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FACESHEET FOR EMR DOWNTIME
State Form 1771 (R4 / 09-25)
FAMILY AND SOCIAL SERVICES ADMINISTRATION

INDIANA STATE PSYCHIATRIC HOSPITAL NETWORK

	INSTRUCTIONS:
	1. This form is only to be used when the electronic medical record (EMR) is unavailable/down.
2. The completed document should be sent to the HIS Department.
3. Once the EMR is available/up, the information from this document must be entered into the EMR.


	---------------------------------------------------------------------- Patient Information ------------------------------------------------------------------------------------

	Patient Name:
	     
	Alt Phone:
	     

	Home Address:
	     
	Sex:
	     

	
	     
	Race:
	     

	Home Phone:
	     
	DOB:
	     

	Mobile Phone:
	     
	Age:
	     

	Work Phone:
	     
	Religion:
	     

	590:
	     
	SSN:
	     

	
	
	590 Number:
	     

	---------------------------------- Guarantor Information -----------------------
	---------------------------------- Patient Picture ---------------------------------

	Guarantor’s Name
	     
	

	Patient’s Reltn:
	     
	

	Billing Address:
	     
	

	
	     
	

	Home Phone:
	     
	

	Mobile Phone:
	     
	

	Work Phone:
	     
	

	------------------------------------------------------------------------ Contact Information ----------------------------------------------------------------------------------

	Emergency Contact
	
	Next of Kin
	

	Contact Name
	     
	Contact Name
	     

	Patient’s Reltn:
	     
	Patient’s Reltn:
	     

	Sex:
	     
	Sex:
	     

	Home Phone:
	     
	Home Phone:
	     

	Mobile Phone:
	     
	Mobile Phone:
	     

	Work Phone:
	     
	Work Phone:
	     

	Alt Phone:
	     
	Alt Phone:
	     

	----------------------------------------------------------------------- Primary Insurance --------------------------------------------------------------------------------------

	Subscriber Name:
	     
	Insurance Name:
	     

	Patient’s Reltn:
	     
	Claim Address:
	     

	Sex:
	     
	
	     

	DOB:
	     
	Insurance Phone:
	     

	Age:
	     
	Policy Number:
	     

	Employer Name:
	     
	Group Number:
	     

	Employer Phone:
	     
	Authorization Number:
	     

	Financial Class:
	     
	Authorization Phone:
	     

	Legal Rep:
	     
	Authorization Contact:
	     

	--------------------------------------------------------------------- Secondary Insurance ------------------------------------------------------------------------------------

	Subscriber Name:
	     
	Insurance Name:
	     

	Patient’s Reltn:
	     
	Claim Address:
	     

	Sex:
	     
	
	     

	DOB:
	     
	Insurance Phone:
	     

	Age:
	     
	Policy Number:
	     

	Employer Name:
	     
	Group Number:
	     

	Employer Phone:
	     
	Authorization Number:
	     

	Financial Class:
	     
	Authorization Phone:
	     

	--------------------------------------------------------------------- Encounter Information ---------------------------------------------------------------------------------

	Reg Dt/Tm:
	     
	Patient Type:
	     
	Admit Type:
	     

	Est Dt of Arrival:
	     
	Medical Service:
	     
	Admit Source:
	     

	Inpt Adm Dt/Tm:
	     
	Location:
	     
	Advance Directive:
	     

	Disch Dt/Tm:
	     
	Room/Bed:
	     
	Reg Clerk:
	     

	Observation Dt/Tm:
	     
	Isolation:
	     
	Admit Physician:
	     

	VIP Indicator:
	     
	Disease Alert:
	     
	Attend Physician:
	     

	Admit Reason:
	     
	Hospital Name:
	     

	Hospital Phone:
	     
	Hospital Address:
	     


