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Piease complete pages 1-3. Thank You.
Why are you being admitted to the hospital?
What name would you like to be called?

0 ST. JOSEPH MERCY HOSPITAL
0 SAINT JOSEPH MERCY SALINE HOSPITAL
O SAINT JOSEPH MERCY LIVINGSTON HOSPITAL

What is your occupation?

Primary conlacts who may receive telephone information about your condition:
1. Name: Relationship:
Home Phone; Cell Phone: Work Phene: .
2. Name: Relationship: 3
Home Phone: Cell Phone; Work Phone:

- Could you be pregnant? QYes. T No. O Don't Know [NA
Are you currently breastfeeding? QYes DI No [ NA

Please list ALL Prescription Medications you are presently taking including dose and fre'qUéﬁ?:yf" '

Medication {Generic) Dose pT(;irrn;:y ngtengge Medication {Generic) Dose pﬂ:";:y Lgsalt?):;e
1 ’ 7
2
3
4 10
b 11
6 12

- Do you have any implanted devices (i.e. Intermittent Cardiac Defibrillator (ICD), Med Port, Insulin Pump)

QU No QYes Please List:

Are you or have you been exposed to latex or rubber products on a regular basis? QNo [Yes..... _
B U Al Bet e
Are you allergic to: S &%ﬁ -

Yes No | Reaction
lodine
Latex rubber
Any food
Adhesive tape
Other If YES, list below with reactions:
1. / | 2. / E /
Any medications | | | I YES, list medications and reactions befow (drug name / reaction):
1. / 3. / 5 /
2, ! 4. / 6. /

LI See Surgery Patient Questionnaire

Do you take any over-the-counter non-prescription medications (i.e. holistic products, herbal medications,
dietary supplements, aspirin or other pain reliever, iron, antacids, laxatives, vitamins, etc.) OYes TINo

Medication

Dose

Times
per day

Date of
Last Dose

Medication

Dose

Times
per day

Date of
Last Dose
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»

: Do you need an interpreter if English is no
i Language
Who can interpret?

Do you have any pain?

If yes, on a scale of 0-10, check the corresponding number of your pain:
None Mild Moderate . Severe
Pain at present: 00 ___ 1 2 __3__4 __5__ 6 __7 8§ __ 9 ___ 10

Describe your pain and its location:

How do you handle pain at home? What makes it better / worse?

Do you te__l_ke a_n;_r_‘{nedications for pain? Please list all:

In the last week, has'your ability to bathe, dress and do household
activities been affected by more than general fatigue?

In the last week, did you have any new problems with balance or walking that
made you feel unsafe?

In the past week, have you noticed a new problem speaking, reading or under-
standing others?

In the past week, did you have a problem coughing when drinking fluids or new
problems swallowing?

Do you need to use stairs to enter your home?
If yes, how many?

Do you use equipment at home (i.e., wheelchair,walker, cane, commode)?

Do you currently have any home care services {i.e., visiting nurse, meal setvice,
physical therapy, mental health services, hospice)?

List agency:

Do you have any concerns about your discharge (i.e., prescriptions, insurance or
money)?

Do you have insurance or enough money to pay for medications or supplies?

Has someone agreed to help you at home after discharge?
List: ;

Are you on a special diet? If yes, please list:

Do you currently have a feeding tube or intravenous line for nutrition?

Did you have an unplanned weight loss of 5 pounds or more within the
last month? '

Have you been eating less than 1/2 of your normal foad intake for the past seven
days or more?

Do you have any non-healing sores or large open wounds?

Are there foods that are required or forbidden by your personal beliefs, ethnic
customs or personal preference (i.e. vegetarian, Jewish Kosher)?

Do you have problems with constipation or diarrhea?

Do you have problems with urination?
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Within the past year, has someone hit, slapped, kicked, choked or otherwise
physically hurt you?

Within the past year, have you been forced to have sexual contact when you did
not want to?

