KETTERING REPRODUCTIVE MEDICINE

PATIENT INFORMATION

Appointment Date:








Referring Physician:














How did you hear about us? 


























Female Patient’s Last Name:











  First Name: 






  MI: 



Home Address:















City:














State:




Zip: 




  E-mail address: 

















Date of Birth:  




     SS#:








   Occupation:











Religious Preference (Catholic, Jewish, Mormon, none, etc): 

















Check numbers where messages may be left related to your care (i.e. lab results, appointment reminders, healthcare information):

( Home : 








 ( Work : 








 ( Cell: 








Husband name: 









 SS#: 






  Date of Birth: 







Contact person in the event of an emergency:
Name:










Relationship:






Phone: 









INSURANCE INFORMATION

Primary Insurance:















Phone: 











Address for Claims:





























Group #:









Subscriber #:


















If policy holder other than self, please indicate:

Name: 









Relationship: 






Date of Birth: 








Complete if you have secondary insurance:

Secondary Insurance:














Phone: 











Address for Claims:





























Group #:









Subscriber #:



















Policy Holder:
















Date of Birth:










EMPLOYER INFORMATION

Female Patient’s Employer:















  Telephone:







Address:

































City:














State:





Zip:










Spouse/Male Partner Employer:














  Telephone: 






Address:

































City:














State:





Zip:










INSURANCE AUTHORIZATION
I understand that all charges with Kettering Reproductive Medicine are my financial responsibility and that payment is expected at the time of service.  However, if I am covered under an insurance plan for which Kettering Reproductive Medicine is a participating provider, my financial responsibility will be determined as outlined in the provider’s contractual agreement.

By signing below, I authorize Kettering Reproductive Medicine to release any medical information necessary to facilitate insurance reimbursement.

Signature




















Date

