an B
The following forms ware given al time of che~' n: L a rn a bas H ealth

initizls
date Saint Bamabas Medical Center
[ Pt Bill of Rights B
B3 HIPP i . arnabas Health Ambulatory Care Center
i i i . 200 SOUTH QRANGE AVENUE, LIVIN STON, MJ
stgli;rso?::::zgﬂzst mark N/A) TEL: o7 s027700 ¢ GFAX:9?3-322?;gg‘.? PATIENT REGISTRATION FORM

PLEASE BRING THIS FORM WITH YOU ON THE @ﬁ%’ OF SURGERY
PATIENT INFORMATION " -0 007 e o s L '

[ DATE OF SURGERY HOME PHONE ' SOCIAL SECURITY NO.

FATIENT NAME

STREET ADDRESS DATE OF BIRTH WORK PHONE MARITAL STATUS  |SEX
CITY, STATE, ZIP CODE EA.‘IEHGENCY CONTACT / RELATHONSHIP TO PATIENT PHONE

EMPLOYER - NAME, ADDRESS, CITY, STATE, ZIF CODE PHONE

PRIMARY INSURED’S INFORMATION
NAME

HOME PHONE ) WORK PHONE SCFAL SECUHITY NO,

STREET ADDRESS - CITY, STATE, ZIP COBE

EMPLOYER - NAME, ADDRESS, CITY, STATE, ZIP CORE DATE OF BIRTH

PATHOLOGY 800-887-3070 AND ANESTHESIA 973-660-9334 ARE BILLED
SEPARATELY. PLEASE CONTACT THESE DEPARTMENTS WITH ANY QUESTIONS.

INSURANCE INFORMATION

PRIMARY INSURANCE SECONDARY INSUBANCE

BILLING ADDRESS BILLING ADDRESS

CITY, STATE, ZIF CODE CITY, STATE, ZIP CODE

INSURED'S NAME PHONE NO. INSURED'S NAME PHONE NOQ.
PATIENT'S RELATIONSHIP TQ INSURED DATE OF BIRTH . PATIENT'S RELATIONSHIP TO INSURED DATE CF BIRTH
GROUP NAME GROUP NQ. S0OC. S8EC. NO. GROUP NO,

INSURED'S ID NO, PRE-CERTIFICATION NO. INSURED'S 1D NO. PRE-CERTIFICATION NO.
EMPLOYER NAME EMPLOYER NAME

EMPLOYER ADDRESS EMPLOYER ADGRESS

DATE/TIME OF ACCIDENT CLAIM NO. ADJUSTER

I hereby certify that:
1. 1 am financially responsible for the patient named above and attest that the information provided is correct.

2. | authorize Barnabas Health ACC Ambulatory Surgery Center to submit claims for medical benefits to which | am
entitled to insurance companies, governmental agencies and others, and authorize that such benefits be paid directly
to the provider; and | authorize refeass of all records required to act on this request.

3. lunderstand that | am responsible for changes not paid by insurance, or not covered by this assignment.

-

SIGNATURE OF RESPONSIBLE PARTY DATE RELATIONSHIP TO PATIENT

QB7054 {REV 3/12)



== Barnabas Health

Saint Barnabas Medical Center
Bamabas Health Ambulatory Care Center Date of Birth;

Patient Nama:

Medical Record #;

ALLERGIES / ADVERSE ALLERGIC DRUG REACTIONS Lahsl
{Hate sympioms exhibited)
Medications:
Other: E]NITEAL VISIT BATE]

Breast Center - Medication Reconciliation Form

Current Medications from home - includes prescribed, over the counter or herbal medications, and supplements

Source of Information: (] Patient ] Other (*See comments . . . as same meds may have a prolonged effect)
INITIAL VISIT: DOSE | FREQUENGY/ | D/C | DATE FOLLOW UP VISITS: | DOSE | FREQGUENCY/{ COMMENT n/c
MEDIGATION NAME ROUTE DATE MEDICATION NAME ROUTE DATE
Alter Today's Procedue: Use
[ None acelaminopher (Tylenol} for pain if

necessary. Tylenol 325mg tablets

by mouth.

Take 1 tablet every 4-6 hours for

mild pain,

Take 2 tablets every 4-6 hours for
madarale pain.

Do ot take mose than 8 tablels in
24 hours.

S - Sample (See sample book for defails)  © - Prescribed by another physician

> ; - - " — Rx - New prescription U - Unknown at this time -
f leting 1 lationshig to pat L
Stgnatura of person completing form/relationship to patient Initial Visit Date PL. requested to bring in meds
*PE - Prolonged effect next visit

{greater than 72 hours)

Signature of RN reviewing initial medication fist Date/Time
Copygiventopa“ent [ 1Yes { INA [ ]Refused

QBB778A (REV B/12) Original File Copy - Duplicate Patient



