
ADMIT 2 Rev: 7/10 

501 Summit 
Yankton, SD 57078 605-668-8101 

Please complete this form and bring it with you to Registration 

PATIENT’SINFORMATION 

Service Date or 
OB due date: 

Patient Last Name First MI Maiden 

Date of Birth Age 

Social Security Number 

Home Phone 

Mailing Address/Street/Box Number 

Work Phone 

Email Address 

Marital Status □M □S □W □Sep 
Spouse Name: 

Sex 
□F □M 

Race □Caucasian □Hispanic 
□Mexican American □Native American 
□Other 

Religion Name of Church 

Employer Name 

Occupation 

PATIENT EMPLOYER INFORMATION 

Veteran 
□Yes □No 

PERSON TO NOTIFY 
Name 

NEXT OF KIN 
Name 

Phone 

Phone 

Relationship 

Name 

Address Phone 
Relationship 

Occupation 

RESPONSIBLE PARTY INFORMATION 

Name of Employer 

INSURANCE INFORMATION 
Primary Insurance Company Name: Secondary Insurance Company Name: 

Address: 

Policy Number or Certificate Number: 

Address: 

Policy Number or Certificate Number: 

City 

State Zip Code 

Mailing Address/Street/Box Number 

City 

State Zip Code 

Employer Phone 

Employment Status 
□Active Military □Full Time □Part Time □Retired 
□Self Employed □Unemployed 

Group Number Effective Date Group Number Effective Date 

Address 

Address 

County 

Relationship 

PHYSICIAN INFORMATION 
Referring Family 

Employer Address Referring Address Family Address 

OurMissionStatementis…tomakeapositiveimpactin 
the lives and health of persons and communities by 
providing quality services guided by Christian values. 


