Alpine Women’s Healthcare, P.C.

Patient Registration Form

PATIENT INFORMATION

FIRST M. LAST NICKNAME

MARITAL STATUS DATE OF BIRTH AGE SOCIAL SEC. NO. HOME PHONE NO. CELL PHONE NO.
s | M | w | D | SEP

STREET ADDRESS APT / UNIT # CITY AND STATE ZIP CODE
PATIENT’S EMPLOYER OCCUPATION (INDICATE IF STUDENT) WORK PHONE NO.

NOTIFY IN CASE OF EMERGENCY:

NAME (FIRST & LAST) HOME PHONE NO. WORK PHONE NO. RELATION

SPOUSE/PARENT INFORMATION

FIRST M.l LAST NICKNAME

DATE OF BIRTH EMPLOYER WORK PHONE NO.

INSURANCE INFORMATION

NAME OF PRIMARY INSURANCE CO. PRIMARY INSURED PERSON RELATIONSHIP TO PATIENT
INSURED’S DATE OF BIRTH INSURED’S EMPLOYER ID/POLICY # GROUP #
SECONDARY INSURANCE CO. PRIMARY INSURED PERSON RELATIONSHIP TO PATIENT
INSURED’S DATE OF BIRTH INSURED’S EMPLOYER ID/POLICY # GROUP #

HOW DID YOU HEAR ABOUT US
O Yellow Pages O Insurance listing [ Relative/Friend O Physician O Other

AUTHORIZATION TO RELEASE INFORMATION

Please contact me at: (check all that apply) O Home O Work O Cell

We may leave messages for you at: (check all that apply) O Home O Work O Cell O Do not leave message
| authorize Alpine Women'’s Healthcare, P.C. to release any information on my medical condition to the following people:

Name: Relationship:

Name: Relationship:

CONSENT FOR TREATMENT, AGREEMENT OF FINANCIAL RESPONSIBILITY, AND ASSIGNEMENT OF BENEFITS:

I, the undersigned consent to treatment necessary for the care of the above named patient. | consent to the use and disclosure of my protected
health information for treatment, payment and operations and such other purposes that are permitted under the federal Health Insurance
Portability and Accountability Act without a written authorization. | further acknowledge full financial responsibility for any services rendered by
Alpine Women's Healthcare, P.C. | hereby assign all medical benefits, to include major medical benefits to which entitled to Alpine Women'’s
Healthcare, P.C. and other providers, if applicable. For those insurance plans for which Alpine accepts assignment, | accept personal responsibility
for all co-payments, deductibles, and non-covered services | authorize Alpine Women’s Healthcare, P.C. to file any claims for payment of patient
bills and assign all rights and benefits to Alpine Women’s Healthcare, P.C. as appropriate. | further agree, subject to state or federal law, to pay all
costs, attorney fees expenses and interest in the event that Alpine Women’s Healthcare, P.C. has to take action to collect the same because of my
failure to pay incurred charges

PATIENT RIGHTS AND PRIVACY:

| understand that | have the right to refuse treatment and/or to change doctors and to be informed of the medical consequences of his/her action. |
understand that | have the right to be provided a copy of my complete patient rights upon my request. Furthermore, | acknowledge the receipt of
notice of Alpine Women's Healthcare, P.C. health information practices, which describes how my health information can be used or disclosed and to
whom.

| have read this form and by signing this form | understand and agree to what it states.

Signature Date



