Bloomington Obstetrics &
Gynecology, LLC

PATIENT INFORMATION & CONSENT

PLEASE PRINT

Date
Name _ B Birth date S5#

First NI Lt
Address B City -
State 2P _ Home Phone ~
Patient’s Employer __ Work Phone
Spouse Name Birth date SS#
Spouse’s Employer Work Phone .
Person to contact in case of emergenay _ Phone
Name of nearest relative __ Phone - -
Address N -
RESPONSIBLE PARTY

Relationship

Nume of Person Responsible for this Accoum

_ o patient

Address

Employer

PRIMARY CARE PHYSICIAN

Honme Phone

Work Phone

Primary care physiciin

It is the patient’s responsibility to bring any referrals from their primary care physician.

INSURANCE INFORMATION

Phone

PRIMARY
Name ot [nsured

Relanonship

_to patient

Waork Phone

Relationship
Lo paticnt

Birth date _SK# _
SECONDARY

Naime of Tnsured

Birth date _SS#

Wark Phone

Does your plan require use of specific labs, hospitals or x-ray facilities?

H ves. please list facilitics to he nsed:

YIS NO

Do vou have mernity coverage? YES  NO

IMPORTANT!!! Turn Over <=



FINANCIAL AGREEMENT AND AUTHORIZATION FOR TREATMENT

Payyent PoLIcy

In vrder to ay end misunderstandings between the doctor and the patient we have the tollowing policy in place. Co-payvs and deductibles
are due at the time of service. Patients with no isurance should expect 1o pay at the time of service. Please talk with a Financial
Counselor it you need o set up payment arrangements for vour visit. We will process insurance claims for atfice procedures or surgery.
however. please be wware that veu. the patient. are responsible For the bill. Accounts that are delinguent after 99 duys may be subject 1o
collecuon and all costs imvolved. including antorney fees. will be considered patient responsibility. Any legal action originating from a
Bloomington Obstetries & Gynecology. LLC account will be filed in the Monroe County Court system. T hereby amthorize paviment of
medical benefits to Bloomimgton Obstetries & Gynecology, TEC for services furnished to me by my provider. I turther agree 1o pay all
co-pays. deductibles. non-covered services er charges considered above usual and customary (non-contracted carricrs onlyy by m
IMUFANCe Company.

{Initials)

PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

J hereby give my consent for Bloomimgton Obstetries & Gynecology, LLC to use and disclose protected health intormation iPHI about
me (o oty out treatment, payment and healthcare operations ¢ TPO1L Bloomingten Obstetrics & Gynecology's Notice of Privacs
Practices provides a imore complete deseription of such uses and disclosures.

I have the right to review the Notiee of Privacy Practices prior to signing this consent. Bloomington Obstetrics & Gynecology reserves
the right to revise irs Notiwee ol Privacy Practices at anytime. A revised Notice of Privacy Practices may be obtuined by forwarding i
written request 10 Bloomingten Obstetries & Gynecology™s Privaey Officer at 421 W, First St Bloomington, [N 47403,

With this consent. Bleemmgton Obstetrics & Gynecology may call my home or other alternative location and leave a message on voice
nul orin person in reference to any items that assist the practice incirying out TPO. such as appointment reminders, insurance it¢ims
and any calls pertaining o my clinical cure, eluding laboratory results amoeng others. With this canseat. Bloomington Obsietrics &
Gynecology. LLC may mail 1o my kome or other alternative location any items that assist the practice in carrving out TPO. such as
appointment reminder cards and patient statenmients as long as they are marked Personal and Confidential. With this conswent.
Bloomington Obstetries & Gynecology, LLC may e-mail to my home or other alternative locaiion any items that assist the practice in
carrying out TPO. such s appeintment reminder cards and patent statements. | have the right o request thut Bloomington Obstetrics
& Gynecology, LLC restrict how it uses or discloses my PHI 1o carry out TPO. However. the practier is not required (0 agree to my
requested restrictions, but i1t does. it 15 bound by this agrecment.

By signing this form. T am consenting 1o Bloomington Obstetrics & Gynecology™s use and disclosure of my PHI o carry out TPO.
I may revoke my consent in writing except o the extent that the practice has already made disclosures in relianee upon my prior

consent. H T de not sign this consent, or Jater revoke 1. Bloomington Obstetrics & Gynecology, LLC may decline o provide treatment
o me.

Signature of Patient or Legal Guardian

Patient’s Name Date

Print Name of Patient or Legal Guardian

Patients 18 years and under will need a parent or guardian signature authorizing treatment and
consenting to financial responsibility.



