
Beth Israel Medical Center Maternity Preadmission Registration Form 

Patient Name 
 
 

Expected Delivery Date Today’s Date 

Address                         
Apt#  
 
                                  

City, State, Zip 
 

Date of Birth 

Home Telephone # 
 
 

Business Telephone # Soc. Sec # Patient’s Mother’s Full 
Name 
 

Patient’s Physician’s Name 
 
  

Marital Status 
(  )Single       (  )Married  
(  ) Divorced  (  )Separated 
(  ) Widowed 

Patient’s Maiden Name 
 
 

Were you ever treated at 
Beth Israel before? 
(   ) Yes           (   )No  
If yes under what name? 
  

Pediatrician’s Name 
 
 

Ethnicity/Race 
(  )Asian   (   )Hispanic 
(  )White  
(   )African-American  
(   )Am. Indian (    )Chinese 

Accomodations Requested 
(   ) Super Deluxe 
(   ) Private (   )Semi-
Private 
  

MR#       Admit# 
 

 
Name of Kin (who to contact in case of emergency) 

 
Name     Address 
 
 
Relationship to Patient   Phone#   Patient’s Religion 
 
 
     Insurance Information 
 
Primary Insurance Information : 
 
Insurance Company Name & Address: 
 
Policy #                                                                           Group #                                         Tel# 
 
Employer  Name                                                                                                                   Tel# 
 
Employer Address 
 
Insured Relationship to Patient:    (  ) Self   ( ) Spouse  (  ) Parent  (  ) Other 
 
Additonal Insurance Information :  (Includes Guarantor information) 
 
Insurance Company Name & Address: 
 
Insurance Policy #                           Group#                                         Tel#  
 
Insured Relationship to Patient:    ( ) Spouse   (  ) Parent   (  ) Other 
 
Insured’s Name –                                                        Date of Birth                                             SS#                   
 
Insured’s Employer: Name/Address                                                                              
 
Insured’s Home Address (If different from patient) 
 
 



Beth Israel Medical Center Maternity Preadmission Registration Form 

 
PLEASE NOTE:  
You need to contact your insurance company within 30 days after the 
birth of your child to enroll/add the baby to your insurance plan. This 
includes additional coverage, such as your spouse’s plan.  
 
There is a Coordination of Benefit rule that needs to be followed for 
appropriate billing and also to prevent billing notices that may be 
forwarded to you after the birth of your child.  
 
Coordination of Benefit: 
The plan of the parent whose Birthday falls earliest in the year (regardless of 
age) is the primary carrier.  
For Example: Mom's Birthday is May 19, 1970 
                    Dad's Birthday is May 1, 1970 
Though the parents are the same age; Dad's insurance is primary because 
his Birthday is earlier in the year. 
  
  
Thank you 
 
 
 


