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OBSTETRICS & GYNECOLOGY

1401 Centerville Road, Suite 202 ¢ Tallahassee, Florida 32308-4638
(850) 877-7241 (Main) ¢ (850) 877-1338 (Fax) * www.NFLWC.com

Patient Registration

Patient’s Name: Last First Middle Initial

Date of Birth: Age: SSN:

MaritalStatus: QSingle OMarried QOWidowed ODivorced  QdSeparated QOther

Local Address: Apt #

City: State: Zip: County:
Alternate Address (if Different From Above): Apt #

City: State: Zip: County:
Phone #: ( ) O Home O Cell O Work

Personal Email:

Employer: Occupation:

Primary Care Physician’s (PCP) Name: PCP Phone #: ( ) -

Emergency Contact

1. Lost First

Phone #: ( ) O Home QO Cell O Work Relationship

Primary Insurance Company: MemberServices Phone #: ( ) -

MemberID Number: Group #: Policy Holder: dSelf QSpouse/Partner dParent
Member Name (as shown on insurance card):Last First Middle Initial___~
Date of Birth: SSN: Phone #: ( ) -

Mailing Address: Apt #

City: State: Zip:

Secondary Insurance Company: MemberServices Phone #: ( ) -

MemberID Number: Group #: Policy Holder: dSelf dSpouse/Partner dParent

Avuthorization and Assignment

Ihereby assign allpaymentsforservicesrendered to me ormy dependents fo North Florida Women's Care. This assignment is
considered as valid as an original. lunderstand that | am financially responsible for all charges whether or not paid by said
insurance.lhereby authorize said assignee torelease allinformationtoinsurance carriersconcerningmyillinessand treatment.

Signed (Patient or Authorized Person): Date:
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