VIRGINIA

OBSTETRICS
& GYNECOLOGY-

Virginia Obstetrics & Gynecology, P.C.
DEMOGRAPHICS UPDATE

*Even if none of your information below has changed, please fill out the first section below

Name of Patient:

for insurance and billing purposes. Thank you.*

Date of Birth

Current Address: City:

State: Zip: Phone #: Alt #:

Email: Marital status: S M W Sep. D  Other
Employer: Occupation: Work #:

Name of preferred Pharmacy: located on

UPDATED INSURANCE INFORMATION

*If none of your insurance information has changed, there is no need to complete this information. If you
insurance has changed, please be prepared to give the receptionist your new insurance card.*

Primary Insurance Co.:

Effective Date:

Address (back of card):

Phone:

Date of Birth:

Policy Holder’s Name:

Relation to Patient:

Member ID: Group #:

Effective Date:

Secondary Insurance Co.:

Phone:

Address (back of card):

Date of Birth:

Policy Holder’s Name:

Relation to Patient:

Member ID: Group #:




Privacy Notice Acknowledgement

At Virginia Obstetrics & Gynecology we follow a strict HIPAA regulation. We
will never sell or give your information to any other persons without your request.
By signing this form you acknowledge that you have reviewed, understand and
comply with Virginia Obstetrics & Gynecology’s Patient Privacy
Acknowledgement regulated by the Health Insurance Portability and
Accountability Act.

Name of Patient (printed) Date of Signature

Signature of Individual or Personal Representative Relationship [F OTHER THAN PATIENT

*See reverse for HIPAA and PIH Act*

Please be advised. We cannot give information to anyone without your written consent.

I give permission to Virginia Obstetrics and Gynecology, P.C. to speak with the person(s) listed below
regarding my medical care.

1.

2.

Authorized person(s) Relationship to Patient Phone Number

I authorize Virginia Obstetrics and Gynecology, P.C. to leave a voicemail message at the following
number. Messages may at times include health information, including appointment reminders, test
results, and instructions. | understand that with my signature | am authorizing the release of verbal
communication by Virginia Obstetrics and Gynecology, P.C. to these voicemail numbers.

HOME CELL WORK

SIGNATURE DATE
















