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Obstetrics and Gynegcology Careg Wssociates, S.C.

1505 Eastland Dr. Suite 500
Bloomington, 1. 61701
309-662-CARE (2273)

Fax: 309-662-2014

www.obgyncare.com

PATIENT INFORMATION

Name

Last Name First Name Middle Name Maiden Name
Address

Street City and State Zip code

Home Phone Work Cell
Birth date Age Marital Status S M W D SS#
E-Mail
Employed By Occupation

Spouse’s Name

Spouse’s Employer

Spouse’s Work Phone

Referred By

If patient is a minor, please complete this section

Guarantor Name

Address

First Name Middle Name

Street

Home Phone No.

City & State Zip Code

Work Phone No.

Relation to Patient

PRIMARY INSURANCE COVERAGE

Name of Policy Holder

SECONDARY INSURANCE COVERAGE

Name of Policy Holder

Insurance Company

Insurance Company

Insured’s Date of Birth

Insured’s Date of Birth

Insured’s Social Security #

Insured’s Social Security #




Welcome to Obstetrics and Gynecology Care Associates, S.C. We look forward to
providing you with the highest quality care and trust. We hope you will find us friendly and helpful.
Our office participates with many major insurance companies. Due to the complexities and constant
changes of individual insurance plans, it is impossible for us to know about your specific benefits. It is
important for you to know your individual plan. You may receive a patient satisfaction survey and we
would appreciate it, if you could take a few minutes to let us know how we are doing. You may also
visit our website and complete a survey online.

FINANCIAL POLICY

| hereby authorize payment of medical benefits directly to Obstetrics and Gynecology Care Associates,
S.C. and/or attending physician for services rendered. Authorization is hereby granted to release
information contained in my medical records as may be necessary to process and complete my insurance
claim and/or for the purpose of determining eligibility of employment. | understand that this authorization
may include release of information regarding communicable diseases, such as Acquired Immune
Deficiency Syndrome (AIDS), Human Immunodeficiency Virus (HIV). | understand that | am financially
responsible for the total charges for services rendered which may include services not covered by my
insurance companies and/or employer. | agree that all amounts are due upon request and are payable to
Obstetrics and Gynecology Care Associates, S.C. | further understand that if my account should become
delinquent, | shall pay the reasonable attorney fees or collection expenses of Obstetrics and Gynecology
Care Associates, S.C., if any.

Signature of Patient, Parent or Legal Guardian Date

CONSENT TO TREAT

| hereby authorize employees and agents; including physicians, physician assistants and nurse
practitioners; of this medical office to render routine medical care to the patient indicated on this form and
to fulfill the orders of the physicians; including consultants, associates and assistants of the physician’s
choice. Our office follows the standards of care recommended by the American College of Obstetricians
and Gynecologists (ACOG) and the Center for Disease Control (CDC).

Signature of Patient, Parent or Legal Guardian Date

HIPAA AUTHORIZATION / RED FLAG POLICY

| hereby authorize employees and agents; including physicians, physician assistants and nurse
practitioners of this medical office to render routine medical care to the patient indicated on this form and
to fulfill the orders of the physicians; including consultants, associates and assistants of the physician’s
choice. For further explanation or for a copy of our HIPAA Privacy Notice and/or Red Flag Policy please
see the front desk staff or visit our website. This release is effective until revoked by patient with written
signature.

Please mark appropriate section below:

No Restrictions Restrictions: (Please list your requested restrictions)

If there is anyone you would allow us to share information with, please list the names and
relationships of those people below.
May share my protected health information with:

Name: Relationship:
Name: Relationship:
Name: Relationship:
Signature of Patient, Parent or Legal Guardian Date
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