Pre-Admission Form

Please fill out only in English 5 FHECEE

* Required fields HIEER

ARERE REF SOURCE International Patient

DIAGNOSIS £ M* HOSP SVC-BEJT k% REF BY Center for International Health, Cedars-Sinai

ADDRESS 8700 Beverly Blvd., Suite 490 West
ATTENDING PHYSICIAN-ERBE4 Los Angeles, CA 90048

PHONE 310.423.7890

PATIENT-BE{ER*

LEGAL LAST NAME-£5E 14 LEGAL FIRST NAME £ 4 MI-thia] 4 [SEX-t£%] |ETHNICITY -1 DOB-4 H PREFERRED APPOINTMENT TIME.- & i& 5t 12 1 [i]

#&= : MonthA / DayH / Year
ADDRESS- i1 CITY-TH STATE-JH/%& COUNTRY-EXR ZIP CODE-Hili 4 TEL-H1E
LANGUAGE-iE & TRANSLATOR-&1% i 55 SSN-#t R =S MS- BB IR RELIGION-5R# CITIZENSHIP-E £ EMAIL- B -FHE 4

OCCUPATION-HRk EMPLOYER-EB X

EMPLOYER ADDRESS- & F #h it

EMPLOYER TEL-E X Hiif

CONTACTH#1-E—EEK A *

LAST NAME- #4 FIRST NAME-%& MI-F[i] 4 RELATIONSHIP-5 &% % TEL-H1E
ADDRESS. i1t CITY- T STATE-JH/#& COUNTRY-EXR ZIP CODE-Hili 4 EMAIL- B FHE 4
LANGUAGE- &= | |Contact#1 will translate- 55 — R4 N\ R R ALEN 1% Translator needed- EZ 7% A
CONTACT#2- 8B & A

LAST NAME- #4 FIRST NAME- % MI- i) RELATIONSHIP- 5B E %% TEL- 3%
ADDRESS: i1t CITY-TH STATE- i /% COUNTRY-E & ZIP CODE- il EMAIL- L7l 44

INSURANCE- &K 2

INSURANCE CO.- & A 7]

HOSPITAL CLAIMS MAILING ADDRESS- E= [ 3R £ i 25 i 1

ELIG.&BENEFITS TEL- % #% X A& A B 1%

MEDICAL- A0 =57 #hh2E &k H 1Y

POLICY# R 515

GROUP#-4 5

POLICY HOLDER/EMPLOYER- &35 NEX

TPA-E=AHEESE

SUBS NAME ON CARD- &6 _EFAR Ak 4

SUBS DOB-#& R A% R |SUBS SSN-#&2 R A RS

SUBSREL TOPT-#RIFASEEXZR

HMO AUTH#-HMOIZHL =

INSURANCE CO. #2-5 Z &% A 7

HOSPITAL CLAIMS MAILING ADDRESS- = 5 3R £33 27 i 1

ELIG.&BENEFITS TEL-##% X A& A HhiA B 1%

POLICY# R 515

GROUP#-# 5

POLICY HOLDER/EMPLOYER-{& .55 NEX

SUBS NAME ON CARD-f& &R F#AR A1t 44

SUBSDOB-#%fR AR [SUBS SSN-#R A RS

SUBSREL TOPT-##RAGEBEX R

SELFPAY PATIENT
BBENHREES




