PLEASE FILL OUT ALL INFORMATION
PATIENT INFORMATIOI

AGE: DATE OF BIRTH: SOCIAL SEC. #
NAME: NICKNAME:
HOME?#: CELL#: WORK #:
STREET ADDRESS:
CITY, STATE, ZIP:
EMAIL ADDRESS:
EMPLOYER: POSITION:
ADDRESS: CITY,ST,ZIP
O SINGLE 0 MARRIED O WIDOWED 00 DIVORCED
Student Status: Full / Part Employment Status: Full time / Part time / Unemployed / Retired

SPOUSE OR PARENT INFORMATION (If patient is under 18)

NAME:

AGE: DATE OF BIRTH: SOCIAL SEC. #
EMPLOYER: POSITION:
ADDRESS: CITY, ST,ZIP
CELL#: WORK#:

PRIMARY INSURANCE COMPANY INFORMATION

INSURANCE COMPANY: PHONE #:
POLICYHOLDER: RELATION TO PATIENT:
POLICYHOLDER DATE OF BIRTH: SOCIAL SEC. #
MEMBER ID# GROUP #:

CLAIMS ADDRESS: CITY,ST,ZIP

Please furnish secondary insurance company information, if applicable, on back.
EMERGENCY CONTACT

NAME: RELATION TO PATIENT:

HOME #: CELL #: WORK #:

FAMILY PHYSICIAN or REFERRING PHYSICIAN

| Name: Address: Phone:

I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled, including private
insurance and any other health plan, to The OB-GYN Place, P.A. This assignment will remain in effect until revoked by me in
writing. A photocopy of this statement is to be considered as valid as the original. I understand that I am financially responsible
for ALL charges whether or not paid by said insurance and I choose to see my physician at The OB-GYN Place whether she is in
network, or out-of-network, and this may or may not effect reimbursement by my insurance company. I hereby authorize said
assignee to release all information necessary to secure payment. I understand that all fees are payable at the time services are
performed. [understand that I am responsible for paying my portion of the balance due after the insurance company has paid. I
voluntarily consent to the medical treatment and understand that no guarantees are made as to the results.

Patient’s Signature Date Review Date/Initials Review Date/Initials

Parent or Legal Guardian Signature Relationship to Patient Date



SECONDARY INSURANCE COMPANY INFORMATION

INSURANCE COMPANY: PHONE #:
POLICYHOLDER: RELATION TO PATIENT:
POLICYHOLDER DATE OF BIRTH: SOCIAL SEC. #
MEMBER ID# GROUP #:

CLAIMS ADDRESS: CITY,ST,ZIP




