PALO VERDE HOSPITAL 

ADMISSIONS DEPARTMENT 

In order to expedite your admission to the hospital, we are asking you to complete the information below and return to us at your earliest convenience. 

While some of this information may seem unnecessary to you, it is needed by us to locate and identify any medical records of a former admission; and make them available to your attending physician upon your arrival. Careful identification is necessary because it's not uncommon to have medical records of different patients with similar names (including first names and middle initials) in our files. 

	NAME OF ATTENDING PHYSICIAN


	RELIGION

	PATIENT NAME          (LAST)                                 (FIRST)                                     (MI)


	PATIENT ADDRESS  (STREET)                         (CITY)                    (STATE)             (ZIP)

	SS#


	AREA CODE/PHONE NO

	OCCUPATION
	EMPLOYERS NAME



	EMPLOYERS ADDRESS                (STREET)                                                                  (CITY)                                                     (STATE)                                                                  (ZIP)



	BIRTHDATE

	SEX
M OR F
	MARITAL STATUS
	RACE
	NAME OF SPOUSE

	IF UNDER 18 GUARDIAN NAME                                    (LAST)                               (FIRST )                                   (MI)
	AREA CODE/PHONE NUMBER



	GUARDIAN ADDRESS                (STREET)                             (CITY)                                    (STATE)                (ZIP)


	GUARDIAN SS#

	IN CASE OF EMERGENCY NOTIFY                           NAME                                                       ADDRESS
	AREA CODE/PHONE NO
	RELATIONSHIP



	


INSURANCE INFORMATION
	HEALTH INSURANCE NAME
	ADDRESS
	AREA CODE/PHONE NUMBER



	NAME OF INSURED
	INSURED SS#
	DATE OF BIRTH OF INSURED
	SUBSCRIBER/POLICY


	GROUP NUMBER



	OTHER HEALTH INSURANCE (NAME OF COMPANY)
	ADDRESS
	AREA CODE/PHONE NUMBER



	NAME OF INSURED
	INSURED SS#
	DATE OF BIRTH OF INSURED
	SUBSCRIBER/POLICY


	EFFECTIVE DATE
	GROUP NUMBER
	GROUP NAME




DATE





SIGNATURE









PLEASE COMPLETE THIS FORM AND EMAIL BACK TO THE ADMITTING DEPT. OR DROP IT OFF AT THE HOSPITAL ADMITTING DEPT.

