
DEMOGRAPHIC INFORMATION

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Patient Name Last   First   Middle   Patient social security number     Expected due date

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Attending physician      Have you ever had tests/services at BRCH before? (yes or no)      Under what name

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Patient date of birth Month       Day       Yea    State of birth      Marital status (married, single, widowed, divorced, or separated)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current address      City    State           Zip  Home telephone number  Race    

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Patient’s employer Address     City    State Zip  Telephone    Patient occupation

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you made health care choices through an advance directive, i.e. living will (yes or no)    Religious preference      Church or synagogue

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Spouse name  Spouse date of birth   Spouse social security number  Work number  Employer    Occupation

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Emergency notifi cation name (with telephone number other than your own) Relationship   Address   Home telephone number  Work telephone number

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you been diagnosed as diabetic? (yes or no) Do you have any medical allergies? (yes or no)   If so, please list  Organ donor? (yes or no)  Pediatrician

PRIMARY INSURANCE INFORMATION

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Name of insurance company   Claims address of insurance company    City     State Zip

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Employer’s name (if group policy)   Subscriber name (as on card)  Subscriber date of birth Subscriber relationship to patient   Subscriber social security number

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Policy certifi cate I.D. number   Group number   Insurance company  Customer service telephone number  Insurance company telephone number (pre-certifi cation)

SECONDARY INSURANCE INFORMATION

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Name of insurance company   Claims address of insurance company    City     State Zip

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Employer’s name (if group policy)   Subscriber name (as on card)  Subscriber date of birth Subscriber relationship to patient   Subscriber social security number

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Policy certifi cate I.D. number   Group number   Insurance company  Customer service telephone number  Insurance company telephone number (pre-certifi cation)

Thank you for choosing Toppel Family Place at Boca Raton Community Hospital for the scheduled birth of your child. Please be advised that all monies expected from the patient should be paid in full prior to the time of admission. If you have any 
questions regarding fi nancial arrangements, please call 561.955.5118. Please seal and return to the hospital with a copy of the front and back of insurance card.
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