1| Within the past year, have you been immunized against influenza?

Have you been immunized against pneumonia?
if yes, when? '

Although it is normal to have some anxiety when you come 1o the hospital, have
you recently feft the worry or concern was more than you could handle?

It yes, do you take any medications to help you with these feelings?

If yes, please list:

Do you smoke or use any other tobacco products?

f-yes, will you be uncomfortable without it while in the"hospital?' :

If ne, did you stop srﬁokin‘.g within the past year?

Do you use alcohol 4 or more times per week?

f so, what type? How much?

If yes, will you be uncomiortable without it while in the hospital?

Do you think of yourself as a spiritual person?

| Do you feel discouraged about your iliness?

=24 If s0, does your faith, spiritual belief or other support system provide enough
3.1 hope for you to cope with it?

Overall, do you feel positive or energetic about your future?

Does your faith or spiritual belief seem important to you in relation to your healing?

14 Would you like to see a member of hospital clergy?

Have you completed high schoot or an equivalent program?

How do you learn best: 0 Reading Q Watching @ Hearing ([ Doing

What do you need to learn before your discharge:

1 Do you have a living will document?

If yes, does the document represent your wishes?

0

Do you have a durable power of attorney for health care / advance directive?

If yes, does the document represent your wishes?

If so, please name
Name of DPOA:

Relationship:

Phone #: { }

Did you bring a copy of your living will or advance directive with you?

If you do not have an Advance Directive / DPQA for health care, would you like
information?

[Alo03/005
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+ What is one important thing about you that we need to know?

¢ What is most imporiant to you about your care or freatment while you are in the hospital?

4 Based on your ethnic, religious, spiritual or personal background, are there certain practices related to your personal care that we need 1o
know?

+ Have you had recent changes or losses in your fife In addition to this illness (i.e. death of spouse or parent, divorce, loss of job)?

+ How can we help you prepare for discharge?

Patient / Person completing form: Date & Time:

Relationship to patient:

&

te.

Lt Patient / Representative unable to comple
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L S ""-i'_EI'I’aI Request for Group ID Changes

" b Y g * required fields

R

R - A e l ]ONN z -C):NN" _cess to e-referrals (I-Exchange)

- . N &Y R = vided via e-referrals (-Exchange), either now ar in the future, for both my individual

- 1 g y

- NI e :

R Y Gl W\N{'y .

3 F_N* y L\> following users to my existing e-referral
o~ _ ql ) ;M”%J,VJJ *Practice name: Michigan Multispecialty Physicians

’ ) ’,LL‘F' . ""
o j?gj‘}/i}} J NI} «‘J‘(Q 2 ~ Current user web-DENIS 1D
nauny Watson p123109

*Please [] add  [/] delete (select one} the following providers to my existing e-referral .
*l-Exchange ID#: 1669415667

Provider name (print first and last name) *10-digit NPI
Sean McLaughlin 1669415667

| hereby state that the information on this request is correct and the provider codes listed pertain to my
practice/facility.

Kathy Watson 2724111
*Provider/facility representative name Date
Surgery Coordinator 38-3461163
Title of representative above *Tax I number
734~712-8130 734-712-8111 watsokaa@trinity-health.org
*Telephone number

Fax number

E-mail address
Mote: If the name above contractually represents multiple providers/codes in the business of health insurance billing/inquiry, they must
include a print cut of all such codes with this agreement.

Use the submit button to send the completed form electronically to the BCN Provider Affairs
office. The submit feature requires an installed e-mail application. Alternately, you may save the

completed form locally and e-mail it as an attachment to EastRPA@bcbsm.com or fax the
completed form to 810-720-8627.

Contact BCN Provider Affairs if you have questions.

This box for BCN use enly,
The data on this form will be loaded by BCBSM as represented. MCO representative signing below verifies accuracy of data

BCN provider representative

08/02/10



