F : e = | FOR-OFFICE |Chart Mo,
I:Patlent Information | o SE ONLY

| PLEASE FILL OUT COMPLETELY (Piease Print)
Last Mame Ferst mdiddle Maiden

Mailing Address "_ Straet Address City State

Date of Birlh ' 8.5 No. Home Phonge ‘ Mother's Maiden Mame

Marital Status: [ Divorced [C'Widowed  |Parson to notify In case of Emergency ' Phone No.
[(Isingle [!Marred [l Separated other than Husband or Maarest Belalive

PATIENT'S EMPLOYMENT / SCHOOL INFORMATION
EmployerSchool MamedJok Title Addrass City/Sfate Zip Code Phone Mo, Exl. / Dept.

Husband or Mearest Relative Phone Ma, F'G'T!-f:'!"shin o [ Hushand or Nearest Felative’s Employer City & stare (only) Fhone Mo,
Tatinn

Huszkand's 5.5, Mo, Husband's Dale of Birth
Cisame |
L other |

INSURANCE INFORMATION (Complete if insurance is in your name)
Mame of Insurance Company FPaolicy!55 Mo.

Group Mo. htedicare Mo, Medicaid Ma,

COMPLETE [F INSURANCE IS NOT IN YOUR NAME
Folicy Holder's Mame Relaticnship to Palient

Policy Holder's Date of Birth - [Mame of Insurance Company

Folicy/SS Mo. |Gr-UU|:: Mo, Employer Mame

REFERRED BY ]
Referred by Doctar fnams) Address (oify and stala)

S iy e e R o | Other {please checky T Yellow Pages [ Friend
Primary Care Physician fnema) Address oty and siate) : [ Mewspaper [l Gther

INSURANCE AUTHORIZATION, ASSIGNMENT AND FINANCIAL RESPONSIBILITY:
IUNDERSTAND THAT | AM RESPONSIBLE FOR ALL MEDICAL EXPENSES. FAYMENT IS EXFECTED AT THE TIME OF SERVICE
OR SERYICES UMLESS PRICR APPROVAL HAS BEEN ARRANGED OR | AM A MEMBER OF A MANAGED CARE. HMO OR
PPO OF WHICH COURTVIEW OB/GYN, A PARTICIPATES. | AM RESPONSIELE FOR ANY INSURANCE CO-PAYMEMNT
AT THE TIME OF SERVICE AMND | ALSO UNDERSTAMD THAT | AM RESPONSIBLE FOR ANY SERVICE NOT COVERED BY
MY INSURAMNCE PLAN,

| FLAN TC FAY BY: LI CASH [ JCHECK LIVISAMASTERCARD HETURNED CHECK FEE: §20.00

AUTHORIZATION TO PAY BENEFITS TO COURTVIEW OB/GYN, PA.:

| HEREBY AUTHORIZE PAYMENT DIRECTLY TO COURTVIEW OB/GYN, P.A. OF THE SURGICAL AND/OR MEDICAL
BEMEFITS, IF ANY, OTHERWISE PAYABLE TO ME FOR THESE SERVICES.

SIGMNED (PATIENT, PARENT OF GUARDIAN) _ DATE

AUTHORIZATION TO RELEASE INFORMATION:

IHEREEY AUTHCRIZE COURTVIEW OB/GYN, A, TO RELEASE ANY INFORMATION REQUIRED TO INSURANCE CARRIERS
AMNDOR PRIMARY CARE PHYSICIAMS INTHE COURSE OF MY EXAMINATIONS OR TREATMENTS INGLUDING INFORMATION
RELATED TO PSYCHIATRIC CARE, DRUG AND ALCOHOL ABUSE AND HIVAAI DS CONFIDENTIAL INFORMATICN, NECESSARY
TO PROCESS INSURAMCE CLAIMS OR ANY MEDICAL INFOBMATION THAT IS NEEDED FOR ANY UTILIZATION REVIEW
OR QUALITY ASSUBANCE ACTIVITIES. | ASSIGN ALL MEDICAL AND/OR SURGICAL BEMEFITS TO WHICH | AM ENTITLED

TO COURTVIEY OB/GYN, PA. THIS ASSIGNMENT WILL REMAIN IM EFFECT UNTIL REVOKED BY ME i WRITING, A
PHOTOCOPY OF THIS AUTHORIZATION SHALL BE CONSIDERED AS EFFECTIVE AND WALID AS THE ORIGIMAL.

Patient o [ate

Relationship if not patiant Fatient unable to sign due to
(of pErson giving consent)
PLEASE GIVE FORM TO THE RECEPTIONIST WHEN YOU HAVE COMPLETED IT

ALONG WITH YOUR INSURANCE CARD/CARDS AND DRIVERS LICENSE. THANK YOU! ]G S 400 L)




