
07/08Pre-registration form - WSnww 
Updated 4/09tsh 

ADMISSION FORM 
THE STORK’S LANDING 

LAKE NORMAN REGIONAL MEDICAL CENTER 
 
 

FIRST NAME: ________________ LAST NAME: ________________ 
 
Birth date __________ Married – Yes/No   Social Security # ___________ 
Phone # ___________ 
Mailing address: _____________________________________________                         
City ______________ State __________ County _____________  
Zip _________Religion (optional) _______________ 
 
Due Date_________________ Physician/Midwife____________________ 
 
EMPLOYMENT INFORMATION 
Currently Employed Yes/No 
 
Employer Name__________________                                                 
Employer Address____________________________________________ 
City_____________ State_________ Zip__________                           
Phone #_____________ 
 
RESPONSIBLE PARTY 
Patient is responsible for bill Yes/No 
 
Person Responsible for Bill _______________ Date of Birth ____________ 
Mailing address if different from patient 
_________________________ City ______________ State _________  
Zip _______ Sex _________________ Relationship to Patient ___________ 
SS # _____________ Phone # ___________________ 
Occupation ______________ Employer ______________ 
Phone # _________Employer address ________________________       
City _________________State_____________ Zip______________ 
 
EMERGENCY CONTACT (Relative or friend not living with patient) 
 
Name __________________ Relationship to Patient ___________________ 
Phone Number __________________ 
 
PLEASE PROVIDE INSURANCE CARD WITH FORM 


