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Ogeechee OB-GYN Patient Registration

Name: ___________________________________________	Birthdate: ___________________________________
Last		First		Middle


Address____________________________________________________________________________________________
		Street / P.O. Box				City			State / Zip

Email Address_____________________________________________Race__________Ethnicity-Hispanic/Other/Refused

Social Security #___________________________________________ Home Phone #_____________________________

Cell Phone #________________________________________ Work Phone #____________________________________

Employer_______________________________________________Occupation__________________________________

Spouse/Parent Name_____________________________________________ Birthdate: __________________________

Emergency Contact (nearest friend/relative not living with you) ______________________________________________

Emergency Contact’s Numbers_________________________________________________________________________

Primary Care Physician________________________________ Referred by_____________________________________

Pharmacy Name/Phone Number_______________________________________________________________________

Insurance Information

Primary Insurance___________________________________________________________________________________

Policy Number________________________________________	Group Number_________________________________

Subscriber_______________________________________	Relationship to Patient_______________________________

Subscriber Social Security # and Birthdate_______________________________________________________________

Secondary Insurance_________________________________________________________________________________

Policy Number___________________________________	Group Number_____________________________________

Subscriber____________________________________		Relationship to Patient______________________________

Subscriber Social Security # and Birthdate_______________________________________________________________

ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES - I hereby acknowledge that a copy of the Notice of Privacy Practices for Ogeechee OB-GYN document has been made available to me.
AUTHORIZATION FOR RELEASE OF INFORMATION – I hereby authorize this practice to furnish any medical information requested by insurance companies with whom I have coverage or any public agency which may be assisting in payment of care.
ASSIGNMENT OF BENEFITS – I hereby authorize payment directly to this practice, including major medical and/or surgical benefits.  I understand that I am fully responsible for charges not covered by this assignment.
GUARANTEE OF ACCOUNT – I understand that I am financially responsible for all charges for services rendered to me, or my dependent, including the balance remaining after payment of possible insurance benefits.


______________________________________________________		____________________________________
Signature of Patient or Guarantor					Date
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