
BRADEN RICHMOND, M.D., F.A.C.O.G. 
'SPECIAL CARE FOR WOMEN' 

Welcome To Our Office! 
 
PATIENT NAME__________________________________________________________________  SSN#___________________________ 
   LAST                  FIRST           MI 
 
ADDRESS_______________________________________________________________________________________________________ 
   STREET           CITY        STATE  ZIP CODE 
 
HOME # _________________________ CELL # ___________________  ALTERNATE # ________________________ 
 

RELIGION______________ CHURCH______________ DOB____/_____/____ AGE______ SEX_____ RACE____ MARITAL: M    S  D   W 
 
EMPLOYER____________________________________________________________     PHONE_________________________________ 
ADDRESS_______________________________________________________________________________________________________ 
SPOUSES NAME________________________________________    DOB____/_____/_______    SSN_____________________________ 
SPOUSES PHONE__________________________SPOUSES EMPLOYER___________________________________________________   
 
HOW DID YOU HEAR ABOUT OUR PRACTICE?___________________________________ REFERRED BY________________________ 
 
EMERGENCY INFORMATION 
NOTIFY IN CASE OF EMERGENCY __________________________RELATIONSHIP________________ PHONE____________________ 
 
INSURANCE INFORMATION 
PRIMARY INSURANCE_____________________________ POLICY ID#_____________________________________________________ 
GROUP#________________________ EFFECTIVE DATE_______________ INSURED'S NAME___________________________ ______ 
RELATIONSHIP TO INSURED___________________ INSURED DOB________________ INSURED'S SSN_________________________ 
 
SECONDAY INSURANCE_____________________________________ POLICY ID#___________________________________________ 
GROUP#________________________ EFFECTIVE DATE_______________ INSURED'S NAME____________________ _____________ 
RELATIONSHIP TO INSURED______________________ INSURED DOB____________ INSURED'S SSN _________________________ 
 
 

IF YOU ARE A MINOR (UNDER 18 YRS) PLEASE COMPLETE THIS SECTION 
MOTHER'S NAME_______________________________________ DOB____/____/______ SSN________________________ 
MOTHER'S PHONE_____________________________________ 
FATHER'S NAME________________________________________ DOB____/____/______ SSN________________________ 
FATHER'S PHONE ______________________________________ 
PARENTS ADDRESS (IF DIFFERENT FROM ABOVE) 
_______________________________________________________________________________________________________________ 

 
PAYMENT IS DUE AT TIME OF SERVICE 
 
In consideration of services rendered, the undersigned agree to pay BRADEN RICHMOND, MD the charges thereof, insurance not withstanding, 
in the even of collection action is initiated to collect such charges, the undersigned agrees to pay all costs and expenses of collection, including 
attorney's fees and court costs. I authorize BRADEN RICHMOND, MD to release any medical information relating to my insurance claims. I 
authorize my insurance company to make direct payment to BRADEN RICHMOND, MD for medical services rendered. 
 

 

____________________________________________________         __________________________________________________ 
     PATIENTS SIGNATURE   DATE    GUARDIANS SIGNATURE (if minor)             DATE 


