
 
 

PATIENT REGISTRATION FORM 
 

TODAY’S DATE:_________ 
 

PLEASE PRINT 
NAME:___________________________________________ AGE:_____   BIRTH DATE:__________________ 

ADDRESS:___________________________APT#:_____CITY:________________  STATE:____  ZIP:________ 

HOME PHONE:_____________________  CELL PHONE:__________________  SS#:______________________ 

EMPLOYER:_______________________________________  WORK PHONE:____________________________ 

ADDRESS:________________________________ SUITE:_____ CITY:_____________STATE:____ ZIP:_______ 

MARITAL STATUS: (CIRCLE ONE)   SINGLE  MARRIED  WIDOWED  DIVORCED   SEPARATED 

 

IF APPLICABLE: 

HUSBAND’S NAME:________________________________  AGE:_______  BIRTH DATE:___________________ 

EMPLOYER:____________________________________ WORK PHONE:____________ SS#:_________________ 

EMPLOYER’S ADDRESS:___________________________________CITY:__________ STATE:____ ZIP:________ 

NEAREST RELATIVE: (OTHER THAN HUSBAND) 

NAME:___________________________________________ RELATION:___________________________________ 

ADDRESS:_________________________________ APT#:_____ CITY:______________STATE:____ ZIP:_______ 

PHONE:_____________________ 

 

DO YOU HAVE MEDICAL INSURANCE?_________ IF SO, PLEASE LIST BELOW: 

1. NAME OF INSURANCE COMPANY:_____________________GROUP NAME:___________________________ 

INSURED NAME:___________________________________________ INSURED DATE OF BIRTH:____________ 

INSURED SS#:________________________________ GROUP#: __________________ MEMBER#:_____________ 

2. NAME OF SECOND INSURANCE COMPANY:_____________________GROUP NAME:___________________ 

INSURED NAME:______________________________________ INSURED DATE OF BIRTH:________________ 

INSURED SS#:________________________________ GROUP#: __________________ MEMBER#:_____________ 

NAME OF PRIMARY CARE PHYSICIAN:_________________________________ PHONE:___________________ 

WHOM MAY WE THANK FOR REFERRING YOU TO US?_____________________________________________ 

NAME:____________________________________________________ADDRESS:____________________________ 

www.cartersvilleobgyn.com 

WOULD YOU LIKE TO BE CONTACTED BY EMAIL? YES NO 

YOUR EMAIL ADDRESS:______________________________________ 

I AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS THIS CLAIM.  
MY SIGNATURE ALSO AUTHORIZES PAYMENT OF MEDICAL BENEFITS TO CARTERSVILLE OB/GYN 
ASSOCIATES FOR ALL SERVICES PROVIDED. 

_____________________________________ 

(PATIENT’S SIGNATURE) 

ALL PATIENTS ARE REQUESTED TO PAY BY CHECK OR CASH AT THE TIME OF THEIR VISITS.  WE 
ALSO TAKE VISA OR MASTERCARD.  PLEASE FEEL FREE TO DISCUSS OUR CHARGES. 
 







 
 

HIPAA ACKNOWLEDGMENT FORM 
 

 
PATIENT’S NAME:____________________________________________________ 

 

DATE OF BIRTH:______________________________________________________ 

 

ACKNOWLEDGMENT OF HIPAA RIGHTS 

I DO HEREBY ACKNOWLEDGE THAT CARTERSVILLE OB/GYN ASSOCIATES HAS PROVIDED 
ME WITH A NOTICE OF ITS PRIVACY PRACTICES, AS REQUIRED BY FEDERAL LAW (HIPAA).  
I UNDERSTAND THAT CARTERSVILLE OB/GYN WILL, UPON REQUEST, PROVIDE ME WITH A 
COPY OF THE PRIVACY POLICY. 
  

SIGNED:____________________________________________________________________ 

DATE:______________________________________________________________________ 

 

CONFIDENTIALITY NOTICE 

IT IS IMPORTANT FOR US TO HONOR THE CONFIDENTIALITY BETWEEN PATIENT AND 

PHYSICIAN.  PLEASE CHECK YOUR PREFERENCE BELOW. 
________ YOU MAY DISCUSS MY MEDICAL INFORMATION ONLY WITH ME. 

________ I GIVE MY PERMISSION TO DISCUSS MY MEDICAL INFORMATION WITH THE  

FOLLOWING PEOPLE: 

1. ________________________________________ RELATIONSHIP:_________________________ 

2. ________________________________________ RELATIONSHIP:_________________________ 

3. ________________________________________ RELATIONSHIP:_________________________ 

 

________ YOU MAY LEAVE MEDICAL INFORMATION (TEST RESULTS, APPOINTMENT TIME, 

ETC.) ON MY VOICEMAIL AT: 

CELL#:______________________________________ 

HOME#:_____________________________________ 

 

 

 



 
 

MEDICAL RECORDS AUTHORIZATION FORM 
 

 
PAT IENT  NAME:________________________________ DAT E OF BIRT H:_______________ 

ADDRESS:_____________________________________________________________________ 

PHONE #:_____________________________ SOCIAL SECURIT Y:_______________________ 

 

I AUT HORIZE CART ERSVILLE OB/GYN T O O BTAIN MY MEDICAL RECORDS 
  

*FRO M:________________________________________________________________________

_ 

ADDRESS:______________________________________________________________________ 

PHONE #:__________________________________ FAX #:______________________________ 

 

O R 

 

I AUT HORIZE CART ERSVILLE OB/GYN T O RELEASE MY MEDICAL RECORDS 
 
*TO :_________________________________________________________________________ 

ADDRESS:______________________________________________________________________ 

PHONE #:__________________________________ FAX #:______________________________ 

 
CIRCLE THE REQ UESTED INFO RMATIO N: PAP SMEARS, OPERATIVE REPORT S, H&Ps, 
BIOPSY REPORT S, DISCHARGE REPORT S, X-RAYS, PAT H & LAB REPORT S, PRENAT ALS, OR 
ALL RECORDS. 
 

PATIENT SIGNATURE:____________________________________________________________ 

DATE:_____________________________ WITNESS:____________________________________ 

 

MEDICAL RECORDS MAY CONT AIN T HE FOLLOWING INFORMAT ION: 
OFFICE NOT ES, T REAT MENT , HOSPIT ALIZAT ION, AND/OR CARE FOR PSYCHOLOGICAL OR 
PSYCHIAT RIC IMPAIRMENT S, DRUG ABUSE, ALCOHOLISM, CONT AGIOUS, COMMUNICABLE 
OR VENERAL DISEASE, ACQUIRED IMMUNODEFICIENCY SYNDROME (AIDS), OR T EST  FOR 
OR INFECT ION WIT H HUMAN IMMUNODEFICIENCY VIRUS (HIV).  PAT IENT S REQUEST ING 
MEDICAL RECORDS WILL BE CHARGED A FEE OF $10.00, AND DOCT ORS REQUEST ING 
MEDICAL RECORDS REQUIRE NO FEE. 
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