Heidi Flagg, MD
Brina Maldonado, MD

Spring Ob/Gyn

135 Spring Street Cara Stanko Dodson, MD
NYC, NY 10012 Rachel Friedman, MD
212-219-1187 Emily White, MD
Dare! Patient Registration Form Bonnie Yim, CNM

Do you have an answering machire? YES or NO If Yes, may we leave a message? Home: YES or NO
Work: YES or NO

Cell: YES or NO

Patient Information

Name: Soc Sec, #
T.ast name First name Middle initial

Address: Home tel: ( )

Ciry: State: Zip:

§ M D W Age:__ Birthday: Referred by:

(marital status)

Employer; Qccupation:

Business Address: Business tel:( ) -
Cell#( ) : ¢-mail address:

Emcrgency contact: Emergency tel: ( )

Relationship to patient:

Primarv Insurance

Policy Holder: _

T.agt name First name Middlg initial
Relationship to Patient: Birthdate: Soc. Sec. #
Address (if different from patient): oo Home tel:( )
City: State: Zip:
Employer: Insurance Co:
Ins. ID # Group #

PLEASE SIGN ON THE BACK OF THIS FORM.



ionment and Release

I, the undersigned certify that I (or my dependent) have insurance coverage with

and assign directly to Spring Ob/Gyn, PC all insurance benefits, if any, otherwisc payable to me for service
rendered. 1 understand that T am financially responsible for all charges whether or not paid by insurance. I
hereby authorize the doctor to release all information necessary to secure the payment bencfits. T authorize
the use of the signature on all insurance submissions.

By signing this page I am also acknowledging reccipt of the Privacy Notice provided by Spring Ob/Gyn,
PC. 1have read and undcrstand my rights as a paticnt, as provided in this letter.

Responsible Party Signature Date

I make the following special request for confidential communications:




