Client Registration and Insurance Benefits Carolina Birth Center Cynthia Glenn LM, CPM 
CLIENT INFORMATION 
Name (Last, First, MI)___________________________________________________________Date________________ Address___________________________________ City________________________ State________ Zip___________ Home Phone(____)________________ Alternate Phone(____)__________________Email _______________________ Marital Status: single  married  widowed  separated  divorced  
Birthdate_________________________ Age____________  Soc. Sec #________________________ 
Due Date_____________ Last Menstrual Period ____________ Date of initial exam:______________________  
First pregnancy?   Yes______     No______ 
 
[bookmark: _GoBack]INSURANCE INFORMATION 
Primary Insurance_________________________________
Plan Name________________Effective________________ Ins. Address_______________________________
City, State, Zip_____________________Ins. Phone______________ 
Subscriber Name_____________________________Subscriber’s DOB___________Subscriber’s SS#_______________ ID# on Card_______________________________________________________Group #_________________________ Client’s relationship to Subscriber:   Self    Spouse   Child    Other Secondary Insurance_______________________________Plan Name________________Effective________________ Ins. Address_______________________________City, State, Zip_____________________Ins. Phone______________ Subscriber Name_____________________________Subscriber’s DOB___________Subscriber’s SS#_______________ ID# on Card_______________________________________________________Group #_________________________ Client’s relationship to Subscriber:   Self    Spouse   Child    Other 
To verify your benefits, we will also need you to bring your card to your 1st appointment  
