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230 Pottersville Road, Chester, NJ 07930
Admissions: (Call or Text) 908-842-9391
Fax: 908-888-2208

PRE-ADMISSION MEDICAL CLEARANCE FORM

Please complete this form for our pre-admission screening.

Patient Name: ________________________________________   Date of Birth: ______________
Provider Name and Credentials completing this form: ______________________________ 
Exam Date: ________________ 
ED Diagnosis: Anorexia Nervosa___ Bulimia Nervosa ___ ARFID ___ BED ___ OSFED ___
General: __________________________________________________________________________ 

PLEASE OBTAIN
Current:
Age ________ Height ________ Weight ________ Temp ________ 

Pulse:
Lying: ___________  Sitting: __________  Standing: __________ 

Blood Pressure: 
Lying: __________  Sitting: __________  Standing: __________



Skin: WNL _____
HEENT: WNL _____
Cardiac: WNL _____
Lungs: WNL _____
Abdomen: WNL _____
Extremities: WNL _____ 
Neuro: WNL _____ 
GU: WNL _____ 

Date of last PAP, if indicated: _____/_____/_____ 

Does the patient have any complaints of physical pain? If yes, describe:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

History of re-feeding syndrome, lower leg edema, cardiac conditions?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Summary: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Pre-Admit Laboratory tests need to be completed no longer than 2 weeks prior to admission date.
1. EKG
2. CBC with Diff.
3. CMP, MAGNESIUM, PHOSPHORUS, AMYLASE, LIPASE
4. TSH, THYROID PROFILE
5. URINALYSIS
6. SERUM HcG or URINE PREGNANCY TEST
7. VITAMIN D
8. LIPID PANEL
9. QUANTIFERON GOLD or PPD (results may be pending prior to admission) 
Last Flu Vaccination Date: _____/_____/_____ 
	Would patient be willing to have a flu vaccine administered while at Hidden River?
	CIRCLE:     YES        NO 

FOOD ALLERGIES: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Type of allergy testing used to confirm: All reported food allergies MUST be accompanied by validated testing (oral challenge, skin prick, serum IgE antibodies, biopsy.) Food allergy accommodations cannot be supported without validated testing. 

MEDICAL PROBLEMS: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

MEDICATIONS: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  

ALLERGIES: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Does patient require use of an Epi-pen?   YES ______ NO ______ 

Is patient free from communicative diseases?
YES ______ NO ______ 
If NO, please describe: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

ATTACH AND BRING THE MOST RECENT:
1. Dental Provider information and Date of last dental examination
2. Immunization Forms
3. Growth Charts (for patients 18 and under) 

_______________________________                                   ___________________________________
Physician/Practitioner Name                                              Physician/ Practitioner Signature

Office Phone: _____________________
Office Fax: ________________________ 
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