
TN MATERNAL FETAL MEDICINE, PLC
New Patient Information Form
Please fill in the following information as complete as possible. 
                                                                                                                                                            	                  
PATIENT INFORMATION
Last Name: _____________________________ First Name: _________________________MI_______
Maiden Name: ____________________________ Social Security #:____________________________
Address_____________________________________________________________________________
Zip: _______ City: __________________ State: ____ Email: __________________________________
Telephone: ___________________Work Phone: ___________________ Cell: ____________________
Date of Birth_____________Age_________Employer________________________________________ 
Marital Status: Married: _____ Single: ______ Other: _____________________________ Sex: ______
Race______________________Ethnicity_________________________Language_________________
Emergency Contact Name: ____________________Relationship: _______ Telephone _____________

Referring Physician: _____________________________ Estimated Date of Delivery: ___________

                                                                                                                                                            	                  
INSURANCE INFORMATION
Primary Carrier
Ins Name: ___________________ Policy #________________________ Group #__________________
Policy Holder Name: ________________________________ Date of Birth ______________________
Relation to Insured: Self ___Spouse ___ Child ___ Other____________________________________   

Secondary Carrier
Ins Name: ___________________ Policy #________________________ Group #__________________
Policy Holder Name: ________________________________ Date of Birth ______________________
Relation to Insured: Self ___Spouse ___ Child ___ Other____________________________________   

                                                                                                                                                            	                  
PHARMACY INFORMATION
In an effort to provide the highest quality care to all our patients we ask that you provide us with your pharmacy information. This information will be added to your electronic medical record as we move toward implementing this process in order to expedite your pharmaceutical needs. As always, all information is confidential. 
Pharmacy Name: _______________________________________ Phone: (______) ________________
Address:_____________________________________City/ST/Zip:_____________________________
	
I authorize the release of all medical records to referring physicians and my insurance company.  I further authorize insurance payments to be made directly to TN MATERNAL FETAL MEDICINE, PLC.  I understand payment is due at time of service. 

Signature of Responsible Party___________________________________         Date_______________


[bookmark: _GoBack]
PATIENT AUTHORIZATION FORM


Patient Name (Please print)_____________________________________________________


Patient Social Security Number_________________________ Date of birth _____________


I wish to receive treatment from my physician and other employees of Tennessee Maternal Fetal Medicine, PLC (“TMFM”).  I authorize my physician and the other employees of TMFM involved in my care to provide the medical and surgical services, tests, procedures, drugs, supplies and other care in ways they deem advisable.  I understand that these services may include for example, special tests or procedures such as tests for communicable diseases, ordered by my doctor.  I acknowledge that no one has guaranteed, nor can anyone guarantee, the results of the care provided at TMFM.  I understand that I may refuse to receive any medical or surgical service provided by TMFM at any time.  

I understand that TMFM may test my blood for blood-borne diseases, such as hepatitis B or HIV (the AIDS virus) to protect against transmission of these diseases (for example,  my blood may be tested if an employee of TMFM is stuck by a sharp object that has been in contact with my blood).  I understand that my blood will not be routinely tested for these diseases and that my test results will be confidential.

I hereby acknowledge that I have received a copy of the Notice of Privacy Practices for TMFM and acknowledge that TMFM may use and disclose my personal health information as needed for the purposes of treatment, payment, and health care operations.

I authorize direct payment of benefits from my insurance plan to TMFM. I understand that I am responsible for payment of professional fees charged by TMFM, which are not covered, or not properly reimbursed under the terms of my insurance plan. 

I understand the privacy risks of communication by mail, telephone, and e-mail.  I hereby authorize TMFM to contact me via mail, telephone or e-mail regarding my care, which communications may involve, among other things, appointment reminders, referral arrangements, and laboratory results.  I understand that I may revoke this authorization at any time by notifying TMFM in writing.

I have received and reviewed the TMFM Office Policies and agree to abide by them.  

I agree that TMFM may, in order to service my account or to collect any amounts I may owe, contact me using any telephone number that I have provided to TMFM, including wireless telephone numbers, or by e-mail using any e-mail address that I have provided to TMFM.  Methods of contact may include using pre-recorded/artificial voice messages and/or use of an automatic dialing device, as applicable.



							             					
Signature of Patient (or Parent, Legal Guardian or Representative)	 	Date                                


									
Relationship to Patient (if Parent, Legal Guardian or Representative)
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