT IN AN EMERGENCY [JYSFT sy
Name: Last First
Address: Street Apt # City State Zip
Home Phone: () Work Phone: () Ext:
IF PATIENT IS 18 OR UNDER (25 IF STUDENT) ENTER OTHER PARENT INFORMATION BELOW.
IF PATIENT IS MARRIED ENTER SPOUSE INFORMATION. OTHERWISE ENTER CLOSEST RELATIVE.
LEGAL NEXT OF KIN Relationship to Patient Date of Birth
Name: Last First
Address: Street Apt # City State Zip
Home Phone: { ) Work Phone: { ) Ext:
TISESEWSTENE  Have you ever been an inpatient at Lenox Hill Hospital? [ Yes 0 No
If yes, under what name? |Dales: me:l Mcﬂl‘)ad Yr | To: 1 Mo lDayl Yr l
Have you been an inpatient in another hospital or skilled nursing facility within the last 60 days? O Yes O No
If yes, under what name? _ |Dates: From:l Mo IDay[ Yr | To: I Mo I Dayl Yr I
Name of Institution:




PLEASE COMPLETE THE APPROPRIATE SECTIONS BELOW FOR BOTH PATIENT
ihdeliat UL AND SPOUSE, OR BOTH PARENTS IF PATIENT IS 21 OR UNDER .. AND ATTACH

A COPY OF BOTH SIDES OF THE INSURANCE CARDS.

EMPIRE BLUE CROSS

EMPIRE
oo ? Blue Cross
Val Blue Shield

HOSPITAL AND SURGICAL - MEDICAL CONTRACTS

OTHER BLUE CROSS

BLUE CROSS/BLUE SHIELD OF

STATE
SUBSCRIBER’S NAME

IDENTIFICATION

o
iz:l MEDICARE

HMO, UNION, TRAVELERS,
OTHER INSURANCE [R#SStoeilyston

Name on Card LAST FIRST

Policy Number D # GRP &

Payor ID Number

Group Name

Employer Name

AS IT APPEARS ON THE CARD

~
L4
MEDICARE @ HEALTH INSURANCE

SOCIAL SECURITY ACT

Name of Beneficiary

Claim Number Sex

Is Entitled To Effective Date

Address MEDICARE PATIENT OR SPOUSE

Phone ARE YOU RETIRED? OYES O NO
IS YOUR SPOUSE RETIRED? OYES O NO

Insurance Company Name DATE OF RETIREMENT PATIENT

Address SPOUSE

Phone IF SPOUSE IS EMPLOYED, PLEASE PROVIDE HIS INSURANCE
INFORMATION ON THIS FORM.

MEDICAID
NAME ON CARD
LAST FIRST
ID NUMBER
ACCESS
ISO # - NUMBER SEQ #



BUSINESS REPLY MAIL

FIRST-CLASS MAIL PERMIT NO. 5424, NEW YORK, NY

POSTAGE WILL BE PAID BY ADDRESSEE

ADMISSIONS DEPARTMENT
Lenox Hill Hospital

100 E 77th ST

New York, NY 10131-0072

NO POSTAGE
NECESSARY
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IN THE
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