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• Patient Information       
 
Name _________________________________, ______________________________ ___________ 
 Last      First      Middle Initial 

 
SS# _________________________________ Date of Birth: ___________________ Age: _______  
 

Sex:   Female    Male       Marital Status:   Single    Married    Divorced    Widowed 

 
How did you hear about Planned Parenthood? (Check ALL of the ways you heard about PP) 
 

 Friend/ Family  
 Medical Professional:  

     ________________________  
 Phone Book:______________ 

 

 Planned Parenthood Website  
 Other Website: __________  
 Newspaper: ____________ 
 Radio: ________________ 

 

 TV: ____________________ 
 PP education program;  
 Flyer/ Brochure-   

     where:__________________  
 

 Health Fair: ______________  
 Other: __________________ 

     ________________________ 
     ________________________ 

• Contact Info & Instructions 
 

In order to provide you with high quality health services with respect for your privacy, we ask that you instruct us on how to get in  touch 
with you  to discuss matters such as important lab results and medical follow up, appointment scheduling, billing issues, pharmacy refill 
orders or potential drug recalls. 

           May We Send Mail to You? 
Address ____________________________________________________  Yes; _____ PP envelope ok  

  _______ plain envelope only 
Apt #  _________         No; alternate address (required): 

                           ___________________ 

City  ____________________________________________________         ___________________  
        ___________________ 

State  _________ Zip _______________ 
 

Email            May We Email?  
Address: ____________________________________________________  Yes    No 
 
Employer ____________________________________________________ 
           May We Telephone?*  
Home Phone ____________________________________________________  Yes     No 
 
Work Phone ____________________________________________________  Yes     No 
  
Cell Phone ____________________________________________________  Yes     No 
 
* If you have private numbers blocked on your home phone line, we may need to unblock our number when we call you using (*82), 
allowing our name and # to appear on your caller ID.  
 

• Emergency Contact Info (required)*: 
 
Name  ____________________________________ Telephone # _______________________ 
 
Relationship _______________   Does s/he know you are a patient at Planned Parenthood?   Yes    No 
 
* We will always attempt to reach you using the personal phone and mail information you have provided for us first.  Only in the event 
that we are unsuccessful and need to discuss a significant medical concern with you, will we attempt to reach you via the emergency 
contact you have provided.   
 

• Special Contact Instructions (if applicable): ______________________________________________________________ 
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• Extended Info (confidential; for statistical reporting only) 
 

Household Income $_______  weekly  monthly  yearly  Family Size: _____ County:_____________ 
 

Race:   Asian  Black  Hispanic  Native American  White  Multiracial   Other: ________________________ 
 

Ethnicity:  Hispanic  Non-Hispanic    Primary Language: ___________________ 
 

Employment Status:   Full Time  Part Time  Unemployed  Highest Grade Completed: _____________ 
 

Student Status:   Full Time  Part Time    Name of School: _____________________ 
 
Current Birth Control Method: (check all that apply) 
 

 Pill   Patch   Ring   Depo   IUD (Paraguard / Mirena)   Implanon   Diaphragm   Cervical Cap   Condoms   
 Spermicide / Foam        Today Sponge  Other: __________________     None, reason______________________________ 

 
• Insurance Info 
 

Insurance Plan:  _______________________________ Effective Dates:__________to___________ 
 
 

Insured ID#:   _______________________________ Patient’s Relationship to Insured:  
 Self    Spouse/ Domestic Partner    Child 

 

Name of Insured _______________________________ ____________________ ___________ 
   Last      First     MI 
 

Insured Address _______________________________ _____________     _____ ___________ 
   Street      City            State Zip 
 

Insured Date Of Birth _______________________________    SS# _______________________________  
 

Sex     Female   Male    Employer ___________________________ 
 

Copay $_______   Co-insurance % ______    Individual Deductible  $_______  Family Deductible $_________ 
 
• Financial Policy 
 

Methods of Payment:  Cash, Checks (verified by Telecheck), Bankcards (Mastercard, Visa), as well as several types of 
private insurance and Medicaid are accepted as payment. 
 
If you do not have current, valid medical insurance or Medicaid, payment is required in full at the time of service.  We will 
collect for your office visit, lab services and pharmacy supplies here today, and you will not receive any bills from Planned 
Parenthood (PPHS) or the outside reference laboratory we contract with. 
 
If you have private medical insurance or Medicaid that we were able to verify prior to your appointment, we will bill your 
insurance company, and collect your co-pay, co-insurance or deductible today.  Please keep in mind that we cannot 
guarantee payment by your insurance company for services billed, so you will receive bills from the Lab and from Planned 
Parenthood (PPHS) for any services your insurance company denies, and you will be responsible for promptly paying 
these bills.  Additionally, your insurance company generally mails a statement of services rendered (“EOB”) to the holder 
of your insurance plan, so PPHS cannot guarantee confidentiality when insurance is billed.   
  
I hereby certify that to the best of my knowledge the information I have provided here is true and accurate.  I have read, 
understood and agree to PPHS financial policies and terms.  If I have provided insurance information, I hereby authorize 
PPHS to file medical claims on my behalf for services I receive at this facility, and assign medical benefits to be paid 
directly to PPHS, realizing that I am responsible to pay non-covered services and balance due, and further authorize the 
release of any pertinent medical information to my insurance carrier/s. 

 
Client Signature:  _____________________________________ Date:_________________________ 
 
Staff Witness/ Title: _____________________________________ Date:_________________________ 
 


