Brighton Hospital Online Admission Form
The first step toward treatment at Brighton Hospital is completing and faxing this form to 810-227-2029. A Customer Service Representative will review your use history and insurance benefits and call to schedule an admission assessment within 24 hours.

If you cannot complete this form, or need assistance in completing this form, please call a Customer Service Representative at 800-523-8198 or 810-220-5514 to provide the necessary information. Representatives are available from 8 a.m. – 11:30 p.m. Monday – Friday; 8 a.m. – 6:30 p.m. weekends.

Please note that all fields are required unless otherwise stated. The information provided will be used only by Brighton Hospital. All information will be kept secure and confidential.

	Your Information (patient representative / family member / referral agent)


First Name:
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Middle:            
Last Name:      

 FORMTEXT 
     

 FORMTEXT 
     
Address 1:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Address 2:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
City:       

 FORMTEXT 
     

 FORMTEXT 
      
State:    Zip Code:      
Home Phone:      

 FORMTEXT 
     

 FORMTEXT 
     
Work Phone:      

 FORMTEXT 
     

 FORMTEXT 
     
Cell Phone:      

 FORMTEXT 
     

 FORMTEXT 
     
Fax:      

 FORMTEXT 
     

 FORMTEXT 
     
Email Address      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Relation to Patient      

 FORMTEXT 
     

 FORMTEXT 
     
	Patient Information


First Name:      

 FORMTEXT 
     

 FORMTEXT 
     
Middle:      
Last Name:      

 FORMTEXT 
     

 FORMTEXT 
     
Address 1:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Address 2:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
City:      

 FORMTEXT 
     

 FORMTEXT 
      
    State:    Zip Code:      
Home Phone:      

 FORMTEXT 
     

 FORMTEXT 
     
Work Phone:      

 FORMTEXT 
     

 FORMTEXT 
     
Cell Phone:      

 FORMTEXT 
     

 FORMTEXT 
     
Email Address:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
DOB:       

 FORMTEXT 
     

 FORMTEXT 
     
Gender:  FORMDROPDOWN 

Marital Status:  FORMDROPDOWN 

(NEXT PAGE)

	Addictions


First Substance of Choice:  FORMDROPDOWN 

How long have you used this substance?  FORMDROPDOWN 

How often Do You Use?   FORMDROPDOWN 

Date of Last Use:      

 FORMTEXT 
     
Second Substance of Choice:  FORMDROPDOWN 

How long have you used this substance?  FORMDROPDOWN 

How often Do You Use?   FORMDROPDOWN 

Date of Last Use:      

 FORMTEXT 
     
Third Substance of Choice:  FORMDROPDOWN 

How long have you used this substance?  FORMDROPDOWN 

How often Do You Use?   FORMDROPDOWN 

Date of Last Use:      

 FORMTEXT 
     
Treatment Experience(s) – please include inpatient as well as outpatient treatments

Name of Program:  FORMDROPDOWN 

Dates in which treated:      

 FORMTEXT 
     

 FORMTEXT 
     
Did you complete treatment?  FORMDROPDOWN 

Was your treatment a 12-Step Program?  FORMDROPDOWN 

(NEXT PAGE)

Treatment Experience(s) - Continued
Name of Program:  FORMDROPDOWN 

Dates in which treated:      

 FORMTEXT 
     

 FORMTEXT 
     
Did you complete treatment?  FORMDROPDOWN 

Was your treatment a 12-Step Program?  FORMDROPDOWN 

----------------------------

Name of Program:  FORMDROPDOWN 

Dates in which treated:      

 FORMTEXT 
     
Did you complete treatment?  FORMDROPDOWN 

Was your treatment a 12-Step Program?  FORMDROPDOWN 

Have you ever:

Thought of suicide?   FORMDROPDOWN 

If so when?      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Planned a suicide attempt?   FORMDROPDOWN 

If so when?      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Attempted suicide?   FORMDROPDOWN 

If so when?      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
If you answered “yes” to any of the above, were you under the influence at the time?   FORMDROPDOWN 

In the past year, what is the longest time you have been substance free?  FORMDROPDOWN 

When you have stopped drinking or using on your own, please check the symptoms that you experienced?  FORMDROPDOWN 

Are you currently being treated for physical pain?   FORMDROPDOWN 

Describe:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Are you currently being treated for any medical problems?   FORMDROPDOWN 

Describe:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Are you taking any prescribed medications?   FORMDROPDOWN 

If yes please give the name, dose, and how often you take them:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Please check any of the following that apply to you:

Do you smoke?   FORMDROPDOWN 

Are you having family problems?   FORMDROPDOWN 

Do you have any legal problems?   FORMDROPDOWN 

Recent or impending loss(es)?   FORMDROPDOWN 

Do you become violent when you use?   FORMDROPDOWN 

Do you have financial problems?   FORMDROPDOWN 

	Insurance Information


Does the patient have insurance coverage or covered under someone else’s policy?   FORMDROPDOWN 

Primary Insurance Company

Insurance Company:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Insurance Contact Phone Number:      

 FORMTEXT 
     
Member Policy Number:      

 FORMTEXT 
     

 FORMTEXT 
     
Insurance Group Number:      

 FORMTEXT 
     

 FORMTEXT 
     
Plan:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Effective Date:      

 FORMTEXT 
     

 FORMTEXT 
     
Secondary Insurance Company

Insurance Company:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Insurance Contact Phone Number:      

 FORMTEXT 
     
Member Policy Number:      

 FORMTEXT 
     

 FORMTEXT 
     
Insurance Group Number:      

 FORMTEXT 
     

 FORMTEXT 
     
Plan:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Effective Date:      

 FORMTEXT 
     

 FORMTEXT 
     
Insured Party

Insured Name:      

 FORMTEXT 
     

 FORMTEXT 
     
Relation to Patient:      

 FORMTEXT 
     

 FORMTEXT 
     
Social Security Number:      

 FORMTEXT 
     
Date of Birth:      

 FORMTEXT 
     
Employer:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Still Employed:  FORMDROPDOWN 
    Length:   
Termination Date:      

 FORMTEXT 
     

 FORMTEXT 
     
Directions to Submit this Form.
 

To submit this form, please choose one of the following:
 

1) Save the completed form to your hard drive. Return to Brighton Hospital web site and follow the directions to upload the form and submit it online.
2) Fax the completed form to 810-227-2029

3) Mail the completed form to Brighton Hospital Admissions,12851 East Grand River, Brighton, MI 48116

 

You will be contacted by a Brighton Hospital representative within one business day of receipt.
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