CEDARS-SINAI MEDICAL CENTER.

Admissions
PRE-ADMISSION FORM

HOSPITAL USE ONLY

Hospital Service

Admitting Diagnosis

Surgical Procedure

Exp. Length of Stay

Case Medical Record Number

INSTRUCTIONS:

IOV B R =Y

PLEASE DO NOT WRITE ABOVE THIS LINE.

Please print clearly and complete all information on both sides.
If you request a super deluxe room, please see page 3 of your Pre-Admission book.

If you require assistance in completing this form, please call your service department.
Please furnish a copy of your insurance card (front and back), as applicable.

Upon completion, please insert this form in the enclosed postage paid envelope and mail.
Please remember to bring your insurance identification card when you come to be admitted.

PLEASE RETURN TO:

Cedars-Sinai Medical Center

8700 Beverly Boulevard

Los Angeles, CA 90048-1869

Attention: Pre-Admissions

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

PATIENT TO COMPLETE

NAME OF ATTENDING PHYSICIAN TELEPHONE NUMBER OF PHYSICIAN NAME OF OTHER PHYSICIAN TELEPHONE NUMBER OF PHYSICIAN EXPECTED DATE OF ADMISSION
NAME OF PATIENT (LAST NAME, FIRST NAME, MIDDLE INITIAL) BIRTHDATE SEX ETHNIC GROUP : _ _ .
0 Caucasian O Black @ Asian O Hispanic O Native American
HM-OF
NAME USED IF PREVIOUSLY REGISTERED DRIVER'S LICENSE NUMBER STATE MARITAL STATUS RELIGIOUS PREFERENCE
Om Os Ow Obp P
ADDRESS (NUMBER, STREET, CITY, SATE, ZIP CODE) HOME TELEPHONE
MAIDEN NAME MOTHER'S MAIDEN NAME SOCIAL SECURITY NUMBER BIRTHPLACE (CITY, STATE, COUNTRY)
OCCUPATION EMPLOYER ADDRESS OF EMPLOYER (NUMBER, STREET, CITY, STATE, ZIP CODE) EMPLOYER'S TELEPHONE NUMBER

SPOUSE OR RESPONSIBLE PARTY

NAME OF SPOUSE OR RESPONSIBLE PARTY (LAST NAME, FIRST NAME, MIDDLE INITIAL)

RELATIONSHIP TO PATIENT

HOME TELEPHONE NUMBER

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

BUSINESS TELEPHONE NUMBER

OCCUPATION EMPLOYER

ADDRESS OF EMPLOYER (NAME, STREET, CITY, STATE, ZIP CODE)

SOCIAL SECURITY NUMBER

NEAREST LOCAL RELATIVE OR FRIEND

NAME OF NEAREST LOCAL RELATIVE OR FRIEND (LAST NAME, FIRST NAME, MIDDLE INITIAL)

RELATIONSHIP TO PATIENT

HOME TELEPHONE NUMBER

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

BUSINESS TELEPHONE NUMBER
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