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Please print all information clearly

If you are not sure that your insurance company requires a referral or pre-certification, please call the provider relations department of 
your insurance company.

If you have any questions or would prefer to pre-admit by phone, please contact the call center at (716) 859-1234 or fax (716) 859-8545.

Pre-admission Questionnaire

Reason for admission

Scheduled admission date admitting physician pediatrician

Patient name (Last, First, Middle) Religion Race Sex Age

Date of birth

Address (Street Name and Number) City State Zip

Phone number emergency phone number patient’s place of birth (City)

patient’s social security number

any prior last name for patient

father’s name (Last, First, Middle) father’s social security number

father’s phone numberfather’s address if different City State Zip

mother’s name  (Last, First, Middle) mother’s social security number mother’s date of birth

father’s date of birth

mother’s phone numbermother’s address if different City State Zip

mother’s maiden name

if parents are divorced or separated, who has custody? 

o father	           o mother

if parents are divorced or separated, who has financial responsibility?

does someone other than parent have legal custody of the patient?	 If so, please indicate below:
name address

o father	           o mother

does the patient have medical insurance?	

o Yes          o No

does the patient have dental insurance? address of  insurance plan:

o Yes          o No

type of medical insurance for patient type of dental insurance for patient

who carries this insurance? (Name of subscriber) relationship to patient

address for subscriber if different City State Zip

insurance i.d. number or subscriber social security 

number

group number authorization number

medicaid i.d. number (If applicable) sequence number
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