PATIENT ADMISSION RECORD
RX PHARMACY LTC

Last Name First Name Middle Initial
Admit Date:

Sex: M/F Date of Birth: / / SSN: - - o
Facility:

Facility Address:

Nursmg Station: Room #

Resident’s Address:

City, ST, Zip:

Phone:

Physician (1): Phone: Fax:
Physician: (2): Phone: Fax:
Diagnosis:

Allergies (drug, food, other):

BILLING INFORMATION FINANCIALLY RESPONSIBLE PARTY
Insurance Company: Name:
Phone: Relationship:
Address: Phone:
City, ST, Zip:
Do you have Power of Attorney? Y/ N

Secondary Insurance: Medicare #:
Medicaid #:

[ authorize any holder of medical and other related mformation about me to be released to RX
Pharmacy Ltc and its agents for the purpose of determmning benefits for related services and
applying for payment. Photocopies of this form are permissible in place of the original. I authorize
RX Pharmacy to release to insurance companies and accrediting bodies information needed for
insurance claiims and quality assessment purposes only. I understand that I am financially responsible
for charges incurred by the above individual

Signature of client or responsible party Date:




