
 
 

 

 
 
 
 
 

Dear Patient, 
 

Women today are busier than ever juggling a family, commitments and career obligations 
so in an effort to adhere to your appointment time we are sending you this paperwork in 
advance. 

 
Please  bring  the  completed  forms  to  the  office  on  the  day  of  your  a p p o i n t m e n t 
a l o n g w i t h t h e f o l l o w i n g i n f o r m a t i o n a n d d o c u m e n t s 

 
 Arrive 30 minutes prior to your scheduled appointment time 
 Current driver’s license or other government issued picture identification 
 Insurance card 
 Medical records from other physicians. 
 Referral; if required by your insurance company 

 
Be prepared to pay co-payments or deductibles at the time of your visit. Our office will 
verify your insurance benefits prior to your scheduled appointment but the staff will not 
call employers, human resource departments, spouses or parents to obtain your insurance 
information. If you do not provide the office with current insurance information you 
will be asked to pay for services, in full, at the time of your appointment. Please 
direct any questions you may have regarding your benefits to your insurance company. We 
accept cash, checks, Master Card, Visa, American Express and Discover. 

 
Thank you for taking the time to complete this information. We look forward to 
serving you. 

 
Sincerely, 

 
The Staff of Obstetrics and Gynecology Associates 

 
Please complete the attached forms and bring them to your office visit 

 

 
 
 
 
 
 
 
 

4001 Long Prairie Rd. Suite 150 
Flower Mound, TX 75028 

972-420-1470 (phone) 
972-420-1465 (fax)



 
 

 

 
 

 
 

 
 

 
 

 
 

 
 

 PATIENT REGISTRATION  
PATIENT INFORMATION: 
 
Patient Name                                                                                                                                 Date of Birth                                

Address                                                                                                      City/ST/Zip                                                                          

Home Phone                                               Cell Phone                                                    Work Phone_                                           

Preferred Contact Phone Number                                                            Cell             Home           Work 

Email                                                                                                            Social Security                                                                  

Driver’s License Number & State of Issue:                                                             

 
Marital Status        Married          Single          Divorced          Widowed 

 
Employed:           Full-time          Part-time           Student            Not Employed 

 
Employer:                                                                                       Employer Address:                                                                        
 
 
 
Nearest relative not living with                                                                                             Phone#                                                 

Emergency contact                                                                                                      Phone #_                                                          

Assignment of Health Insurance Benefits and Consent to Treat 
 I hereby consent to treatment at Lewisville Obstetrics & Gynecology Associates, P.A. 
I request payment of authorized benefits for medical services provided to me be paid by my insurance carrier to 
Lewisville Obstetrics & Gynecology Associates, P.A. I authorize the release of any medical information 
necessary to determine benefits due. I understand I am financially responsible for any charges not covered by 
my healthcare benefits. Co-payments and deductibles are due at the time services are rendered. I am responsible 
for the entire bill if the claim is denied by my insurance carrier. I understand by signing this form I am 
accepting financial responsibility as explained above for all services rendered. 

 
Patient Name (PRINT)  _ Date of Birth:_    

 
Patient Signature:  _   Date    



 
 

 

You are required to disclose all of your insurance information to our office including insurance through 
your employer, spouse’s employer, parent, guardian, school, Medicaid or Medicare. If you are seeking 
treatment for a condition not covered by your health insurance plan you are still required to disclose 
other insurance information to our practice. 

 
Are you insured through an ACA insurance plan purchased 
on the Healthcare Market Place: 

 
 
Yes 

 
 

No 

Are you insured through your employer, your spouse’s employer,  parent 
or guardian: 

Yes No 

Are you insured through Texas Medicaid or Medicare Yes No 

Are you insured through a school: Yes No 

PRIMARY INSURANCE INFORMATION   

 
Insurance Co   _ Phone   _ 

 
Address   _ City/ST/Zip    

 
Policyholder   _Policyholder Social  Policyholder DOB    

 
Policyholder ID  Group  _ Relationship to Patient Self Spouse Child Other 

 
Employer  Address/City/St   

 

SECONDARY INSURANCE INFORMATION 
 

 
Insurance Co   _ Phone   _ 

 
Address   _ City/ST/Zip    

 
Policyholder    _Policyholder Social  Policyholder DOB     _ 

Policyholder ID  Group   _ Relationship to Patient  Self Spouse Child Other 

Employer  Address/City/St   
 

 
 

I certify the above information is correct and I have disclosed all of my insurance information to Obstetrics & Gynecology 

Associates. I understand if I falsified or fail to disclose insurance information to Obstetrics & Gynecology Associate, now 

or at any time during my treatment, I will assume financial responsibility for all charges billed by my doctor. 
 

Patient Name (PRINT)                                                                                                          _Date of Birth                                            
 

Patient, Parent, Guardian Signature:   Date:   

 

 

 

 



 
 

 

THIS AUTHORIZATION REMAINS IN EFFECT UNTIL REVOKED IN WRITING 
Notice of Privacy Practice Receipt 

 
I was provided a copy of Obstetrics & Gynecology Associates Notice of Privacy Practices.  

 
 

Print Patient Name DOB Relationship to Patient 
 

Signature of Patient or Patient Representative Date 
 
 

READ THE INFORMATION BELOW CAREFULLY 
 

Obstetrics & Gynecology Associates will only release your appointment, billing, medical information, etc. to the person(s) 
listed below. We will not return or accept phone calls from anyone other you or the person(s) listed below. 

 
May we release information to anyone other than you?                       Yes        No 

 
Name of the person(s) we may release your information to: 
 

   Name: _______________________________________________________Relationship___________________ 
    
   Name: _______________________________________________________Relationship___________________ 
 
 
 

 COMMUNICATION 
 

What is the best way to contact you with test results & medical information? 
 

Phone Number 
  
Leave a detailed message that includes test results, medical conditions, prescription refills, etc.  

 
Phone Number  
 

 Only leave a message to call the office.  
 
 
 

I authorize Obstetrics & Gynecology Associates to release periodic status reports to physicians or facilities participating in 
my care. I understand my medical records are confidential and cannot be disclosed without my written authorization 
except where otherwise provided by law. Records pertaining to the diagnosis and/or treatment of HIV/AIDS, psychiatric 
illness and alcohol or chemical abuse dependency will not be released without consent. A photocopy or facsimile of this 
consent is as valid as the original. Obstetrics & Gynecology Associates may release medical information to my insurance 
company needed to process my claim. 

 
I agree to be responsible for all lawful debts incurred for medical services received from Obstetrics & Gynecology 
Associates.  

 
 Patient Name (PRINT)_______________________________________________Date of Birth:_______________ 
 Patient Signature: _________________________________________________ Date: ______________ 



 

 

 
 
 
 
Patient Name (PRINT):   Date of Birth:   

 

 

The government, in an effort to promote transparency of investments to consumers or potential consumers, 
believes that hospitals should disclose at the time of admission or registration, whether there are physician 
investors/owners of the facility. This disclosure includes whether any of the physicians have immediate 
family members who are also investor/owners. 

 
A physician-owned hospital is defined as “any Medicare participating hospital in which a physician(s) have 
an ownership or investment interest. The ownership or investment interest may be through equity, debt or 
other means and includes an interest in an entity that holds an ownership interest in the hospital.” 

 
 
 
  Texas Health Presbyterian Flower Mound and Assure Fertility Partners of Dallas, LLC have  physician investors and a 

list of the physician investors in this practice is as follows: 

Andrea Galusha, M.D., Lauren Banks, M.D.,  Janice Mitchell, M.D. and Ashley Birmingham, M.D.-Presbyterian Flower 

Mound 

Janice Mitchell, MD-Assure Fertility Partners of Dallas, LLC 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Patient Signature:    Date:    



Patient Name (PRINT):  Date of Birth:    
NOTICE OF PRIVACY POLICY AND PROCEDURES 

 
Obstetrics & Gynecology Associates will strive to make your experience with our office pleasant. We are 
here to serve you. If at any time you are unhappy with our office, please contact our office manager 
972-420-1470 Ext. 127. Your comments are always appreciated. 

 
On your first visit to our office you will be asked to complete several forms, these will be kept as part of 
your medical record. Complete these forms carefully. 

 
OFFICE HOURS: Patient initials 

 
• General office hours are from 9am-5pm on Monday-Thursday and 7:30am-3:00pm on Friday. Visits are by 

appointment only. Our main telephone number is 972-420-1470. We ask 24 hours advance notice of 
appointment cancellations. 

• 
APPOINTMENTS: Patient initials 

 
• If you fail to keep an appointment with one of the physicians without calling to cancel you will be charged a 

$25.00 fee that is non-refundable and is not charged to your insurance company. You will be asked to pay the 
fee at your next appointment. 

• 
INSURANCE: Patient initials 

 
• Whether  you   are   insured   through  an   individual/family  policy   purchased  from   the   Healthcare Market 

Place, an employer’s group health insurance plan or a government sponsored program, our Billing Department 
must be able to verify you are eligible for healthcare benefits and, if applicable, your premiums are paid through 
the date you are seeing the physician. If we are unable to verify either of these criteria, you will be asked to 
pay for medical services in full or reschedule the appointment until a time insurance coverage can be verified. 

• If at any time during your treatment your insurance information changes or terminates you must notify the 
Billing Department immediately or you may be financially responsible for services rendered. 

• We  participate  in  most  major  insurance  plans.  Please  contact  your  insurance  company  to  verify      our 
participation  in  your  plan.  You  will  be  asked  to  provide  our  office  with  your  most  current  insurance 
information  each  time  you  call and  schedule  an  appointment.  Our  office  will verify  your benefits prior to 
your appointment. You must bring your insurance card to your office visit. Without the card we will not file your 
insurance and will ask for payment in full. 

• 
LAB and PATHOLOGY: Patient Initials 

 
• You may receive a separate bill from Quest, Lab Corp or Path Advantage for labs, pathology, etc., performed in 

our office. The office bills for the professional service provided by the physician and any device or medication 
administered. 

• 

PAYMENTS: P a t i e n t In i t i a l s 

 
• Payment is expected at the time of service, including but not limited to co-payments, co- insurance, 

deductibles and non-covered services. Payment options available include: cash, check, Visa, Master Card, 
American Express and Discover. Payment arrangements must be made with the Billing Department in advance 
of the service being performed. 

•  If at any time during your care you apply for and are approved for any Government sponsored program 
(Medicaid) it is your responsibility to notify our Billing Department immediately. This Practice  is  not  liable 
for  any  financial  penalty  a  patient  may  suffer  because  our  Billing Department was not informed of 
your insurance status. A copy of your Medicaid card must be given to our office as soon as it is received. 



Patient Name (PRINT):  Date of Birth:    
 

• Obstetrics & Gynecology Associates offers a 30% discount to uninsured patients who pay for services in 
full at the time of service. 

• Payments for services rendered and not paid in full at the time of service are due at 100% of our billed 
charges; the uninsured discount will not apply. 

• Payment  plans  are  only made  for  patients with  an established payment history  and are  made at the 
discretion of Practice Management. Payment plans are not made for new patients. 

• Payment  plans  must  be  made  with  our  Billing  Department  in  advance  of  the  service  being rendered. 

• All co-payments, deductibles and copayments are due at the time services are rendered. 
• 

M E D I C A L R E C O RDS : P a ti e n t I n i ti a l s 

 
• Electronic copy:  $25.00 first 500  pages and $50.00 for over 500  pages. 

• Paper copy: $25.00 for the first 20 pages of records and .50 for each page thereafter plus postage and 
handling. 

• 
FORMS: Patient Initials 

 
• $15.00 charge for completing disability or FMLA forms 
• 

EMERGENCY CARE:   Patient Initials 
 

• If you judge any problem to be life threatening, go to the nearest emergency room. Phones are answered 
24/7. After office hours emergencies only call 972-420-1470 to have the on-call physician paged. If your call is 
judged by the on-call physician to be non-urgent your account will be charged $25.00 which must be paid prior 
to your next visit to the office. Please do not call after hours for test results or  medication refills. The on-call  
physician will not  return these calls after business hours. 

