PLEASE PRINT

Houston IVF
Patient Information

PLEASE FILL OUT THIS FORM COMPLETELY AND SIGN THE BOTTOM.

PATIENT INFORMATION

Name:
Last First Ml
Address:
Street
City State Zip
Home Phone:
Work Phone:

Mobile Number:

List the number where we can leave confidential messages:

Email address:

Date of Birth(Month/Day/Year) / /

Social Security#: - -

Occupation:

Employer:

Marital Status:

Emergency Number:

Nearest Relative:

Relationship:

Phone number:

PATIENT INSURANCE INFORMATION

Insurance Co.:

Address:

City State Zip
If applicable did you obtain referral?

Who is the member?

Member #:

Policy/Group#:

Employer of MEMBER:

Effective Date:

SPOUSE INFORMATION

Name:
Last First Ml
Address:
Street
City State Zip

Pager Phone:

Work Phone:

Mobile Number:
List the number where we can leave confidential messages:

Email address:

Date of Birth(Month/Day/Year) / /

Social Security#: - -

Occupation:

Employer:

Marital Status:

Emergency Number:

Nearest Relative:

Relationship:

Phone number:

SPOUSE INSURANCE INFORMATION

Insurance Co.:

Address:

City State Zip
If applicable did you obtain referral?

Who is the member?

Member #:

Policy/Group #:

Employer of MEMBER:

Effective Date:

am responsible for all non-covered services.

Patient’s Signature:

| understand that the services | have received today and/or will receive in the future are being provided by both Houston IVF Management Company, L.P. and Houston
IVF, P.A. As such, | acknowledge that these two entities need access to my medical information.

| further authorize the release of any medical information necessary to process this claim and all future claims for payment to the physicians and facility who have rendered
services for me. In addition, | understand that if | do not have the necessary coverage for these services, | am financially liable for all charges incurred. I also understand |

Date:

Spouse’s Signature:

Date:




