Pre—Admission Form

INCAENSES

DIAGNOSIS - iz Hi*

PATIENT - BEEE*

REQUEST DATE - iE3 H H#i*

#z: MonthB /DayB / YearfE

Please fill out only in English {5 X F#EXEE

* Required fields AIEIEE

REF
HOSP SVC - Ef7Br% REF BY
ADDRESS
ATTENDING - 84
PHONE

International Patient

Center for Int'l Health, Cedars—Sinai

8700 Beverly Blvd., Suite 490 West

Los Angeles, CA 90048

310.423.7890

LEGAL LAST NAME - JA7E#

LEGAL FIRST NAME - 2%

Ml - hiE) 4 [SEX - 3] |ETHNICITY - j&%

DOB - 4£H

#%30. Month 3 /DayB / Yearf:

PREFERRED APPT TIME - EIERI2E 8]

ADDRESS - it CITY -  STATE - M/& COUNTRY * BEx ZIP CODE - H3%3 TEL « EBiF
LANGUAGE - &= TRANSLATOR - ¥R S SSN - #{RS MS - IEIRIR R RELIGION « =# CITIZENSHIP - B EMAIL « B FEpH

OCCUPATION - BR\k EMPLOYER - E*

EMPLOYER ADDRESS - bt

EMPLOYER TEL - fEE 81E

CONTACT#1 » SE—ERZE A

LAST NAME - # FIRST NAME - %

Ml « (8]

RELATIONSHIP - 58EXR

TEL - 83§

ADDRESS - #ii

CITY -  STATE - M/&

COUNTRY * BEx ZIP CODE - H343

EMAIL - B 7B

LANGUAGE - 182 |

|Contact#1 will translate « 8 —BEE A G2 AEENF

Translator needed + EEEFAR

CONTACT#2 » 8 “Er4& A

LAST NAME - ## FIRST NAME - %

MI - (]

RELATIONSHIP - 5&&X R

TEL - Bi&

ADDRESS - i

CITY -  STATE - M/&

COUNTRY - BEx ZIP CODE - #B%3

EMAIL - 8 F R

INSURANCE - REE{5 2

INSURANCE CO. - {RB&/A 5]

HOSPITAL CLAIMS MAILING ADDRESS - BB 5K 2B 23 #hitik

ELIG.&BENEFITS TEL - & RIBH HHIABLIF

MEDICAL - JnM ETr #hBh % & B #A

POLICY# « fRE¥-S15

GROUP# - A=

POLICY HOLDER/EMPLOYER - fREFHA/RE

TPA - =1 EEE

SUBS NAME ON CARD - R~ E# R AR

SUBS DOB - #&{RAZH [SUBS SSN - #HRAMRS

SUBS REL TO PT + #RAEBEXRR

HMO AUTH# - HMOAX =

INSURANCE CO. #2 - 38 _{RBS/A 5]

HOSPITAL CLAIMS MAILING ADDRESS - BB 3K 2B 25 #hitik

ELIG.&BENEFITS TEL - H#&RIBHHHIABLIF

SELFPAY PATIENT

POLICY# « fRE-S15

GROUPH# - A=

POLICY HOLDER/EMPLOYER - fREFHA/RE

RENB®HBE"

SUBS NAME ON CARD - fREs K E# R AR

SUBS DOB + &R A%H

SUBS SSN - &R AFL RS

SUBS REL TO PT + #RAEBEXR