• 
PRESCRIPTION REFILLS: Patient Initials 

 
• Please allow two business days for all non-emergency prescription refills. We ask our patients to contact the 

pharmacy where the medication was initially filled to request a refill. Your pharmacy will contact our office for 
refill approval.  Refill requests must be called in before 2pm. Requests received after 2pm may not be processed 
until the next business day. 

 

I have read and understand Obstetrics & Gynecology Associates Payment and Insurance 
Policy and received a copy of the Notice of Privacy Practices. 

 

 

Signature:   Date:    



 

Prenatal Questionnaire 

Patient Name: _____________________________  Date of Birth: _______________________ 

Date of visit: ______________________________ 

Congratulations on your pregnancy!  To make your first appointment easier we would like for you to 

fill out this questionnaire.  Some of these questions are about diseases and family history, especially 

those that could be passed from generation to generation. 

List any allergies to medications or foods and your reaction 

______________________________________________________________________________ 

______________________________________________________________________________ 

Do you have a latex allergy?  Yes or No  

Would a blood transfusion be acceptable in case of an emergency?  Yes or No  

Are you currently taking any medications or supplements?  Yes or No     If yes, please list them.  

______________________________________________________________________________ 

______________________________________________________________________________ 

When was the first day of your last menstrual period? __________________________________ 

Were your cycles regular?  Yes or No How many days apart? _______________________ 

When was your first period?  ______ 

What was your weight prior to pregnancy?  ________ How tall are you?  ________ 

Did you do a home pregnancy test?  Yes or No   If yes, when was the date? _______ 

Your race __________________________  

Martial Status:  Single  Married  Divorced  Widowed  Separated 

What is your occupation?  ________________________________________________________ 

What is your primary language?  _________________________ 

What is the name of your partner or father of the baby?  ________________________________ 

His/Her phone number: ___________________________ 

In case of emergency who should we contact other than him/her?  ____________________________ 

Their phone numbers: ___________________________________ 

 

 



 

 

Patient Name: _____________________________  Date of Birth: _______________________ 

Please list all your pregnancies, including miscarriages and abortions. 

Delivery Wks 

Length 

of  Birth Sex 

Vaginal 

or  Pain  Place  Complications 

date gest labor weight M or F Cesarean Mgmt of birth   

                  

                  

                  

                  

                  

                  

Past medical history – please list any dates 

Diabetes: _____________________________________________________________________ 

Hypertension: __________________________________________________________________ 

Heart Disease: _________________________________________________________________ 

Autoimmune Disorder: __________________________________________________________ 

Kidney Disorder: _______________________________________________________________ 

Neurological problems or Epilepsy: ________________________________________________ 

Psychiatric problems: ____________________________________________________________ 

Depression/Anxiety: ____________________________________________________________ 

Hepatitis/Liver problems: ________________________________________________________ 

Thyroid Disorders: ______________________________________________________________ 

Asthma/Bronchitis: _____________________________________________________________  

Varicose veins/Phlebitis: _________________________________________________________ 

Headaches/Migraines: ___________________________________________________________ 

Seasonal Allergies: ______________________________________________________________ 

Breast Disorders: _______________________________________________________________ 



 

 

Patient Name: _____________________________  Date of Birth: _______________________ 

Do you have a history of trauma or abuse?  Yes or No 

Have you ever had a blood transfusion?  Yes or No 

Are you Rh Negative?  Yes or No 

Have you had surgery or have you been hospitalized?  Please list dates 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Have you had any anesthetic complications? Yes or No 

Any family history of anesthetic complications?  Yes or No 

Any abnormal Pap Smears? Yes or No 

Do you have a history of infertility?  Yes or No 

Do you have any other pertinent family history?  ______________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Do you smoke cigarettes?  Yes or No  How many in a day?  ____ How many years? ___ 

Do you drink alcohol?  Yes or No  How much? ___________________ 

Do you use any street drugs?  Yes or No What drug or drugs?  ________________________ 

When was the last time you used? __________________________________________________ 

Genetic Screening includes your family and the father of your baby’s family, if applicable, please 

indicate who has the disorder. 

Neural tube defect ie: Meningomyelocele, Spina Bifida, Anencephaly _____________________ 

Congenital heart defect: __________________________________________________________ 

Down Syndrome: _______________________________________________________________ 

Tay Sachs Disease: (Jewish, French Canadian, Cajun background) ________________________ 

Canavan Disease: _______________________________________________________________ 

Sickle Cell Disease or Trait: ______________________________________________________ 



 

 

Patient Name: _____________________________  Date of Birth: _______________________ 

Hemophilia or other blood disorders: _______________________________________________ 

Muscular Dystrophy: ___________________________________________________________ 

Cystic Fibrosis: ________________________________________________________________ 

Huntington’s Corea: _____________________________________________________________ 

Mental Retardation/Autism: _______________________________________________________ 

Other inherited genetic or chromosomal disorders: _____________________________________ 

Maternal Metabolic Disorder: _____________________________________________________ 

Recurrent pregnancy loss or stillbirth: _______________________________________________ 

Do you live with someone who has TB or have you been exposed to TB?  Yes or No 

Do you or your partner have a history of genital herpes?  Yes or No 

Have you had a rash or viral illness since your last menstrual cycle?  Yes or No 

Do you have a history of any sexually transmitted diseases?  Yes or No 

 

Thanks or your time in filling this out.  This form will help us on your first visit.    



 

 
 

RETAIN THIS COPY 
FOR YOUR RECORDS 

 
  

RETAIN THIS COPY  
FOR YOUR RECORDS 

 
NOTICE OF PRIVACY PRACTICES  

 

 
YOUR CHOICES: 

When it comes to your health information, you have certain rights. 

Get an electronic or paper copy of your medical record 
• You can ask to see or get an electronic or paper copy of your medical record and other health information we 

have about you. Ask us how to do this. 

• We will provide a copy or a summary of your health information, usually within 30 days of your request. We 
charge a reasonable, cost-based fee. 

Ask us to correct your medical record 

• You can ask us to correct health information about you that you think is incorrect or incomplete. Ask us how to 
do this. 

• We may say “no” to your request, but we will tell you why, in writing, within 60 days. 
Request confidential communications 

• You can ask us to contact you in a specific way or to send mail to a different address. 

• We will say “yes” to all reasonable requests. 
Ask us to limit what we use or share 

• You can ask us not to use or share certain health information for treatment, payment or our operations. We are 
not required to agree to your request and we may say “no” if it would affect your care. 

• If you pay for a service or health care item out-of-pocket in full, you can ask us not to share that information for 
the purpose of payment or our operations with your health insurer. 

Get a list of those with whom we have shared information 

•  You can ask for a list (accounting) of the times we have shared your health information for six years prior to the 
date you ask who we shared information with and why. 

• We will include all the disclosures except for those about treatment, payment, and health care operations, and 
certain other disclosures (such as any you asked us to make). We will provide one accounting a year for free but 
will charge a reasonable, cost-based fee if you ask for another accounting within 12 months. 

Get a copy of this privacy notice 

•  You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice 
electronically. We will provide you with a paper copy promptly. 

Choose someone to act for you 
• If you have given someone medical power of attorney or if someone is your legal guardian, that person can 

exercise your rights and make choices about your health information. 

• We will make sure the person has this authority and can act for you before we take action. 
File a complaint if you feel your rights are violated 

• You can complain if you feel we have violated your rights by contacting our Privacy Officer: 
Patty Turner 

4001 Long Prairie Rd. Suite 150 
Flower Mound, TX 75028 

972-420-1470 Ext. 127 
• You can file a complaint: 

U.S. Department of Health and Human Services Office for Civil Rights 
200 Independence Ave, S.W. 

