
Baptist Medical Center                                               Please Print 
LEGAL NAME  OF PATIENT:                          Last                                            First                                      Middle Initial                                     Maiden     
 
Date of Birth: Mo/Day/Yr   Social Security Number    

 
MARITAL STATUS:   Married ⁯   Single  ⁯ 
Divorced  ⁯   Widowed  ⁯   Separated  ⁯ 

RACE:   Other  ⁯    
White  ⁯     Black  ⁯ 

Height Weight 

Date of Last Period 
 

Expectant Date of Delivery Baby’s Pediatrician Do you have a Religious Preference? Congregation 

 
Home Address:                                Apt #                                 City                                    State                             Zip                    

    
Phone # 
 

Occupation 

 
Employer Employment Status:     Full-time ⁯  

Part-Time⁯  Self-Emp⁯  Unemployed⁯ 
Employer Address:                          Suite #                              City                                     State                             Zip            

               
Phone # 
 

Nearest Friend or Relative’s Name 

          
Relationship Address 

 
Phone # 

P
A
T
I
E
N
T 

Have you been admitted under 
another name? Yes ⁯  No ⁯  

Previous Name Used 

 
Date of last Admission Name of OB/GYN Primary Care Physician 

 
HUSBAND’S NAME:                          Last                                      First                              Middle In. 

 
Social Security Number    
 

Date of Birth: Mo/Day/Yr   

Occupation Employer 

 
Employment Status:     Full-time ⁯  
Part-Time ⁯  Self-Emp⁯  Unemployed ⁯ 

S
P
O
U
S
E 

Employer Address:                         Suite #                              City                                     State                             Zip            

             
Phone # 
 

WHO IS RESPONSIBLE FOR PAYING YOUR BILL AFTER YOUR INSURANCE HAS PAID? 
NAME 

 
Phone # 
 

Address:                                          Apt #                                 City                                    State                             Zip                    

     
Occupation 

G
U
A
R Employer 

 
Employer Address Phone # 

YOUR INSURANCE COVERAGE IS A PRIVATE CONTRACT BETWEEN YOU AND YOUR INSURANCE COMPANY. 
PLEASE BRING YOUR INSURANCE CARDS WHEN ADMITTED. 

Name of Insurance Co. 

 
If Blue Cross, 
Plan Code: 

Insured’s Name:                             Last                                      First                                 Middle In.                        

 
Patient’s Relationship to Insured 

Policy ID Number 

 
Group ⁯ 
Individual ⁯ 

Group Employer Name 
 

Group Number 

1
S

T 
 
I
N
S Insurance Co. Billing Address (From Insurance Card):             City                                 State                            Zip 

 
Insurance Phone Number 

 
Name of Insurance Co. 

 
If Blue Cross, 
Plan Code: 

Insured’s Name:                             Last                                      First                                 Middle In.                        

 
Patient’s Relationship to Insured 

Policy ID Number 

 
Group ⁯ 
Individual ⁯ 

Group Employer Name 
 

Group Number 

2
N
D
 
I
N
S Insurance Co. Billing Address (From Insurance Card):             City                                 State                            Zip 

 
Insurance Phone Number 

 
MEDICAID 
⁯ YES    ⁯ NO 

What is your War. Number? 

 
What is your Member Number? 

 
Card Number 

 
Effective Date Date Card Issued Date Card Expires 

Sponsor’s Name 

 
Sponsor’s Grade Sponsor’s Service No. 

 

CHAMPUS 
⁯ YES    ⁯ NO 
Please obtain a 
certificate of 
availability prior 
to your admission. Sponsor’s Status 

⁯ Retired  ⁯ Active 
Branch of Service 

 
Where is He/She Stationed? 




