
Patient Registration Form

	Patient Information

	Name (Last, First, MI)                                                                                         
	Support Person                                                                                              
	Today’s Date

	Address                                                                                                                                              
	City
	State     
	Zip Code                                                 
	County

	Home Phone                                                       
	Cell Phone                                                   
	Work Phone                               
	Email Address

	Social Security #                                                                                                                       
	Date of Birth                                                          
	LMP      
	Due Date

	Marital Status

 (Married   ( Single   (Other: _____________                                                                                            
	Race
	Years of Education                               
	Emergency Contact Name & Phone Number

	Have you had previous care for this pregnancy?    (  Yes        (  No
	If yes, who is your provider?

	How did you hear about us?
	( Website            ( Commercial           ( Magazine ________________________       (  Newspaper                                                                  ( Referral _____________________________________________         ( Other _________________________________

	Would you like to schedule an appointment?   (  Yes    ( No      If yes, please provide us with your insurance information below

	Insurance Information

	Primary Insurance
	Secondary Insurance

	Insurance Company Name
	Insurance Company Name

	ID  Number
	ID Number



	Policy Holder Name
	Policy Holder Name

	Policy Holder SS #
	Policy Holder Date of Birth
	Policy Holder SS #
	Policy Holder Date of Birth

	Relationship to Policy Holder

    ( Self     ( Spouse        ( Child       ( Other ____________________
	Relationship to Policy Holder

    ( Self     ( Spouse        ( Child       ( Other ____________________

	Signature & Authorization

	Check each person/entity that you approve to receive information. Write full name when indicated.  
	Check each that can be given to person or entity on the left in same section

	( Voicemail and/or Answering Machine 
	( For message to call back for test results
( Other appointment, insurance, billing

	( Spouse and/or Significant Other (Provide full name)
	( Financial
( Medical

	( Parent and/or guardian (Provide full name)
	( Financial
( Medical

	By signing below, I authorize the release of any medical or other information necessary to process insurance claims and I authorize payment of medical benefits directly to this practice for the services rendered. I understand that I am to immediately notify Charleston Birth Place if any changes occur in my insurance.
       __________________________________________________________________              ________________________________

       Patient Signature                                                                                                                       Date


Charleston Birth Place


9133 Timber Street


North Charleston, SC 29406


Phone (843) 818-1123





Office Use Only


Appt Date: _________________________





Appt Time: __________  Dep: _________