Washington, D.C. 20201 
1-877-696-6775 

www.hhs.gov/ocr/privacy/hipaa/complaints 
WE WILL NOT RETALIATE AGAINST YOU FOR FILING A COMPLAINT 

http://www.hhs.gov/ocr/privacy/hipaa/complaints


RETAIN THIS COPY  
FOR YOUR RECORDS 

 

 
For certain health information, you can tell us your choices about what we share. If you have a clear preference for 
how we share your information if the situations described below, talk to us. Tell us what you want us to do, and we 

will follow your instructions. 
YOUR CHOICES: 

 
In these cases, you have both the right and choice to tell us to: 

• Share information with your family, close friends, or others involved in your care 

• Share information in a disaster relief situation 

• Include your information with a hospital directory 
If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share your 
information if we believe it is in your best interest. We may also share your information when needed to lessen a 
serious and imminent threat to health or safety. 
In these cases we never share your information unless you give us written permission: 

• Marketing purposes 

• Sale of your information 

• Sharing of psychotherapy notes 
 
 
 

How do we typically use or share your health information? We typically use or share your health information in the 
following ways 

OUR USES AND DISCLOSURES: 

 
Treat you 

• We can use your health information and share it with other professionals who are treating you. 
Run our organization 

• We can use and share your health information to run our practice, improve your care and contact you when 
necessary. 

Bill for your services 

• We can use and share your health information to bill and get payment from health plans or other entities. 
 
 
 

How else can we use or share your health information? We are allowed or required to share your information in other 
ways- usually in ways that contribute to the public good, such as public health and research. We have to meet many 

conditions in the law before we can share your information for these purposes. For more information: 
www.hhs.gov.oc/privacy/hipaa/understanding/consumers/index.html 

 
OTHER USES AND DISCLOSURES: 
We can share health information about you for certain situations such as: 

• Preventing disease 

• Helping with product recalls 

• Reporting adverse reactions to medications 
• Reporting suspected abuse, neglect or domestic violence 

• Preventing or reducing a serious threat to anyone’s health and safety 
Do research 

• We can use or share your information for health research. 
Comply with the law 

• We will share information about you if state or federal laws require it, including with the Department of Health 
and Human Services if it wants to see that we are complying with federal privacy law. 

Respond to organ and tissue donations requests 

• We can share health information about you with organ procurement organizations. 

http://www.hhs.gov.oc/privacy/hipaa/understanding/consumers/index.html


RETAIN THIS COPY  
FOR YOUR RECORDS 

 

 
Work with a medical examiner or funeral director 

• We can share health information with a coroner, medical examiner or funeral director when an individual dies. 
Address wo rkers‘comp en sa tion ,  law enforcement, and other government requests 

• For workers’ compensation claims 

• For law enforcement purposes or with a law enforcement official 
• With health oversight agencies for activities authorized by law 

• For special government function such as military, national security, and presidential protective services 
Respond to lawsuits and legal actions 

• We can share health information about you in response to a court or administrative order or in response to a 
subpoena. 

 
 
 
 

OUR RESPONSIBLITIES: 

• We are required by law to maintain the privacy and security of your protected health information. 

• We will let you know promptly if a breach occurs that may have compromised the privacy or security of your 
information. 

• We must follow the duties and privacy practices described in this notice and give you a copy of it. 

• We will not use or share your information other than as described here unless you tell us we can, in writing. If 
you tell us we can, you may change your mind at any time. Let us know in writing if you change your mind. 

 
Changes to the terms of this notice 

•  We can change the terms of this notice, and the changes will apply to all information we have about you. The 
new notice will be available upon request, in our office and on our website. 

 
This Notice of Privacy Practices applies to the following organization: 

Lewisville Obstetrics & Gynecology Associates, P.A. d.b.a. Obstetrics & Gynecology Associates 
4001 Long Prairie Rd. Suite 150 

Flower Mound, TX 75028 
972-420-1470 



Please retain this copy for your records  
 

 
 

NOTICE OF PRIVACY POLICY AND PROCEDURES 
 

Obstetrics & Gynecology Associates will strive to make your experience with our office pleasant. We are 
here to serve you. If at any time you are unhappy with our office, please contact our office manager 
972-420-1470 Ext. 127. Your comments are always appreciated. 

 
On your first visit to our office you will be asked to complete several forms, these will be kept as part of 
your medical record. Complete these forms carefully. 

