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 Palmetto Women's Health, PC
Loren B. Frankel, MD, FACOG

1300 Hospital Drive, Suite 380
Mt. Pleasant, SC 29464

                                                                                                                                                         (843) 884-2206--Phone
(843) 881-0255 - Fax

	PATIENT INFORMATION


	Today’s Date
	Last Name
	First Name
	Middle Initial



	Street Address


	Mailing Address    (if different)


	City/ State
	Zip

	Home Phone
	Cell Phone
	Work Phone



	Date of Birth
	Age
	Race



	Primary Care Physician
	Referred By



	MARITAL STATUS            

□ Married         □ Single

□Divorced  □Separated  □Widowed
	EMPLOYMENT                              □ None

□ Full       □  Part-Time      □ Retired
	STUDENT
□ Full-time  □ Part-time   
	OCCUPATION


	Place of Employment
	Address
	City
	State
	Zip



	E-Mail Address

	You may contact me by e-mail for:

□ Appointment Reminders   □ Test Results (labs, paps, mammograms)

□ DO NOT Contact me by e-mail


	EMERGENCY CONTACT



	First Name


	Middle
	Last Name
	Relationship


	Date of Birth


	Work Phone


	Home Phone




	NECESSARY FOR FILING INSURANCE


	  Please bring insurance card(s) with you to your appointment. 
 They will be photocopied and retained to file insurance claims.
	Primary Insurance Company
	Secondary Insurance Company



	PATIENT Social Security #
(sometimes required by insurance)
	RESPONSIBLE PARTY/GUARANTOR

Name


	Guarantor Information:
	Relationship to Insured:

□ Self    □ Spouse    □ Parent
	Address
	City/State
	Zip


	Guarantor

Social Security #
	Telephone
	Date of Birth
	Sex 



	Guarantor
 Place of Employment
	Address
	City/State
	Phone



	AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN:  I hereby authorize payment directly to the Physician for surgical/medical benefits, if any, otherwise payable to me for his/her services as described, realizing I AM RESPONSIBLE TO PAY NON-COVERED SERVICES.
	_________________________________________   ________________

SIGNATURE (Patient or Parent if Minor)                     DATE

	AUTHORIZATION TO RELEASE INFORMATION:   I hereby authorize the Physician to release any information acquired in the course of my treatment NECESSARY TO PROCESS INSURANCE CLAIMS.
	_________________________________________   ________________

SIGNATURE (Patient or Parent if Minor)                     DATE
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