PATIENT INFORMATION FORM
	Patient Name: 
	S.S. # 

	Street Address: 
	Cellular Phone # 

	City, State, & Zip: 
	Marital Status: 

	Home Phone # 
	Date of Birth: 

	E-mail Address: 
	(will only be used for general information, no results.)

	Patient’s Employer: 
	Occupation: 

	Address: 
	Phone # 

	Spouse’s Name: 
	Date of Birth: 

	Spouse’s Employer: 
	Phone # 

	Patient’s Primary Care Physician: 
	Phone # 


The following person(s)/emergency contact can inquire, pick up records, prescriptions, etc., and take messages regarding my health information:
	1. 
	Relationship: 
	Phone # 

	2. 
	Relationship: 
	Phone # 


OB-GYNE Associates of Libertyville S.C. is authorized to communicate PHI such as lab results, physician messages, or appointment information. Please initial each appropriate line that you authorize:
Leave Message at home:  FORMCHECKBOX 
  at work:  FORMCHECKBOX 
  cellular phone  FORMCHECKBOX 
  email  FORMCHECKBOX 
  Mail to Home  FORMCHECKBOX 
  
Signature/Printed Name of Legal Guardian (if applicable): 
INSURANCE INFORMATION
	Primary Insurance: 
	Phone # 

	ID # 
	Group # 

	Name of Policyholder: 
	Relation to Patient: 

	Date of Birth: 
	SS # of policyholder (Required for billing): 


SECONDARY INSURANCE
	Secondary Insurance: 
	Phone # 

	ID # 
	Group # 

	Name of Policyholder: 
	Relation to Patient: 

	Date of Birth: 
	SS # of policyholder (Required for billing): 


AUTHORIZATION TO PAY BENEFITS AND RELEASE INFORMATION:

I hereby authorize OB-GYNE Assoc of Libertyville to receive direct payment of medical insurance benefits on any unpaid balances and to release any information acquired in the course of my examination and treatment as required to process the claims. I am aware that most cases medical records are disposed of after 7 years.

Signature ____________________________________________________________________    Date _________________
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To ensure accurate health information please bring the following:
1 A list of all current medications and the dosages 

2 Pharmacy address and phone number

3 Any pertinent medical records 

4 Family History of Illness

5 Any and all test results relating to your visit (Ultrasound, Blood Work, ect…)

6 Insurance cards

7 Co-payments

8 Drivers License

