


OKC Gynecology and Obstetrics 
Patient Information / Disclosure Agreement 

 Doctor: ______________________                                      

 Patient Last Name:  _________________________________First Name: ________________________Middle Init.: _________ 

 Address: ________________________________________ City: _____________________State: _________Zip: ___________ 

 Home #: __________________________Work#: ________________________Ext: ______Mobile: _______________________ 

 Date of Birth: ___________________SS#: _________-_______-_________Marital Status: ______________________________ 

 E-mail: __________________________________________________________Race: __________________________________  

 Pharmacy:________________________________________ Pharmacy Address: _______________________________________ 

 Employer: ________________________________________Occupation: _____________________________________________ 

 Emergency Contact: _________________________________Relationship: ___________________Phone #: ________________ 

 My Insurance requires lab/blood work to be sent to: ________________________________.  (If no lab is identified, all  

 Lab/blood work will be sent to the hospital’s contracted lab.  

   REASON FOR TODAY’S VISIT 

  Routine Preventative Exam: (I have no medical complaint or problem of which I am aware.)  Medicare will not cover. 

  Routine Preventative Exam AND the Following Problem that I wish to be evaluated/ treated:       

____________________________________________________________________________________________________ 

  I have a Problem/ Complaint that I wish to have evaluated/ treated.  My Chief Complaint Is:   

 _____________________________________________________________________________________________________

 
 Physicians of NW Oklahoma City, LLC (Susan L. Chambers, Deborah L. Huff, Laura L. Mackie, Jennifer K. Nelson, Valerie A. Engelbrecht, Virginia L.    
Vaughan, Dana G. Stone, Margaret A. Hall, Chris Davis, Jennifer McNeil, Lisa Wasemiller-Smith, and William Miller) are owners of Lakeside Women’s  
Hospital.  We refer patients there because it is convenient and efficient for patients, and the quality of care is excellent.  We believe that patients have a choice in  
the selection of health care facilities.  If you wish to use another facility, please let us know. 
 
Lakeside Women’s Hospital has arranged for one or more physicians to be on-site at the Hospital and available to respond for medical emergencies during most 
hours of operation.  However, we cannot guarantee that a physician will be present at the Hospital at all times.  The Hospital has taken certain measures to ensure 
that qualified and properly trained medical personnel are available to respond to any medical emergency that may arise when a physician is not present at the 
Hospital. 
 
 I hereby authorize the physicians of the Oklahoma City Gynecology and Obstetrics, LLC to furnish information to insurance carriers concerning my illness and     
  treatments and I hereby assign to Oklahoma City Gynecology and Obstetrics, LLC all payments for medical services rendered to myself or my dependents.  I    
  understand that the information authorized for release may include information, which may be considered a communicable, or venereal disease.   
  
  I agree to pay for any and all medical services I receive from the doctor that my insurance company refuses to pay, for whatever reason.  This office will file a  
  claim in my behalf (if contracted). I will pay these charges upon written/ verbal notice of their refusal.  Failure of your insurance company to pay within 45 
  days of claim filing date will be considered a refusal to pay. 
 
  I further agree and understand that this office can only code and file a claim for my visit(s) with a diagnosis that was encountered and documented in my   
  medical records.  Thus to ask this office to change a diagnosis solely for the purpose of securing reimbursement from an insurance carrier is inappropriate and  
  may result  in a fraudulent act. 

 
  In the event I do not pay charges when due, for these or any other services provided me, I agree to pay all cost of collection, including reasonable attorney     
  Fees. 
 
  I am aware that if laboratory (including pap smear, blood and urine testing, and biopsies) is obtained, there will be a separate charge from the pathology   
  laboratory for this examination.   

 
  Patient Signature: ________________________________________________________________Date: ________________ 

  

Parent Signature if Minor: _________________________________________________________Date: ________________ 

  A photocopy of the authorization and assignment shall be considered as valid as the original. 
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