
Northwest Community Hospital  Please return the following:  

Attn: Registration Department    Copy of Insurance Card(s) – front and back 

800 West Central Road   Photo Copy of Patient’s ID – front and back 

Arlington Heights, IL  60005   Completed Pre-Admission Form 
    

 

 
 

Please complete and return during your 2
nd

 trimester. Questions?  Call  847.618.4580  (Outpatient Registration – Busse Center)  

 
   

 
Physician’s Name:  _____________________________________  Maternity Due Date:   __________ / _____________ /____________________  

 

Physician’s Phone Number:   _____________________________  First Pregnancy?      Yes   No Last Menstrual Period  ______________  
 

  Single Birth   Multiple Birth  __________   Vaginal Birth   C-section   Unknown 
 

PATIENT INFORMATION 

Patient Name: Last First Middle Initial Maiden Home Phone: 

     
 
Cell Phone: 

 

Address: 
 

Street City State Zip County 

      
Date of Birth: Place of Birth:  City, State Age: Race: 

 

  Latino 
  Non-Latino 

Ethnicity: 
 

 Marital Status: 
 

 Single                Married           
 Separated         Divorced           Widowed 

 

 
  White 

  Asian 
  Other 

 Black/African American 

 Hawaiian/Pacific Islander 

Religion: 
 

Place of Worship: 

 Baptist 
 Jehovah’s Witness 
 Presbyterian 

 Buddhist 
 Jewish 
 Protestant  

 Catholic 
 Lutheran 
 Other 

 Christian 
 Methodist 
 Private 

 Episcopalian 
 Mormon 
 No Preference 

  Hindu 
  Muslim 
 

 

Employer: Employment Status: How Long? 

   Full Time         Part Time      Unemployed? 
                                

 
Employer Address:  (if applicable) 

 

Work Phone Number: 

  
Emergency Contact #1: 
 

Relationship to the Patient: Address: Phone Number: 

    
Emergency Contact #2: 
 

Relationship to the Patient: Address: Phone Number: 

    
 

To assist us in processing your pre-admission papers, obtaining admission certification, and filing any insurance after your hospital stay,  
please complete the information below and attach a copy of the front and back of all medical insurance card(s).   

Thank you. 
 

INSURANCE INFORMATION 

Name of Primary Insurance Company: Policy Holder’s Name: Policy Holder’s Date of Birth:  

    
Policy ID Number: Policy Group Number: Insurance Company’s Phone Number:  

   
Policy Holder’s Employer: Employer’s Phone Number: Employer’s City and State: 

   
Address to send Medical Claims: Street   City  State Zip  

          
Name of Secondary Insurance Company: Policy Holder’s Name: Policy Holder’s Date of Birth:  

    
Policy Holder’s Employer: Employer’s Phone Number: Employer’s City and State: 

   
Policy ID Number: Policy Group Number: Insurance Company’s Phone Number:  

   
Address to send Medical Claims: Street   City  State Zip  

          
 

 
 

 ___________________________________________________________________________________   ___________________________________  
Patient Signature  Date 

 
 

Northwest Community Hospital, 800 West Central Road, Arlington Heights, IL  60005 Main Phone:  847.618.1000 
 

NCH Item # E28478 Form # 001.010-11/15-1-E   
 

 

 Maternity Pre-Admission Form 


