
Patient Data and Insurance Form

Patient Name: _______________________________________________________________

Address: ____________________________________________________________________
street city state zip

Home phone: _______________________ Work phone: ________________________

Cell phone: _________________________ E-mail: _____________________________

Patient Employer: ___________________________________________________________

Social Security #: ____________________ Date of Birth: ________________________

Primary Care Physician: ______________________________________________________

Referring Physician: _________________________________________________________

Insurance Information

Primary Insurance: __________________________________________________________

Subscriber (Guarantor) Name: ________________________________________________

ID #: _______________________________ Group #: ___________________________

Subscriber Employer: ________________________________________________________

Secondary Insurance: ________________________________________________________

Subscriber Name: ___________________ Date of Birth: _______________________

ID #: _______________________________ Group #: ___________________________

Subscriber Employer: ________________________________________________________

Guarantor (Subscriber) Information
If patient is the insurance guarantor, you may write "SAME" and skip this section.

Name: _____________________________________________________________________

Address: ___________________________________________________________________

Home Phone: ______________________ Cell Phone: ____________________________

Social Security #: ___________________ Date of Birth: _______________________

I hereby authorize my insurance benefits to be paid directly to The Ob/Gyn Group, Inc. I also
recognize that I am responsible to pay for non-covered services. I hereby authorize the release
of pertinent medical information to the above named insurance carrier(s). I agree to pay
collection agency / attorney fees should my account become delinquent.

Signature: ____________________________________ Date: _____________________

David M. Barrere, M.D., F.A.C.O.G.
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