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FELLOW, AMERICAN COLLEGE OF OBSTETRICS AND GYNECOLOGY

19222 STONEOAK      SUITE 101, SAN ANTONIO, TEXAS 78258

Phone: (210) 545-7700 ~ Facsimile: (210) 545-7707

BOARD CERTIFIED IN OBSTETRICS AND GYNECOLOGY


PATIENT REGISTRATION 
Date: _______________
Last name: ________________________________  First name: ________________________________
Date of Birth: _______________________       SSN: _________________________________________
Driver’s license: ___________________     E-mail: __________________________________________

Marital status:       ____​Single        ​​​​____Married       ____Separated      ____Divorced      ____Widowed

Street address: ________________________________________________________________________
City, State, Zip: _______________________________________________________________________
Mailing address: ______________________________________________________________________
City, State, Zip: _______________________________________________________________________
Phone #’s: home: __________________    work: _____________________    cell: __________________

Employer & address: ___________________________________________________________________
Name of spouse (if applicable): ____________________________________________________
INSURANCE INFORMATION 

Primary insurance: _____________________________________________________________________

Policy number: ____________________________       Group number: ____________________________

Name of insured: __________________________       Relationship: ______________________________
Date of Birth of insured: _____________________      SSN of insured: ___________________________
How did you hear about us? ______________________________________________________________
HIPPA
Please name anyone that may call the office on your behalf to receive test results, information, appointments etc. Legally, no one may have access to any of your medical or billing information without your prior consent. Any changes must be submitted in writing.  
1. _____________________________      Relationship: __________________         Phone: ________________________

2. _____________________________      Relationship: __________________         Phone: ________________________
ASSIGNMENT OF BENEFITS
I give Dr. Christopher Serrano consent for treatment as necessary. I also request that payment from insurance Company be made payable to Dr. Serrano for any services provided by him. I understand that I am financially responsible for any expenses incurred should my insurance fail to pay within a reasonable period of time. I authorize release of any information to my Insurance Company for the purpose of processing my claim. I understand that my records may include information regarding HIV/AIDS testing and substance abuse information. Charges shown by statements are agreed to be correct and reasonable unless appealed in writing 30 days from billing date. 
____________________________                                           
___________________ 

Signature of Patient or Guardian         

                                              Date
OFFICE POLICY

I have read and understand the following policies regarding payments and refunds:

Pregnancy: 
It is office policy to collect deductibles and co-insurance for deliveries at the first pre-natal visit, unless payment arrangements are discussed with a billing representative. 
Surgery:

It is office policy to collect deductibles and co-insurance prior to surgery. 

Office visits and procedures:

It is office policy to collect deductibles and co-insurance at time of service. 

Refund policy:

No refunds will be issued until all claims have been cleared with your insurance. 
Secondary Insurance:

This office does not accept secondary insurance. 
_______________________________                    _________________

Patient                                                                                 Date

ACKNOWLEDGEMENT OF REVIEW OF PRIVACY PRACTICES

I have reviewed the notice of privacy practices for Dr. Christopher Serrano’s office and I understand how my medical information will be used and when it will be disclosed. I understand that I am entitled to receive a copy of this document.

_________________________________
Name of patient or Guardian (PLEASE PRINT)

___________________________________
Signature of patient or Guardian 

_________________
Date

______________________________
*Description of Personal Representative’s Authority 

*Should patient be of legal age and a Power of Attorney been issued, we must have a copy in our files before any information can be released.  

CONDITIONS OF WAIVER

I have been notified that if my Insurance company does not pay Dr. Christopher Serrano 

for any services provided by him for any of the reasons listed below, I am personally and fully responsible for any and all payment;

1. If I have a deductible;

2. If my insurance company says Dr. Serrano, the laboratory, hospital or surgical assistant is out of network;

3. If a procedure is not covered by my Insurance plan; 

4. If a referral from my primary care physician (PCP) is required, but was not procured and

payment is not received from my insurance company 

I understand and agree to the payment conditions listed above. This agreement shall be effective for as long as I am a patient of Dr. Serrano’s. 

___________________________________

Patient Name (Please Print)

 _______________________________                      _________________________
 Patient Signature                                       


     Date

________________________________                    __________________________
Witness Signature                                        


     Date

CONSENT FOR LABORATORY TESTING

In order to provide the best care possible for you and your unborn baby, Dr. Christopher Serrano will perform the following laboratory test on all pregnant patient. Some of these tests and cultures will be done multiple times as necessary. 
CBC (Complete Blood Count)

Blood Type and Antibody Screen 

Rubella, RPR (Syphilis Screen)

Hepatitis B

HIV

PAP Smear 

Cervical Cultures 

Vaginal Cultures

TSH (Thyroid Screen)

Routine Urinalysis (UA)

Urine drug Screen 

Group B Strep (Vaginal Culture) 

Sickle Cell Screening 

________ I DO authorize this testing. 

________ I do NOT authorize this testing. 
__________________________________

Signature of patient or Guardian
CONSENT FOR URINE DRUG TESTING
I HEREBY AUTHORIZE Dr. Christopher Serrano and his office staff to test my urine for the presence of drugs. I understand that this testing may occur more than once and/or at random intervals.
_____ I DO agree to testing.

_____ I do NOT agree to testing. 

_________________________________

Patient Signature

__________________

Date
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