
Date________________   PLEASE FILL OUT COMPLETELY 
 

Panhandle Obstetrics & Gynecology 
Patient Information Sheet 

 
__________________________________    __________________________    ____________         ___________________________ 
Last Name    First Name               MI      Preferred Name 
 
 
_________________________________            ________________________    _____________    ___________________________ 
Mailing Address                        City        State                  Zip Code 
 
 
_____________________________                 _______________________________                       ___________________________ 
Home Phone       Cell  Phone       Date of Birth 
 
Gender:  M/F        Marital Status:  single/married/divorced/widowed    _____________________        _____________________ 
                                                                                                                         Social Security No.                 Driver’s License No. 
 
_____________________________________       _____________________________________       __________________________  
Patient’s Employer            Employment Address                                            Work Phone 
 
_____________________________________     ______________________________     ___________________________________ 
Emergency Contact Last Name                         First Name                                              Relationship to Patient 
 
___________________________________      _____________________________       ____________________________________ 
Home Phone          Work Phone    Cell Phone 
 
How did you hear about us?  Friend_____  Phone Book_____   Dr. Referral_____  Other_______________________________ 
 
PRIMARY INSURANCE 
 
________________________________ _____________________________________ ___________________________ 
Company    ID/Member Number    Group Number 
 
________________________________ _____________________________________ ___________________________ 
Name of Policy Holder   Policy Holder's Social Security Number  Policy Holder's Date of Birth 
 
___________________________ ____________________________                _________________________________________ 
Relationship to Patient  Employer of Policy Holder  Employer's Address/Phone Number  
 
 
SECONDARY INSURANCE 
 
________________________________ _____________________________________ ___________________________ 
Company    ID/Member Number    Group Number 
 
________________________________ _____________________________________ ___________________________ 
Name of Policy Holder   Policy Holder's Social Security Number  Policy Holder's Date of Birth 
 
___________________________ ____________________________                _________________________________________ 
Relationship to Patient  Employer of Policy Holder  Employer's Address/Phone Number 
 
_________________________________________________________ 
Primary Care/Referring Physician 
 
Appointment with:        Barnett             Freeman                  Hopkins            May              Bergeron 
 
                      Initials:_____________ 


