
 
    

Driscoll Children’s Health Plan 
HOSPITAL ADMISSION INFORMATION 

615 N. Upper Broadway, Suite 1050 
Corpus Christi, Texas 78401‐0764 

Telephone 1‐877‐455‐1053   Fax (361) 653‐0432 
 

 

 
Caller:__________________________ Ph: _______________________ Date Notified:_____________ 
 
Member Name:_____________________________________ DOB/ Age:_______________________ 
 
ID Number: _________________________________________    Facility: ______________________ 
 
Admitting Physician: _____________________________ Admission Date/ Time: ________________ 
 
Diagnosis: _____________________________________ ICD.9 __________ 
 
                    _____________________________________ ICD.9 __________ 
 
                    _____________________________________ ICD.9 __________ 
 
Status: Inpatient __________ Observation:________         UM Contact: _______________________ 
 
PCP: ______________________________________            Member Eligibility expires: ___________ 
 
AUTH. Number:_____________________________             Discharge Date / Time: ______________ 
 
LOS: _________________ 
                  
                                             (This section below for DCHP use only.) 

CONCURRENT REVIEW:   _________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 


