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General Information

Office Use Only

Patient # ________________  Date _________

Name ____________________________________________________   ❍ Single   ❍ Married   ❍ Divorced   ❍ Widowed

Address _____________________________________________   City ___________________   State _____   ZIP _________

Home # _________________________   Cell # _________________________   email _______________________________

DOB ______________   SS # __________________________   Driver’s License # ___________________________________

Insurance Carrier ______________________________________   Insurance # _____________________________________

Employer Name ______________________________________________   Office # _________________________________

Address _____________________________________________   City ___________________   State _____   ZIP _________

Person(s) to Contact _____________________________________________________________________________________

_____________________________________________________________________________________________________

Referred By ___________________________________________________________________________________________

Please fill out information below for spouse or party responsible for payment.

Name ________________________________________   DOB ____________   Relation to Patient _____________________

Address _____________________________________________   City ___________________   State _____   ZIP _________

Home # ________________________   Business # _______________________   SS # _______________________________

Employer Name ______________________________________________

• I authorize release of all my medical records to the referring physician, my insurance company, or to other physicians for the purpose 
of continuation of care.

• I understand that payment of charges incurred is due at the time of service.
• I authorize my insurance company to pay directly to Associated Obstetrics & Gynecology, P.C., if they are participating physicians in 

my insurance plan.
• I acknowledge full financial responsibility for services rendered by Associated Obstetrics & Gynecology, P.C.
• I authorize treatment of my dependant by Associated Obstetrics & Gynecology, P.C. and agree that I will be responsible for any fees 

incurred.
• I have read and fully understand the above financial responsibility, release of medical information and insurance authorization.

Signature _____________________________________________________________________   Date __________________

Signature of Guardian ___________________________________________________________   Date __________________


