Coastal Fertility RSMC
Medical Center | —"

Medical Director: Lawrence B. Werlin M.D.

Contact Information

PATIENT
LAST NAME: FIRST NAME: MI: MARITAL STATUS: M S OTHER
ADDRESS: CITY: ST: ZIP:
BEST Ph # TO REACH YOU: H /W / C (circle one) OK TO LEAVE A MESSAGE YES NO (circle one)
2\P BEST Ph # TO REACH YOU: H /W / C (circle one) OK TO LEAVE AMESSAGE YES NO (circle one)
D.O.B: AGE: DRIVER'S LIC #: ST: SS.N: E-MAIL
OCCUPATION: WORK HRS: EMPLOYER:
EMP ADDRESS: CITY: ST: ZIP:
PARTNER
LAST NAME: FIRST NAME: MI:
ADDRESS (if different): CITY: ST: ZIP:
BEST Ph # TO REACH YOU: H/ W/ C (circle one) OK TO LEAVE A MESSAGE YES NO (circle one)
2NP BEST Ph # TO REACH YOU: H /W /C (circle one) OK TO LEAVE A MESSAGE YES NO (circle one)
D.O.B: AGE: DRIVER'S LIC #: ST: SS.N: E-MAIL
OCCUPATION: WORK HRS: EMPLOYER:
EMP ADDRESS: CITY: ST: ZIP:

Referral information
WHOM MAY WE THANK FOR THIS REFERRAL? Name of Ob/Gyn:
____Physician (Name) Internet ___ Support Group _____Attended Seminar
____Friend (Name) (Address) Is this our Patient? 'Y N
___Newspaper (Which one) Other (Please Specify)

Insurance information (Insurance Info for BOTH parties MUST be given)

PATIENT

PRIMARY INS: INSURED'S NAME: HMO PPO POS EPO OTHER
IF HMO, WHICH MEDICAL GROUP ARE YOU ASSIGNED TO? ID#: GRP #:

CLAIMS ADDR: CTY: ST: Zip: PH #:

PARTNER

PRIMARY INS: INSURED'S NAME: HMO PPO POS EPO OTHER
IF HMO, WHICH MEDICAL GROUP ARE YOU ASSIGNED TO? ID#: GRP #:

CLAIMS ADDR: CTY: ST: Zip: PH #:




Emergency contact person (not living with you) Relationship Phone

I HAVE READ AND AGREE TO THE FINANCIAL POLICIES ENCLOSED

/

I~

Patient's signature Date Partner's signature Date

e-mail e-mail

*xxxxk PLEASE PROVIDE COPIES OF BOTH SIDES OF YOUR AND YOUR PARTNER’S INSURANCE CARDS *#*#%*
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