Virginia Center for Reproductive Medicine

Fady Sharara, M.D., FACOG

REGISTRATION INFORMATION

Today’s Date:__________Home # ___________________Cell # ___________________

Work # _______________________Email Address: _____________________________

Patient’s Name: _________________________________ SS # ____________________

Address:_____________________________City:___________State:_______Zip:_____

Sex: Male or Female           Age:______ Date of Birth:___________________________

Marital Status: Married____Single____Partner____Divorced____Legally Separated____

Employer:________________________________Occupation:_____________________

Spouse or Partner’s Name:_______________________________DOB:______________

Name of Primary Insurance:________________________________________________

Member ID # __________________________________ Group # __________________

Who is responsible for this account:______________Relationship to patient:__________

In Case of Emergency, who can we call:_______________________________________

Purpose of Visit:______________________________Referred By:__________________

Assignment of Insurance Benefits

The undersigned hereby authorizes the release of any information relating to all claims of benefits submitted on behalf of myself and/or dependents. I further expressly agree and acknowledge that my signature on this document authorizes my physician to submit claims, for services rendered or for services to be rendered, without obtaining my signature on each and every claim to be submitted for myself and/or dependents, and that I will be bound by this signature as though the undersigned had personally signed the particular claim. 

I, ___________________________________hereby authorize_____________________

   Name of Insured/Patient




Name of Insurance Company
To pay and hereby assign directly to Dr. Sharara and his staff all benefits, if any, otherwise payable to me for his services as described on the attached forms. I understand that I am financially responsible for all charges incurred. I further acknowledge that any insurance benefits, when received and paid will be credited to my account, in accordance with the above agreement. 

Patient’s Signature:____________________________________Date:______________

