
 
Steven B. Powers, M.D., F.A.C.O.G. George Rector, Jr., M.D., F.A.C.O.G.           Paul I. Lindner, M.D., F.A.C.O.G.       Rhonda J. Bertholf, WHNP, CNM, MSN 
       
    
NAME:_________________________________________________________________  Preferred Name:_________________________________         
     Last            First             Middle Initial  
                           
DOB:_____________________S.S.N:________________________________ EMAIL ADDRESS:________________________________________ 
 
ADDRESS:___________________________________________________________________________UNIT./APT #:_______________________  
 
CITY:_________________________________________________________STATE:_________________________ZIP:______________________ 
   
HOME PHONE:__________________________    WORK PHONE:__________________________     CELL:_____________________________       
                     
(OPTIONAL)    LANGUAGE:_______________________RACE:___________________________ETHNICITY:__________________________ 
   
MARITAL STATUS:    M __    S __    W __    D __ 
 
EMPLOYER:________________________________________________________OCCUPATION:______________________________________     
 
ADDRESS:_______________________________________________________________________________________________________________ 
                             Street      City    State  ZIP    
_________________________________________________________________________________________________________________________ 
EMERGENCY NOTIFICATION: 
 
NAME:___________________________________________________________________ RELATIONSHIP:________________________________   
     Last              First  
 
HOME PHONE:_____________________________WORK PHONE:______________________________CELL:_____________________________   
_________________________________________________________________________________________________________________________ 
 
PRIMARY INSURANCE:_______________________________________ POLICYHOLDER’S NAME:__________________________________ 
                         
RELATIONSHIP:_____________________________________DOB__________________________SSN:__________________________________ 
 
POLICY NUMBER:_____________________________________________________GROUP NUMBER:__________________________________ 
 
SECONDARY INSURANCE: :____________________________________ POLICYHOLDER’S NAME:_________________________________ 
                         
RELATIONSHIP:_____________________________________DOB__________________________SSN:__________________________________ 
 
POLICY NUMBER:_____________________________________________________GROUP NUMBER:__________________________________ 
  
OTHER INSURANCE: :__________________________________________ POLICYHOLDER’S NAME:_________________________________ 
                         
RELATIONSHIP:______________________________________DOB________________________SSN:___________________________________ 
 
POLICY NUMBER:_____________________________________________________GROUP NUMBER:__________________________________ 
_________________________________________________________________________________________________________________________ 
FAMILY PHYSICIAN (The doctor you see regularly)  
 
FAMILY PHYSICIAN:___________________________________________________ OFFICE PHONE:___________________________________    
 
ADDRESS:_______________________________________________________________________________________________________________ 
      Street               City         State      Zip    
REFERRING PHYSICIAN or FACILITY  
 
REFERRING PHYSICIAN:____________________________________________ OFFICE PHONE:_______________________________________    
 
ADDRESS:_______________________________________________________________________________________________________________  
      Street               City          State      Zip    
_________________________________________________________________________________________________________________________ 
 
 
_______________________________________________________    ____________________________________ 
SIGN          DATE 