 
OFFICE HOURS: 

• General office hours are from 9am-5pm on Monday-Thursday and 7:30am-3:00pm on Friday. Visits are by 
appointment only. Our main telephone number is 972-420-1470. We ask 24 hours advance notice of 
appointment cancellations. 

• 
APPOINTMENTS: 

• If you fail to keep an appointment with one of the physicians without calling to cancel you will be charged a 
$25.00 fee that is non-refundable and is not charged to your insurance company. You will be asked to pay the 
fee at your next appointment. 

• 
INSURANCE: 

 
• Whether you   are   insured   through  an   individual/family  policy   purchased  from   the   Healthcare Market 

Place, an employer’s group health insurance plan or a government sponsored program, our Billing Department 
must be able to verify you are eligible for healthcare benefits and, if applicable, your premiums are paid through 
the date you are seeing the physician. If we are unable to verify either of these criteria, you will be asked to 
pay for medical services in full or reschedule the appointment until a time insurance coverage can be verified. 

• If at any time during your treatment your insurance information changes or terminates you must notify the 
Billing Department immediately or you may be financially responsible for services rendered. 

• We  participate  in  most  major  insurance  plans.  Please  contact  your  insurance  company  to  verify      our 
participation  in  your  plan.  You  will  be  asked  to  provide  our  office  with  your  most  current  insurance 
information  each  time  you  call and  schedule  an  appointment.  Our  office  will verify  your benefits prior to 
your appointment. You must bring your insurance card to your office visit. Without the card we will not file your 
insurance and will ask for payment in full. 

 
LAB and PATHOLOGY: 

 
• You may receive a separate bill from Quest, Lab Corp or Path Advantage for labs, pathology, etc., performed in 

our office. The office bills for the professional service provided by the physician and any device or medication 
administered. 

 

PAYMENTS: 
 

• Payment is expected at the time of service, including but not limited to co-payments, co- insurance, 
deductibles and non-covered services. Payment options available include: cash, check, Visa, Master Card, 
American Express and Discover. Payment arrangements must be made with the Billing Department in advance 
of the service being performed. 

•  If at any time during your care you apply for and are approved for any Government sponsored program 
(Medicaid) it is your responsibility to notify our Billing Department immediately. This Practice  is  not  liable 
for  any  financial  penalty  a  patient  may  suffer  because  our  Billing Department was not informed of 
your insurance status. A copy of your Medicaid card must be given to our office as soon as it is received. 



Please retain this copy for your records  
 

 
 
 
 
 
 

• Obstetrics & Gynecology Associates offers a 30% discount to uninsured patients who pay for services in 
full at the time of service. 

• Payments for services rendered and not paid in full at the time of service are due at 100% of our billed 
charges; the uninsured discount will not apply. 

• Payment  plans  are  only made  for  patients with  an established payment history  and are  made at the 
discretion of Practice Management. Payment plans are not made for new patients. 

• Payment  plans  must  be  made  with  our  Billing  Department  in  advance  of  the  service  being rendered. 

• All co-payments, deductibles and copayments are due at the time services are rendered. 

 
M E D I C A L R E C O RDS : 

 
• Electronic copy:  $25.00 first 500  pages and $50.00 for over 500  pages. 

• Paper copy: $25.00 for the first 20 pages of records and .50 for each page thereafter plus postage and 
handling. 

 
FORMS: 

 
• $15.00 charge for completing forms 

 
EMERGENCY CARE 

 
• If you judge any problem to be life threatening, go to the nearest emergency room. Phones are answered 

24/7. After office hours emergencies only call 972-420-1470 to have the on-call physician paged. If your call is 
judged by the on-call physician to be non-urgent your account will be charged $25.00 which must be paid prior 
to your next visit to the office. Please do not call after hours for test results or  medication refills. The on-call  
physician will not  return these calls after business hours. 

 
PRESCRIPTION REFILLS: 

 
• Please allow two business days for all non-emergency prescription refills. We ask our patients to contact the 

pharmacy where the medication was initially filled to request a refill. Your pharmacy will contact our office for 
refill approval.  Refill requests must be called in before 2pm. Requests received after 2pm may not be processed 
until the next business day. 


