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Last Name First Name MI
Address City State Zip
Date of Birth Social Security No. Driver’s License No. Marital Status
[single [IMarried Ebther
Home Phone Work Phone Cell Phone Partner E-Mail
Name of Patient Date of Birth Social Security No.
Patient E-Mail Work Phone Cell Phone

[ understand that Ovation Fertility is not contracted with all insurance companies or any government sponsored health plans,
such as Medicare, Medicaid, or Tricare and that payment in full is due at the time of service unless otherwise advised. I
understand that upon request, Ovation Fertility will submit a claim to my insurance company (excluding any government
sponsored health plans) as a courtesy, and I acknowledge that it is my responsibility to contact them regarding the status of
any claims submitted on my behalf. I authorize the release of any medical records or other information necessary to process
my claim. By providing the above information, I have consented to be contacted by Ovation Fertility at any of the above
addresses, email or telephone numbers. I further agree that a photocopy of this agreement is as valid as the original.

Partner Signature Date:

AUTHORIZATION FOR Di1scLOSURE OF CONFIDENTIAL INFORMATION

I authorize Ovation Fertility to release the following information to:

Name: Relationship:

Check all that may be released: Laboratory Results Financial All Information None

I understand that this authorization is valid for twelve (12) months from the date of signature unless otherwise
revoked in writing to the address listed above.

Partner Signature Date:

Partner Demographic & Disclosure vi00.1 2019

6500 North Mopac Expy, Building 3, Suite 3102 * Austin, TX 78731 | Phone: 512-610-7474 | Fax: 512-610-7477 | www.OvationFertility.com
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