RASSETTI GYNECOLOGY
Edwin R. Ramirez, M.D.
1700 North Rose Ave, Suite 360, Oxnard, CA 93030
Phone 805-278-0190 Fax 805-278-6291
__________________________________________________________________________________________
PATIENT INFORMATION

(_________________)________________________________________________________     ____________________
        Maiden Name	 	First Name	   Middle Initial		Last Name		           Date of Birth
Address__________________________________________  City____________________ State______ ZIP__________
Home Phone______________________  Cell Phone______________________ Work Phone______________________
Social Security Number_________________________________ Drivers License Number_________________________
Employer_______________________________________________  Occupation________________________________
E-Mail_______________________________________ Gender:      M       F           Marital Status:      M      S      D      W
Spouse Name____________________________________  Referred to our office by_____________________________
Primary Care MD:  Name_______________________________________ Office Phone Number____________________
Preferred Lab_______________________________________  Preferred Pharmacy______________________________
INSURANCE INFORMATION

Please give your card to the receptionist to copy, COPY MUST BE ON FILE

Primary Insurance________________________ ID #_________________________ Group #______________________

Subscriber Name_______________________________________  Date of Birth_________________________________

Subscriber Social Security Number_________________________________ Employer____________________________

Secondary Insurance_______________________ ID #________________________ Group #_____________________

Subscriber Name_______________________________________  Date of Birth_________________________________

Subscriber Social Security Number_________________________________ Employer____________________________

IN CASE OF EMERGENCY

Name of local friend or relative not living with you__________________________________________________________

Relationship______________________  Home Phone______________________ Cell Phone______________________

INSURANCE AUTHORIZATION AND ASSIGNMENT

I directly assign all medical benefits to Rassetti Cosmetic Gynecology Institute (Edwin Ramirez, MD) and understand that I am financially responsible for all charges, whether or not paid by my insurance company.  I also understand that I am responsible for any and all collection fees that may be incurred.  I authorize Dr. Ramirez to release all necessary information to secure payment of benefits.  I further agree that a copy of this agreement shall be as valid as the original.  I also give my permission for Edwin Ramirez MD, to provide my medical care, or the medical care of my dependent.


Patient/Guardian Signature_____________________________________________________ Date__________________

