Date: Patient #:

(For office use only)

WOMAN'S GROUP OF MERIDIAN, PLLC

PATIENT INFORMATION New Patient ___ Update __
Patient Name:
Last First Middle Maiden
Prefix Date of Birth Social Security Number Marital Status Sex

Miss Mrs. Ms / / — — = M
Street Address:
City: State: Zip: County:
Mailing Address (if different from home address):
City: State: Zip: County:

Home Phone Work Phone Cell Phone E-mail Address
( ) ( ) ( )
College/School Attending (if Student):
School Enrollment Status: Full Time Student Part Time Student
PATIENT'S EMPLOYER
Employer Name: Phone: ( )
Employer Address:

Street Address City State Zip
Patient's Occupation:
SPOUSE'S NAME
Spouse's Name:
Last First Middle

Home Phone Work Phone Cell Phone Date of Birth Social Security Number
) ) C ) ! — —
Spouse's Employer:
PERSON RESPONSIBLE FOR BILL NAME
Guarantor's Name:

Last First Middle
Prefix Date of Birth Social Security Number Marital Status Sex

Miss Mrs. Ms / / — — = M
Street Address:
City: State: Zip: County:
Mailing Address (if different from home address):
City: State: Zip: County:

Home Phone Work Phone Cell Phone E-mail Address
( ) ( ) ( )
Guarantor's Employer Name: Self Spouse Father Mother Other

Relationship to patient (if any):




RX: PREFERRED PHARMACY

Pharmacy Name:

Patient #:

(For office use only)

Pharmacy Phone: ( )

Pharmacy Address: City: State:
EMERGENCY CONTACT NAME:
Emergency Contact Name:
Last First Middle
Street Address:
City: State: Zip: County:
Home Phone Work Phone Cell Phone Spouse  Father Mother  Other

C ) C ) C )

Relationship to patient (if any):

Please Allow the Receptionist to Copy Your Insurance Card

INSURANCE INFORMATION
PRIMARY INSURANCE COMPANY NAME:

Policy Holder's Name:

Self Spouse Father Mother Other

Last First Relationship to patient (if any):
Policy Holder's Employer: Date of Birth Social Security Number
Policy #: Group #: / / — —
SECONDARY INSURANCE COMPANY NAME:
Policy Holder's Name: Self Spouse Father Mother Other
Last First Relationship to patient (if any):
Policy Holder's Employer: Date of Birth Social Security Number
Policy #: Group #: / / — —
TERTIARY INSURANCE COMPANY NAME:
Policy Holder's Name: Self Spouse Father Mother Other
Last First Relationship to patient (if any):
Policy Holder's Employer: Date of Birth Social Security Number
Policy #: Group #: / / — —

PLEASE COMPLETE THIS SECTION IF PATIENT IS A MINOR OR STUDENT

Mother's Name:

Date of Birth Social Security Number

Last First / / _ _
Father's Name: Date of Birth Social Security Number
Last First

/ / — —




AUTHORIZATION AND ASSIGNMENT OF BENEFITS

PAYMENT POLICY: Patients are expected to make payment in full for office services at the time of the visit.

For your convenience, we accept cash, checks, VISA, and MasterCard. We understand that circumstances
sometimes do not make it possible for you to pay in full. When this happens, payment arrangements will be made
with our Financial Counselor. Patients who have insurances contracted with us are responsible for any co-payment
or deductible at the time of service. Any balance remaining on one of these accounts after insurance payments

have been received will become the responsibility of the patient. Accounts with delinquent balances could be
reported to the credit bureau or turned over to our collection agency if little or no effort has been made by the patient
to settle the amount owed. There will be a $40.00 NSF fee charged to patient's account for any checks returned.

PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE: | authorize above office to use my medical information
for treatment, payment, and healthcare operations, including submitting information to my insurance company,
The Centers for Medicare and Medicaid Services, or the Division of Medicaid or its Fiscal Agent for the purpose of
processing claims. | permit the following to be used in place of this document for all federal, state, and private
commercial health insurance claims: (1) Photocopy or other facsimile reproduction of this authorization,

or (2) Use of computer to indicate my signature is on file at above office, and/or (3) Use of a computer to transmit
my insurance claim by phone for processing.

CERTIFICATION/AUTHORIZATION OF INSURED: | certify that the insurance information | have provided to above
office to be true and correct to the best of my knowledge. | authorize payment for services rendered to the doctors
associated with the above office. | understand that the doctor(s) cannot accept responsibility for collecting my
insurance claim or for negotiating a settlement on a disputed claim. | am responsible for payment of my account

in full within the terms of the above payment policy. If | am under 18, the parent/guardian requesting treatment
assumes responsibility. 1 understand that if my account should ever require action by a collections agency in order
to collect the balance owed, fees charged by this agency may be added to the balance due on my account.

CONSENT FOR TREATMENT: I authorize the doctors and Woman's Group of Meridian and its designees to
provide treatment. | further authorize labs, radiology centers, Pathologist and Radiologists who may interpret and
report on diagnostic tests, and Anesthesiologists who will administer anesthesia during a scheduled procedure,

to provide such treatment, if such tests/procedures are ordered by my doctor(s). | authorize above office to release
all or part of my records to (1) Physicians to whom | am being referred, and/or (2) Any in- or out-patient facility where
| am scheduled to receive treatment.

Please be advised that your medical history is strictly confidential. Absolutely NO information will be released without proper legal
consent, unless so deemed by laws of this state.

