PATIENT INFORMATION
Patient’s  Last Name: 

First:

Middle:

Marital Status (circle one)

_____________________________________________________Single/Mar/Div/Sep/Wid
Street  Address:





  Apt #:




P.O. Box:


City:



State:

Zipcode:



Phone #  Home:

               
   Cell:

                    Work:


           Occupation/Employer:






___________________
DOB:


SS#:


Age:
     Race:  (circle one of the following) White/Black/Asian/Indian/Alask/Pac Is./Other/ Decline    Ethnicity: Hisp/Non-Hisp.   
INSURANCE INFORMATION
Name of Primary Insurance: _______________________     Subscribers’s Name: ___________________

Subscriber’s SS#:_______________  DOB: _________  Group #: ______________   
Member ID#: _____________________  Co-payment: ______________

Patient’s Relationship to Subscriber: ○ self  ○ spouse   ○ child   ○ other
Name of Secondary Insurance: (if applicable)​​​​____________________________Subscriber's Name:_____________________

SS#:_______________DOB:___________ Group#:_________________Member ID#:_________________

 Patient’s Relationship to Subscriber : ○ self  ○ spouse   ○ child   ○ other
MEDICAID: PLEASE BRING CARD IN TO EVERY VISIT OR IT MAY BE NECESSARY TO RESCHEDULE. PATIENT IS RESPONSIBLE TO VERIFTY THAT THEIR MEDICAID PLAN IS ACCEPTED IN PARKER COUNTY.
DISCLOSURE STATEMENT
The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible for any balance. I also authorize Weatherford Ob/Gyn Associates or the insurance company to release any information required to process my claims.

Patient/ Guardian Signature: _________________________________
Date: _____________________
Guardian’s Printed Name:_______________________________    Phone Number: __________________

Guardian’s Address:_____________________________________________________________________

City:________________________________State:______________________Zip:____________________
