
PRE-ADMISSION FORM

The Birth Place Pre-Admission Form

Expected date of delivery __________________________________________________________

PATIENT INFORMATION

Last name ________________________________   First name ______________________________   MI ______   Birthdate _______________

Maiden name ______________________________   Social Security # ______________________________   Religion ____________________

Address __________________________________________   City ________________________________   State ______   ZIP ____________

Phone ______/_______/________   Delivering physician ______________________________   Family physician ________________________

Employer ________________________________   Occupation _____________________________   Work phone ______/_______/________

Employer address ___________________________________________________________________________________________________

SPOUSE INFORMATION

Last name ____________________________________________   First name ________________________________________   MI ________

Social Security # _____________________________________   Religion ____________________________   Birthdate ___________________

Address ___________________________________________   City ________________________________   State ______   ZIP ___________

Phone _______/________/__________   Family physician ___________________________________________________________________

Employer ________________________________   Occupation _____________________________   Work phone ______/_______/________

Employer address ___________________________________________________________________________________________________

EMERGENCY NOTIFICATION (other than spouse)

Name ______________________________________________________________   Relationship ___________________________________

Address __________________________________________   City ________________________________   State ______   ZIP ____________

Home phone _________/__________/___________      Mobile phone _________/__________/___________   

PLEASE NOTE: Bring your health insurance card(s) and driver’s license to your appointment. If there have been any updates or 
changes to your insurance, bring a new card to the Patient Registration Department.
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PRE-ADMISSION FORM

PRIMARY INSURANCE INFORMATION

Insurance company __________________________________________________________________________________________________

Address ______________________________________   City _________________________________   State ______   ZIP code ___________

Phone __________/___________/______________   

Certificate/ID No. ___________________________________________________________________________________________________   

Policy/Group No. ___________________________________________________________________________________________________

Subscriber ________________________________________________________________________________________________________

SECONDARY INSURANCE INFORMATION

Insurance company __________________________________________________________________________________________________

Address ______________________________________   City _________________________________   State ______   ZIP code ___________

Phone __________/___________/______________   

Certificate/ID No. ___________________________________________________________________________________________________   

Policy/Group No. ___________________________________________________________________________________________________

Subscriber ________________________________________________________________________________________________________

S U B M I T  T H I S  F O R M  T O  T H E  P R E - A D M I S S I O N  C O O R D I N A T O R 

O R  Y O U R  D E L I V E R I N G  P H Y S I C I A N ’ S  O F F I C E .

The Birth Place at Olathe Medical Center
20333 W. 151st St.
Olathe, Kansas 66061

913-791-4200  
olathehealth.org/birthplace


