
Oralee Ekberg, DO                                                                           Gynecology 
 

PLEASE PRINT 

Date____________________________ 

 

Patient’s full name ____________________________________________________           _____ female     _____ male 

 

Marital status     ____married     _____single     _____divorced     _____other 

 

SS# __________-_________-_________            Date of birth_______/_______/_______ Age _______ 

 

Address _______________________________________ City _____________________ State ____ Zip ____________ 

 

Telephone (_____) _______-_________     Cell (_____) _______-_________ Work (_____) _______-_________      

 

Email address: _________________________________________________      

 

 

Who may we contact if we cannot reach you? _____________________________________ 

 

Relationship_____________________________      Telephone (_____) _______-_________      

 

 

Employer_______________________________________________________________________________ 

 

Employer’s address _____________________________ City _____________________ State ____ Zip ____________ 

 

 

Which physician referred you to this office? ______________________________________ 

 

City_________________________ State_________ (where this physician practices) 

 

Who is your primary care physician?  _______________________________________________ 

 

City_________________________ State_________ (where this physician practices) 

 

 

If student/ minor, please complete parent’s information 

 

Responsible party information 
 

Mother’s name ___________________________________________       Telephone (_____) _______-_________      
 

Address ____________________________________ City _____________________ State ____ Zip _______________ 
 

Mother’s employer ___________________________ City _____________________ State ____ Zip _______________ 
 

Mother’s date of birth _______/_______/_______   Mother’s SS#   __________-_________-_________    
 

Email address: __________________________________ 

 
 

Father’s name ___________________________________________       telephone (_____) _______-_________      
 

Address ____________________________________ City _____________________ State ____ Zip _______________ 
 

Father’s employer ___________________________ City _____________________ State ____ Zip _______________ 
 

Father’s date of birth _______/_______/_______   Father’s SS# __________-_________-_________    
 

Email address: __________________________________ 
 

 



 

Insurance Information 
 

Primary insurance _________________________________________           Effective date _______/_______/_______ 

 

-policy no. ___________________________________________________     Group no. __________________________ 

 

-policy holder’s name ________________________________________        Relationship________________________ 

 

-policy holder’s employer ____________________________________________________________________________ 

 

-policy holder’s birth date _______/_______/_______      Age _____     SS# __________-_________-_________             

 

List insured policy holder’s address (if different) ________________________________________________________ 

 

City ________________________ State ______ Zip _____________ Telephone (_____) _______-_________      
 

 

Secondary insurance__________________________________________    Effective date _______/_______/_______ 

 

-policy no. ___________________________________________________     Group no. __________________________ 

 

-policy holder’s name ________________________________________        Relationship________________________ 

 

-policy holder’s employer ____________________________________________________________________________ 

 

-policy holder’s birth date _______/_______/_______      Age _____     SS# __________-_________-_________             

 
 

CONSENT FOR CARE:  I give my consent to all health care services performed by Dr. Ekberg’s medical staff and/ or employees, 

including diagnostic procedures, medications, injections and other procedures or services given as ordered by the physician.  I 

understand that Dr. Ekberg participates in training programs for health care personnel.  Some patient services may be provided by 

persons in training under the supervision and instruction of our physicians or employees.   

 

I understand and acknowledge that my insurance coverage is a contract between my insurance company and me and that I am 

personally responsible for all medical expenses incurred during evaluation and treatment with Dr. Ekberg.  I understand that as a 

courtesy my primary insurance will be billed; however, it is my responsibility to follow up on delinquent claims.  

 

If I am a member of a PPO or HMO I am required to make my co-pay and co-insurance payments at the time of service, and I am 

responsible for keeping my primary care referrals current.  I understand that I am responsible for paying any charges which insurance 

does not pay as a result of my not obtaining a referral from my primary care physician.   

 

I assign all benefits from said claims to Dr. Ekberg.  I further agree that a photocopy of this agreement shall be as valid as the original.   

 

I authorize Dr. Ekberg to release all necessary medical information to the PCP and referring physician listed on the front of this form 

and to my insurance carrier for processing my claims.   

 

________________________________________________________________        _______/_______/_______ 

 Patient or Responsible Party’s Signature            Date  

 

 

 

DO NOT SIGN HERE UNLESS INSTRUCTED  

I have reviewed the information I supplied on an earlier visit and I am not aware of any changes.   

 

________________________________________________________________        _______/_______/_______ 

 Patient or Responsible Party’s Signature            Date  

 

 

 


