
PANENT ADMIS SION RTCORD
RX PT{ARMACY LTC

Last Nanr
Adrmt Date

Sex: M / F Date of Birth: I

First Nanr Middte Initial

SSN:

Facility
Facilitv Address:
Nursing Station: Room #

ResiCent's Address:
Cfy, ST, Zb
Phone:
Physician ( I ):
Physician: (2):

Dr,agnosis

Phonc: F ax:

Phone: Fax:

Allergies (drug, food, other)

BILLING IN FORMATION FINAN CIALLY RESPON S IBLE PARTY
Insurance Conpany:
Phone:
Address:
City, Sl Zp:
Do you have Power of Attome-v? Y i N

Secondary Irsurance:
Medicard #:

Nanr:

Phone:

Medicare #:

I authorize any holder of nrcdical and other related information abou mc to be rebased to RX
Pharnracy Ltc and its agents for the purpose of determining benefits for rehted services and

applying for paynrnt. Photocopies of thb form are permssfule in place of the original. I authorize

RX Pharnracy to release to insurance conpanies and accrediting bodies ffirnration needed for

insr.rance clamrs and quality assessnrnt purposes only. I rurderstand that I am financially responsible

for charges inciu'red by the above individual

Sigrah:re of client or responsibb party Date

Relatiomhip:


