Fredericksburg

 Womens Health Associates

Patient Information Sheet
Patient Information (please print)
Pharmacy Name:_____________________   Location:___________________      Phone#  __________________

Last Name:__________________________  First:  ______________________     Middle:___________________

Nickname: _________________   Date of Birth:______________  Race:____________ Marital Status:________

Address: _____________________________________  City:________________State:  ______  Zip:__________
Email Address:_________________________________@______________________________________________

Employer:____________________________________  Occupation:_____________________________________

Address:_____________________________________   City:________________State:  ______  Zip:__________
Parent/Spouse (circle one) Information
Parent/Spouse Name:____________________________________________  Phone#:______________________

Employer:____________________________________  Occupation:____________________________________

Address:______________________________________  City:________________State:  ______  Zip:__________
Billing Information

Primary Insurance Company:____________________________________________________________________

Secondary Insurance Company:__________________________________________________________________

Miscellaneous  

How did you hear about our office?     Newspaper_____  Internet_____  Friend_____  Phone Book_____

Emergency Contact

Name:____________________________________  Relationship:______________  Phone#:________________

Address:______________________________________  City:_______________ State:  ______  Zip:__________
PCP/Referring Physician:________________________________________  Phone#:______________________

If you have health insurance we will be happy to assist you by filing your claims.  You are REQUIRED to provide your CURRENT insurance card at the time of your visit.  Without your current information you are considered “self pay” and by signing this statement, which acts as a waiver, you agree to be financially responsible for all costs:

· I, the undersigned, accept responsibility for all surgical and medical services provided to me.  
· I acknowledge that all insurance benefits for services rendered shall be assigned directly to this office and that this office assumes no responsibility for the collection of any proceeds of insurance.  
· I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  
Signed Patient/Guardian:_________________________________________________________________  Date:__________________

rev 6/11/2011
Social Security Number:          		-             	-


Home Telephone:  (     		)		-


Work Telephone:    (		)		-	


Cell/ Mobile Number:  (		  )		-








