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@ Complete, comprehensive care for women of all ages.
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     _____________________________________________________
Anita Somani MD ● Shivkamini Somasundaram MD ● Uma Ananth MD

_________________________________________________________________

	Patient Name First                                Middle                                   Last

	Address:     Street
	City
	State
	Zip

	Home Phone:
	Cell Phone
	Date of Birth
	SSN

	Race:    FORMCHECKBOX 
 Caucasian      FORMCHECKBOX 
 African American

 FORMCHECKBOX 
 Hispanic   FORMCHECKBOX 
Indian   FORMCHECKBOX 
Asian   FORMCHECKBOX 
Other
	Marital Status:     FORMCHECKBOX 
Married     FORMCHECKBOX 
Single

 FORMCHECKBOX 
Widowed    FORMCHECKBOX 
Divorced   FORMCHECKBOX 
Separated

                  FORMCHECKBOX 
 Other

	Employer/School Name and address:
	Work Phone:

	Job Title
	Work Status:   FORMCHECKBOX 
Full Time   FORMCHECKBOX 
Part Time

 FORMCHECKBOX 
Unemployed   FORMCHECKBOX 
disabled   FORMCHECKBOX 
Self Employed

 FORMCHECKBOX 
Student Full Time   FORMCHECKBOX 
Student part Time

	Primary Insurance Name
	Secondary Insurance Name

	Policy ID
	Policy ID

	Group #
	Group #



	Subscriber name:
	Subscriber Name:

	Subscriber DOB
	SSN #
	Subscriber DOB
	SSN#

	Relationship to Subscriber:

 FORMCHECKBOX 
Self   FORMCHECKBOX 
Spouse   FORMCHECKBOX 
Child   FORMCHECKBOX 
Other
	Relationship to Subscriber:

 FORMCHECKBOX 
Self   FORMCHECKBOX 
Spouse   FORMCHECKBOX 
Child   FORMCHECKBOX 
Other

	Primary Care/Family Doctor:
	Phone:

	Patient’s Email Address:
	How Did you Hear of Our Office:

	In Case of Emergency Contact:

Name:

Address:
	Phone:

Home:

Cell:
	Relationship

	Laboratory:  All lab specimens will be sent to labCorp for processing unless a specific lab is indicated below.  By signing I understand that I may be responsible for any lab fees as determined by my Insurance Company.

	Alternate Lab   FORMCHECKBOX 
 Quest  

 FORMCHECKBOX 
Ohio Health  FORMCHECKBOX 
MCHS       
	Sign Here to Acknowledge Lab Policy:

_________________________________________


Complete Side 2
Release of Information Consents

	Where are we permitted to call you?:

 FORMCHECKBOX 
 Home Phone  FORMCHECKBOX 
Cell Phone  FORMCHECKBOX 
work Phone
	May we leave a message?

 FORMCHECKBOX 
 Yes         FORMCHECKBOX 
No



	To Whom May we discuss medical Info?:

Name:

 FORMCHECKBOX 
Discuss Medical   FORMCHECKBOX 
Discuss Billing
	Phone
	Relationship

	Name:

 FORMCHECKBOX 
Discuss Medical   FORMCHECKBOX 
Discuss Billing
	Phone:
	Relationship

	May we email you appointment reminders?        FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
	May we include you on our email mailing list?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


Non Covered Service Release:
I have been informed by Comprehensive Women's Care, Inc., that some services may not be covered by my insurance company.  I understand that I am responsible for knowing which services my insurance covers.  I agree to be fully responsible for any non covered services, deductibles, co insurance and co pays.

__________________________________                    _______________________

                Patient Signature





Date

_________________________________________


     Print Legal Name

Assignment of Insurance Benefits

I certify that I, and/or  my dependant have insurance coverage with __________________________

and I agree to assign directly to Comprehensive Women's Care, Inc., all insurance benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I aughorize the use of my signature on all insurance submissions.

The above named corporation may use my healthcare information to disclose such information to my insurance company and their agents for the purpose of obtaining payment for services determining benefits for related services.  This consent will remain in effect while I remain an active patient of Comprehensive Women's Care, Inc.
_______________________________________                   ________________________________

                 Patient/guardian signature



                    Date

HIPAA Compliance Statement

My signature below indicates that I am aware that Comprehensive Women's Care, Inc. is HIPAA compliant and that I may request a copy of the Notice of Privacy Practice (HIPAA Compliance) at any time.

Print Patient Name:__________________________________

Signature of Patient, Parent or Guardian___________________________________

Date:____________________________ Relationship to Patient________________
