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February 8, 2000

TO OUR PROSPECTIVE GUEST:

Your doctor notified us that you would soon be coming to our Hospital as a patient.  We wish to extend our welcome to you and that everything will be done to make your stay as pleasant and comfortable as possible.

It is the aim of Parkland Medical Center to provide the best possible service to you, our guest.  In order to facilitate a speedy admission when you are ready to enter the hospital, there is attached a confidential questionnaire seeking information for our records.  We hope you will answer the questionnaire fully.  Tear off the form, fold seal and mail.

If you have difficulty completing the Pre Admission form please phone us for assistance at

 Admissions Office – (603) 421-2150.

The Administration and staff at Parkland Medical Center are committed to providing each patient with a complete understanding of the complexities of insurance and third party reimbursement.

We realize some patients may experience anxiety in regard to their hospitalization, and we do not want to further complicate their stay with undue stress over their hospital bill.

In effort to provide patients with the information they will need to understand the various rules governing their health-care insurance benefits, we have instated a Patient Account Representative System.  This system provides each patient with a resource person to supply assistance and guidance to patients in seeking insurance benefits.

Depending upon the type of insurance and particular policy benefits vary.  We will do our best to ensure that patients derive all the benefits to which they are entitled under their policy.  Please ask for our Insurance Brochure for a complete understanding of the hospital’s policies and procedures.

During the hospitalization, the assigned Patient Account Representative will be contacting you or a family member to explain your particular insurance coverage.  Before visiting you, insurance coverage will be verified.  This will enable the representative to explain in detail all deductibles and requirements of the particular insurance carrier.  The Representative will be available to assist you in understanding and fulfilling all the necessary requirements.

We do ask that all deductibles be paid at the time of discharge.  If you have a problem meeting this requirement, your Patient Account Representative will be happy to make arrangements that will be satisfactory to you and the hospital.

Thank You

(603) 421-2150

admisform.doc

PRE-ADMISSION QUESTIONNAIRE

Please fill out this form completely.  The address is on back.  Fold and staple or tape to mail.

Today’s Date_____________________  Anticipated Date of Admission___________________

Physicians Name__________________  Diagnosis_____________________

Procedure _______________________

Patient Information

Patients Name ______________________________  Social Security # ____ - ____ - ____

Date of Birth _____________ Religion ______________ Marital Status    S   M   D   W

Phone # _____________  

Street Address (City, State, Zip) _________________________________________________

Employer Name ___________________________________

Employer Address  _________________________________ Phone # __________________

Fathers Surname ______________________________ City, State of Birth ______________

Person Financially Responsible

Responsible Party Name _________________________ Social Security # ____ ____ ____

Date of Birth ___________

Address _____________________________ Phone # _____________

Employer Name______________________________

Employer Address ____________________________ Phone # _______________________

Insurance Information

Name of Insured ____________________________ Relationship ________________

Insurance Carrier ____________________________ Phone # ___________________

Address ______________________________________________________________

Certificate # ___________________________ Policy # ___________________

Secondary Insurance Information

Name of Insured __________________________ Relationship _________________

Insurance Carrier __________________________ Phone # ____________________

Address _____________________________________________________________

Certificate # ___________________________ Policy # ____________________

Emergency Notification

Name ___________________________ Relationship to Patient ________________

Address ___________________________________ Phone # __________________

fold staple or  tape

--------------------------------------------------------------------------------------------------------------------------------------------











stamp

Parkland Medical Center

1Parkland Drive

Derry, NH 03038





Attention:  Admitting

------------------------------------------------------------------------------------------------------------------------------------------

                                                           fold staple or  tape

