Center for Advanced Gynecologic Surgery

     and Pelvic Floor Medicine
IN ORDER TO PROCESS YOUR CLAIM MOST EFFICIENTLY, PLEASE, FOLLOW THE INSTRUCTIONS BELOW:

1. CALL YOUR INSURANCE COMPANY AND ACCURATELY  ANSWER EVERY QUESTION ON THIS INSURANCE REGISTRATION QUESTIONNAIRE.

2. YOU MUST BRING THIS FORM FOR YOUR APPOINTMENT OR YOU WILL NOT BE SEEN.

3. YOU MUST BRING YOUR INSURANCE CARD TO THAT VISIT.

4. IF YOU ARE AN ESTABLISHED PATIENT, YOU MUST INFORM US IF ANY OF YOUR INSURANCE INFORMATION HAS CHANGED.  THEN COMPLETE AND RETURN THIS QUESTIONAIRE AND INSURANCE CARD PRIOR TO YOUR VISIT.

OTHERWISE, A FULL CHECK PAYMENT DIRECTLY FROM YOU WILL BE NECESSARY AT THE TIME OF SERVICE AND IT WILL BE YOUR RESPONIBILITY TO BILL YOUR OWN INSURANCE COMPANY TO RECEIVE REIMBURSEMENT WITH THE STATEMENT THAT WE PROVIDE YOU.

1.
ASSIGNMENT OF BENEFITS – I authorize payment of medical benefits to the names 

provided for professional services rendered.

2. 
RELEASE OF INFORMATION -
I authorize the release of any medical information 






necessary to process claims.

SIGNED:________________________________________  ( Subscriber, Patient, or Parent 








         If minor)

PRINT NAME: ___________________________________________________________

DATE:

______________

PATIENT REGISTRATION & INSURANCE INFORMATION

PATIENT NAME _______________________________________________________________________

                                     Last                                     First                                       Middle

PATIENT’S SOCIAL SECURITY # :_______________________________________________________

PATIENT’S DATE OF BIRTH:        ________________________________________________________

PATIENT’S ADDRESS :   ________________________________________________________________





Street or P.O. Box                  


City

     ______________________________________________________________

 



State              



Zip

HOME PHONE # : (            ) ______________________________

EMPLOYER NAME: ____________________________________________________________________

EMPLOYER’S ADDRESS: _______________________________________________________________ 

 


          

Street or P.O. Box                               
City                 

       _____________________________________________________________

              



State 




Zip

WORK PHONE #: (           )_____________________________
PRIMARY INSURANCE COMPANY NAME: _______________________________________________

IS WRITTEN REFERRAL FROM A PRIMARY CARE DOCTOR NEEDED FOR YOUR VISIT?         

__YES

___NO

INSURANCE ADDRESS TO SEND CLAIMS & INQUIRES:___________________________________

______________________________________________________________________________________

INSURANCE PROVIDER PHONE #: (         )   _______________________________________

INSURANCE PROVIDER SURGERY PREAUTHORIZATION     PHONE #: (          ) _______________
SUBSCRIBER’S (MEMBER) NAME: ______________________________________________________

                                                          Last                                   First 


Middle 


                              

SUBSCRIBER’S SOCIAL SECURITY #: ___________________________________________________

SUBSCRIBER’S DATE OF BIRTH: _______________________________________________________

SUBSCRIBER’S  ID#: ___________________________________________________________________

SUBSCRIBER’S GROUP #:_______________________________________________________________

PATIENT’S INSURANCE ID#:____________________________________________________________

PATIENT’S INSURANCE GROP#: ________________________________________________________

POLICY # _____________________________ PLAN #:________________________________________

YOU MUST FILL OUT THIS INFORMATIAON

REFERRING DOCTOR’S NAME: _________________________________________________________

REFERRING DOCTOR’S OFFICE ADDRESS: ______________________________________________

______________________________________________________________________________________

REFERRING DOCTOR’S OFFICE  PHONE #: (          )________________________________________

REFERRING DOCTOR’S OFFICE  FAX #:     (          )_________________________________________

PRIMARY CARE PROVIDER (PCP) NAME: ________________________________________________

PRIMARY CARE DOCTOR’S OFFICE ADDRESS: __________________________________________

______________________________________________________________________________________

PRIMARY CARE DOCTOR’S OFFICE  PHONE #: (          )_____________________________________

PRIMARY CARE DOCTOR’S OFFICE  FAX #:     (          )_____________________________________
IS YOUR INSURANCE A        PPO,     HMO,     EPO,    POS,  OTHER ?  (Circle)

IS IT THROUGH A GROUP PLAN LIKE HILL PHYSICIAN, MUIR MEDICAL, 

BAY VALLEY, ETC?

IF YES, WHICH ONE : __________________________________________________________________

FIRST DATE INSURANCE EFFECTIVE ____________EXPIRATION DATE_____________________

ANNUAL DEDUCTIBLE AMOUNT _______________________________________________________

DEDUCTIBLE AMOUNT PAID AT PRESENT ______________________________________________

OFFICE VISIT COPAYMENT AMOUNT ___________________________________________________

SPOUSE’S NAME ______________________________________________________________________

                                  First                                         Middle                         

Last

SPOUSE’S DATE OF BIRTH _____________________________________________________________

SPOUSE’S SOCIAL SECURITY __________________________________________________________

SPOUSE’S EMPLOYER NAME ___________________________________________________________

SPOUSE’S EMPLOYER ADDRESS _______________________________________________________

Street                   

City           

______________________________________________________________________________________

                           State              




 Zip

EMPLOYER’S PHONE#: (          )__________________________________________________________
SECONDARY INSURANCE COMPANY NAME ____________________________________________

THE SECONDARY INSURANCE CARD MUST ALSO BE PRESENTED AT YOUR

VISIT IF YOU WHANT TO US TO BILL YOUR SECONDARY INLURANCE.

