| NSURANCE RELEASE FORM

Center for Whnen’s Heal th
4840 Col | ege Boul evard
Overl and Park, KS 66211-1601
(913) 491-6878 (913) 491-6808 (FAX)
www. hodesnauser. com

Her bert C. Hodes, M D.
Traci L. Nauser, M D.
Col |l een O Donnell, RN-C

Nane: SS # - - DOB: / /
Last First MI.

Home Phone #: ( ) Wor k Phone #: ( ) Cell Phone #: ( )

I nsurance Conpany: | D# G oup#

Subscri ber Name: Soci al Security #: - - DOB: / /

Rel ationship to you: Subscri ber Enpl oyer:

Subscri ber Address: City, State & Zp:

Subscri ber Phone #: ( )

Pl ease check ny |nsurance Coverage for one or nore of the follow ng:

Gen'l: Maternity: Sur gery: Contracepti on: Tubal : |1 UD: O her:
Last Menstrual Peri od: / / Appt Dat e: / / Bl ood Type (if known):
Si gnhat ur e: Dat e: / /
Si gnat ur e: Dat e: / /

(Parent or Quardi an—+f a M nor)

This form rmust be conpleted IN FULL in order to verify benefits for you.
Verification of benefits is NOI' A GUARANTEE OF PAYMENT. Pl ease FAX this
conpleted form along with an enlarged photocopy of the front AND back of your
I nsurance Card to (913) 491-6808. Information nust be received a m ni mum of 48
hours prior to appointment tine. Due to H PAA Privacy laws, inconplete forns
wi || NOT be processed. Please make sure ALL information is conplete.

Center for Women' sHealth
O H.C.Hodes, MD 2007


http://www.hodesnauser.com