We may contact you regarding appointment reminders, health care related information, and/or

your account information: Iauthorize above office to contact me to notify me of a pending appointment or other
health care related communication. | also authorize above office to disclose to third parties who answer my phone
limited information regarding pending appointments, and to leave a reminder message on my answering machine.

PAYMENT OF BENEFITS: All of the information included on this Patient Information form is complete and
accurate to the best of my knowledge, and | certify that | am the patient or duly authorized general agent of the
patient authorized to furnish the information requested. | authorize that payment of medical benefits is made to the
physician and/or organization, as directed by the physician and/or organization. | have read and understand the
payment policy of Woman's Group of Meridian. | will direct any questions | may have concerning this policy

to the Patient Accounting Department before | leave today. |understand that | am responsible for any amount not
covered by my insurance company.

I understand that the clinic's policies about using information might change from time to time and that | can obtain another copy
of the notice any time | so desire. | know that | can request restrictions on the way my health care information is used, but | also

understand that the clinic is not required to abide by my restrictions.
I have received and had an opportunity to ask question concerning the "Notice of Privacy Practices for Protected Health Information™.

By signing this form, you consent to our use and disclosure of your protected health information for treatment, payment and
health care operations. You can revoke this consent and the date of revocation.

A "Notice of Privacy Practices" provides a more complete description of the way your medical record might be used and can be obtained,
at your request, at the front desk.

SIGNATURE: DATE:

and/or Parent, If Patient under 18



Woman’s

7~ Group o
3 4 eridian
PLEC

Thank you for choosing Woman’s Group of Meridian for your healthcare needs. For your convenience, we
are enclosing the paperwork you will need to complete before your first visit with us. Please bring this

packet with you to your appointment with Dr. on

at

In addition to completing these forms we need you to bring your current insurance card and your driver’s
license (or other picture ID card). If you are not the policy holder named on your insurance card, you will

need to provide the policy holder’s social security number and date of birth.

We request that you arrive 15 — 20 minutes early to help ensure that you are able to see the doctor on
time. If you need to discuss your financial responsibilities before your appointment, please call our billing

department at 601-482-8670.

Thank you again for choosing Woman’s Group of Meridian. We look forward to seeing you.



Woman’s Group of Meridian, PLL.C

AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH CARE INFORMATION

PATIENT NAME (Please Print) PATIENT’S SOCIAL SECURITY # PATIENT’S DATE OF BIRTH

I hereby authorize to use or disclose of my protected Health information (PHI) as described below. | understand that this
information will be given only to those identified on this form and that there is a date after which no further disclosure may be

made without further authorization from me.
Doctor/Organization to Release Medical Records Doctor/Organization to Receive Medical Records

WOMAN’S GROUP OF MERIDIAN, PLLLC

NAME OF DOCTOR YOU ARE REQUESTING RECORDS FROM NAME OF DOCTOR TO RECEIVE YOUR RECORDS

1221 24™ AVENUE

ADDRESS OF DOCTOR / ORGANIZATION ADDRESS OF DOCTOR / ORGANIZATION

MERIDIAN MS 39301

CITY STATE ZIP CITY STATE ZIP

601-482-6945 601-482-1138

PHONE FAX PHONE FAX

MEDICAL SECRETARY

ATTENTION ATTENTION

Information to be released includes and is limited to any of the information checked below:

Entire medical record: includes diagnosis and progress notes, diagnostic test(s) and medications. This
information will be used for continuing care.

Other (specify):
The following information will be released when included in the above information unless you indicate otherwise:
[ 1 AIDS or HIV test results [ 1 Psychiatric or mental care / treatment
[ 1 Alcohol, drug or substance abuse treatment [ 1 Other (specify):
| UNDERSTAND THAT:
1. I MAY REFUSE TO SIGN THIS AUTHORIZATION AND IT IS STRICTLY VOLUNTARY.
2. MY TREATMENT, PAYMENT, ENROLLMENT OR ELIGIBILITY FOR BENEFITS MAY NOT BE CONDITIONED
ON SIGNING THIS AUTHORIZATION.
3. | MAY REVOVE THIS AUTHORIZATION AT ANY TIME IN WRITING TO THE PROVIDER AUTHORIZED TO

RELEASE THE PROTECTED HEALTH INFORMATION, BUT IF I DO, IT WILL NOT HAVE ANY AFFECT ON ANY
ACTION TAKEN PRIOR TO RECEIVING THE REVOCATION.

4. IF THE REQUESTER OR RECEIVER IS NOT A HEALTH PLAN OR HEALTH CARE PROVIDER, THE RELEASED
INFORMATION MAY NO LONGER BE PROTECTED BY FEDERAL PRIVACY REGULATIONS AN MAY NOT BE
DISCLOSED.

5. THIS AUTHORIZATION EXPIRES 90 DAYS FROM THE DATE OF MY SIGNATURE. AFTER THIS DATE,

WOMAN’S GROUP OF MERIDIAN WILL NEED TO OBTAIN A NEW AUTHORIZATION BEFORE RELEASING
ANY FURTHER INFORMATION.
6. I HAVE THE RIGHT TO RECEIVE A COPY OF THIS FORM AFTER | SIGN IT.

By signing below | understand and accept the terms of this authorization.

SIGNATURE OF PATIENT

SIGNATURE OF PATIENT’S REPRESENTATIVE (if necessary)

DATE

DATE

Authorization Expiration Date (90 days from date of patient’s signature)
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