

1215 George C. Wilson Drive, Suite B-3              GEORGIA WOMEN’S HEALTH CENTER	Phone: (706) 860-3681
             Augusta, GA 30909	www.georgiawomenhealthcenter.com	Fax: (706) 860-3682  
PATIENT REGISTRATION FORM
Name: ________________________________________________   SS#: ____________________________
Address: __________________________________________________    Date of Birth: __________________
City: ___________________ State: ____________________ Zip: ______________
Telephone#: Home (     ) _______________Cell (     ) ______________ Office (     ) ______________
Ethnicity__ Hispanic or Latino__ Not Hispanic or Latino Preferred Language: _______________.
Race__ American Indian or Alaska Native-___ Asian___ Black or African American___ Native Hawaiian ___Other Pacific__White
Preferred Method of Contact: Phone (  ) ___________________   email____________________________ Other_____________
Referred By: Person (name) ____________________________ Internet _____Yellow pages______ Other __________________
Spouse’s Name: __________________________Spouse’s Employer____________________ Phone#: ____________________
Emergency Contact (name): _________________________________________Telephone#: _______________________
Relationship to patient______________________________________________
Patient Employer Information
Employer Name:  _________________________________________________Telephone#: __________________________
Employer Street Address: ____________________________________City/State: ____________________ Zip: ____
Insurance Information
Subscriber’s name: _______________________________DOB: _____________ SS#: ____________________
Patient’s relationship to Subscriber______________________________________________________
Primary Insurance Company Name:  ____________________________________________ Phone#: ______________________
ID#: ____________________Group#/Name: ________________________________________
Do you have Second Insurance: NO (   )     YES (   ), Company Name: __________________ID#: _____________Group#: _______
CONSENT FOR TREATMENT/RELEASE OF INFORMATION AND ASSIGNEMENTS OF BENEFITS  
I authorize Georgia Women’s Health Center, through its appropriate personnel, to perform or have performed upon me, or the above named patient, appropriate assessment and treatment procedures.  I further authorize the release of any medical information to process this claim or in the treatment. Date __________Signature____________________________
I herby authorize Dr. __________ to apply for benefits on my behalf for covered services rendered by him/ her, or by his/her order. I request that payment from my insurance company be made directly to Dr. ____________ (or to the party who accepts assignments.
I certify that the information I have reported with regard to my insurance coverage is correct. I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company in at any time in writing.   Date________________ Signature_______________________________ (Patient, parent or guardian.)
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