
New York Reproductive Wellness
Patient Contact and Insurance Form

FEMALE/PATIENT

Date of Birth:  __________________  Social Security Number:  __________________

Last Name:  __________________  First Name:  __________________
Middle Name:  ___________

Address (Street/Town/State/Zip Code):  ____________________________________

Status (circle):  Married  Divorced  Separated  Single         
If married, to whom:  ____________________________________

Ethnic Background:  ____________________________________

Home Phone:  __________________! ! Cell Phone:  __________________

Work Phone:  __________________! ! e-mail Address:  __________________

At which number would you prefer that we leave messages (circle):  Home/  Work/  Cell

Occupation:  __________________! Company Name:  __________________
Company Address (Street/Town/State/Zip Code):_______________________________

SPOUSE/ PARTNER

Date of Birth:  __________________  Social Security Number:  __________________

Last Name:  __________________  First Name:  __________________
Middle Name:  ___________

Address (Street/Town/State/Zip Code):  ____________________________________

Status (circle):  Married  Divorced  Separated  Single         
If married, to whom:  ____________________________________

Ethnic Background:  ____________________________________

Home Phone:  __________________! ! Cell Phone:  __________________

Work Phone:  __________________! ! e-mail Address:  __________________



At which number would you prefer that we leave messages (circle):  Home/  Work/  Cell

Occupation:  __________________! Company Name:  __________________
Company Address (Street/Town/State/Zip Code):_______________________________

EMERGENCY CONTACT

Name:  __________________  Relationship to you:  __________________
Day & Evening Phone:  __________________

HOW DID YOU FIND US?
Choose the main referral source applicable:

Ob/Gyn and phone:  __________________
Other doctor, type of doctor, and phone:  __________________
Former Patient:  __________________
Insurance Company:  __________________
Internet Source (e.g. website, Google search, etc.):  __________________
Family or Friend:  __________________
Other:  __________________

YOUR PRIMARY INSURANCE

Insurance Company Name:  __________________
P.O. Box/ Address (Street/Town/State/Zip Code):  ______________________________
Policy Holderʼs Name:  __________________! Day Phone:  __________________
Policy ID Number:  __________________! Group Number:  __________________
Effective Date of Policy:  __________________

YOUR SECONDARY INSURANCE

Insurance Company Name:  __________________
P.O. Box/ Address (Street/Town/State/Zip Code):  ______________________________
Policy Holderʼs Name:  __________________! Day Phone:  __________________
Policy ID Number:  __________________! Group Number:  __________________
Effective Date of Policy:  __________________



SPOUSE/ PARTNER PRIMARY INSURANCE

Insurance Company Name:  __________________
P.O. Box/ Address (Street/Town/State/Zip Code):  ______________________________
Policy Holderʼs Name:  __________________! Day Phone:  __________________
Policy ID Number:  __________________! Group Number:  __________________
Effective Date of Policy:  __________________

OB/GYN INFORMATION

Doctorʼs Name:  __________________! ! Phone:  __________________
Address (Street/Town/State/Zip Code):  ____________________________________

PRIMARY CARE PHYSICIAN INFORMATION

Doctorʼs Name:  __________________! ! Phone:  __________________
Address (Street/Town/State/Zip Code):  ____________________________________

I authorize the release of any or all medical information necessary to process a claim to 
the insurance carrier, named above.  I authorize payment of medical benefits to my 
physician.

Patient Signature:  __________________! Date:  __________________!

! ! ! !


