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ETOWAH VALLEY OBSTETRICS AND GYNECOLOGY, nc, 
D. Ben Warren, M.D. Steven Spivey, M.D. Barbara Snuggs, MSN/CNM Holly Burman, WHNP 

PATIENT INFOR1\1ATION
 

LAST NAM-.E: FIRST NAt\1E: M.I. _ 

/BIRTH DATE:__--'/__----' . AGE: S0CIAL SECURITY # _ 

CHECK ONE: SINGLE: Mi\RRIED: WIDOvVED: DIVORCED: 

MAILING ADDRESS: CITY: ZIP: _ 

HOME PHO~"E # (~____' )WORK PHO:Nn # (,__~ _ 

REFERRING DOCTOR: FAMILY DOCTOR: --"­ _ 

YOUR EMPLOYER: PHONE # (~__)__~ _ 

SPOUSE'S NAME: DOB:_I_I_SS# _ 

SPOUSE'S EMPLOYER PHONn #('­ _ 

INSURANCE INFOR1VIATION 
PAYMENT IS DUE AT THE TIME SERVICES ARE J{BNDEl{E12JJ.1YLliSS.OIlJll.l1
 

ARRANGEMENTS HAVE PREVIOUSLYBEENW...DE WITH THE OFFICE MAlvAGER.
 

INSURAt"ICE: CIRCLE ONE: HMO PPO POS .MEDICAID SELF-PAY 

INSURED NAME: DOB:__C_._.-! _ 

POLICY # GROUP # . 

CLAIMS ADDRESS: _ 

CUSTOMER SERviCE PHONE # ('--__/) _ 

IN CASE OF EMERGENCY WHOM SHOULD WE CONTACT? PLEASE LIST SOMEONE OUTSIDE THE HOME: 

CONTACT NAME: --'PHONE # L-.J _ 

IF REFERRED BY A FRIEND, NAtYfE: PHONE # L-)__ 

ASSIGNMENT OF BENEFITS: I HEREBY ASSIGN ALL JV.tEDICAL Al\fD OR SURGICAL BENEFITS TO 
INCLUDE MAJOR MEDICAL BENEFITS WEICH I AM ENTITLED, INCLUDlL~GANY OTHER HEALTH 
CARE PLAN TO ETOWAH VALLEY OB/GYN. THIS ASSIGNMENT WILL REMAIN IN EFFECT UNTIL 
INVOKED BY ORIGINAL. I UNDERSTAND THAT I AM FINAJ.~CIALLY RESPONSIBLE FOR ALL CHARGES 
WHETHER OR NOT PAID BYSAID INSURAJ.~CE. I HEREBY AUTHORIZE ETOWAH VALLEY OB/Gx'N TO 
RELEASE ALL INFORMATION NECESSARY TO SECURE THE PAYMENT. DUE TO INSURANCE CHANGES, 
YOU WILL RECEIVE A BILL FROM THE PATHOLOGIST IF YOU HAVE HAD A PAP SMEAR, CULTURE, OR 
ANY OTHER OFFICE PROCEDURE THAT REQUES TISSUE TO BE SENT OUT. 
*****THERE IS A CHARGE OF $10.00 FOR THE COMPLETION OF DISABILITYFORMS OR rMLA. ***** 

PATIE~l SIGNATURE: DATE :__1__1__ 

PLEASE PROVIDE THE FOLLOWING ID TO THE RECEPTIONIST: INSU.RA.cT\,fCE CARD, DRIVERS LICENSE 


