	Integrity Women’s Center
1603 West 9th  Stillwater, OK  74074
Phone:  405-379-0002  Fax:  405-300-1090



Thank you for choosing us!!  Please provide the following information so that we may serve you best!

Name:____________________________________________________________________________ DOB:____________________
                      First                              Middle                             Last	
SSN:________________________________________  Sex: ________     Email address:_________________________________

Phone numbers (home)____________________________(work)_______________________(cell)_______________________

Address:____________________________________________________City____________________State:_____Zip:_________

Please circle:     Minor        Single        Married        Divorced        Widowed        Life Partner       Separated

Patient’s or parent/guardian’s employer:_______________________________________Phone:________________________

Business address____________________________________________City:____________________State:_____Zip:_________

Spouse or parent/guardian’s name:______________________________If student, name of school:_____________________

Person to contact in case of emergency:__________________________________________Phone:_______________________

How did you hear about us and/or whom may we thank for referring you?________________________________________

What pharmacy do you prefer?_______________________________________________________________________________

Responsible Party: (If different than above)
Name of person responsible for this account:_______________________________Relationship to patient:______________
Address:____________________________________________________City:____________________State:______Zip:________
Phone numbers: (home)___________________________(work)_________________________(cell)______________________
Employer:_______________________________________________Birthday:___________ Insurance:_____________________

Insurance Information:
I authorize the release of any information concerning my (or my child’s) health care, advice, and treatment provided for the purpose of evaluating and administering claims for insurance benefits.  I also hereby authorize payment of insurance benefits otherwise payable to me directly to the doctor/nurse practitioner.

I have been offered, read, and understand the “Notice of Privacy Practices” for Integrity Women’s Center and Toby Miller APRN, CNP, PLLC.  Any questions I may have had concerning this have been answered to my satisfaction.


X________________________________________________        __________________
Signature of patient or parent/guardian if minor                                           Date

Release of Protected Health Information:
Please list the first and last name(s) of any person or persons that you would authorize to view or receive you protected health information.  (ie spouse, parents, siblings, children, guardian, or friend). ___________________________________________________________________
______________________________________________________________________________________

Integrity Women’s Center/ Toby Miller APRN, CNP (may or may not) leave a message on my answering machine / voicemail regarding my Protected Health Information.  This may include lab results, instructions for treatment, scheduled appointments, information about medications, etc.

X________________________________________________         __________________
Signature of patient or parent/guardian if minor                                             Date
