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Maternity Pre-Admission Form
Please submit your completed form at least six weeks in advance of your due date (mail, email, or fax)  

to the hospital where you will be delivering your baby.
Mercy Hospital of Buffalo 
565 Abbott Road 
Buffalo, NY 14220 
(716) 828-3504

Mail: 

Fax:

Sisters of Charity Hospital 
2157 Main Street 
Buffalo, NY 14214 
(716) 862-1019

Mail: 

Fax: 

If would like a hospital tour or are interested in taking a prepared childbirth class,  
please visit chsbuffalo.org or call HealthConnection at (716) 447-6205.

INSURANCE INFORMATION: 

 No Insurance/Self Pay		   Please have a Certified Application Counselor contact me regarding obtaining insurance

Primary Insurance:					     Policy Number:				  

Subscriber: 						      Group:				    Plan:

Subscriber’s Employer:					     Subscriber’s Date of Birth:

Secondary Insurance:					     Policy Number:

Subscriber’s relationship to patient:					    Medicare Number:

Medicaid Number: 					     Newborn Medicaid Number:

Please bring all insurance cards with you to the hospital. Any co-payments or deductibles are payable on the day of registration.

EXPECTANT MOMS:  

Name:								       Date of Birth:			   Last 4 digits of SS#:
		  Last			   First

Address: 							       City:				    State:		  ZIP:		

Phone:							       Email:		   

Marital Status:	 Race:		  Ethnicity:	 Religion:		   

Preferred Language:	            I need language translation  Sign Language Hearing Impaired  Sight Impaired

Employer: 		                   	          Employer Address:	                                                                                

Primary Physician:						      Office Location:
Where do you plan on delivering?  Sisters Hospital   Mercy Hospital   Mount St. Mary’s Hospital   Other:

Previous/Maiden Name:	 Due Date:	 Date of Last Menstrual Period:

OB Provider’s Name: 						      Office Location:

Spouse/Partner Name:						      Date of Birth:			   Last 4 digits of SS#:
			         Last			   First

Address: 							       City:				    State:		  ZIP:		

Phone:							        

Employer: 						                   Employer Address:	                                                                      

EMERGENCY NOTIFICATION: If other than spouse or partner. 

Name:								                	 Relationship: 
		  Last				    First

Address: 							       City:				    State:		  ZIP:		

Phone:							     

Womencare@chsbuffalo.orgEmail: 
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