
CARE FOR YOU OB-GYN, PLLC 
(For office use only) 

Primary Ins.: _____________________________________________  
Secondary Ins.: ___________________________________________    
Special notes/instructions:      
 

Lab to be used:           
QUEST (we bill)       ___         
QUEST (lab bills)     ___ 
LABCORP (lab bills) ____ 

 
PATIENT INFORMATION (PLEASE PRINT) 

 
Today’s date: ______/______/_________   Date of birth: _______/_______/________   Age: _____________ 
 
DRUG ALLERGIES:  __________________________________________________________________________________________ 
 
Your full, legal name: ____________________________________________________________________  
Your name as it appears on your insurance card:  ______________________________________ 
 
Social Security #:_______-_____-_______  
 
 Marital Status:  ___Single  ___Married   ___Separated  ___Divorced  ___Widowed  ___Other 
 
HOW YOU’D LIKE TO BE ADDRESSED or nickname: __________________ Maiden name or other name used: ___________________ 
 
Home address: ____________________________________________________________________________ 
         City: ____________________________________ State:  ___________ Zip code: ______________ 

 Home phone #: (        )  ________________________ (can we leave a detailed message? YES  /  NO) 

             Work phone #: (        )  ________________________ (can we leave a detailed message?  YES  /  NO) 
                Cell  phone #: (        )  ________________________ (can we leave a detailed message?  YES  /  NO) 
 
Your place of employment: _____________________________________ Occupation: ___________________ 

Employer’s address: _________________________________________________________________________          
 
**  Name of Spouse or responsible party:(if other than yourself) _______________________________           
            Relationship to you:  ___Spouse   ___Parent   ___Other (Specify)_______________ 

Responsible party’s address (if different than your address) __________________________________________           
Place of employment_________________________________ Occupation: ____________________  
Work phone #: (       )_________________ x _____  Social Security #: _____ -____-______ 
 

In case of EMERGENCY, whom would you like us to contact: 
Name: _____________________________ Relationship_________ Phone #: (       )______________ x ______  
 
*Primary Insurance Co.: ___________________________________ Phone: (       )____________________ 
Policy holder’s name: __________________________Social Security #: _____-____-______ 
Policy holder’s date of birth: ____________  
Your relationship to Policy holder: ___Self  ___Spouse  ___Parent  __Other (specify)__________________  
 
*Secondary Insurance Co.: _________________________________ Phone: (       ) ____________________ 
Policy holder’s name: __________________________Social Security #: _____-____-______ 
Policy holder’s date of birth: ___________ 
Your relationship to Policy holder: ___Self  ___Spouse ___Parent ___Other (Specify) ________________  
 
PATIENT SIGNATURE: ________________________________________________ 
 
IF PATIENT IS A MINOR, RESPONSIBLE PARTY’S SIGNATURE: ________________________________________________ 
 
Patient Identification Number:  ______________________________                  DEMOGRAPHICFORM: 9/07          
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