
Fertility Center of Sarasota
J.E. Pabon, M.D., P.A.

Tell us about yourself: Today’s date:
                 LAST                                              FIRST                                 MIDDLE

Name:_____________________________________________________________________________
Street Address:_____________________________________________________________________
City:_____________________________________State______________________Zip___________
Social Security Number:__________________________________________
Home Phone:__________________                   Work Phone:__________________
Cell Phone:____________________                    Date of Birth:__________________                   
Sex:     F_____ M_____Marital Status:________________                    
Spouse’s Name:__________________________

About your employer:

Employer:________________________________________Occupation:________________________
Address:_________________________________________
City:____________________State:___________________Zip:__________
Phone:_______________________

About your doctors:

Primary:_____________________________Phone:______________________________________
Address:_____________________________
City:__________________State:__________________Zip:________________
Referring Physician:_____________________________Phone:____________________________
Address:_____________________________
City:__________________State:__________________Zip:________________

About your insurance:

Insurance Company:__________________________________Phone:_______________________
Address:_____________________________________________
City:__________________State:____________________Zip:____________________
Primary Insured Name:__________________________Relationship to you:_________________
Policy Number:_____________________________Group Number:_________________________
Insured’s SSN:______________________________Insured’s Date of Birth:__________________

In the event of an emergency, whom should we contact?
Name____________________Relationship:______________Work #_______________Home #______________
How did you hear about Dr. Pabon?_______________________________________________________________
Please tell us a little about what brings you to see Dr. Pabon:
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________



FERTILITY CENTER OF SARASOTA
J.E. PABON, M.D., P.A.

Financial Policy
Your insurance is a contract between you and the insurance company.  We are not a party to that contract.

Not all services are a covered benefit.  We must emphasize that as a medical care provider, our relationship is
with you, not your insurance company.  While the filing of an insurance claim is a courtesy that we may
extend to our patients, all charges are your responsibility from the date the services are rendered.

We will be happy to supply you with an insurance claim form for you to submit to your insurance company
for reimbursement.  In special instances we may accept assignment.

If there is an uncertainty regarding insurance coverage for services that will be provided, we prefer that you
contact your insurance carrier directly for benefits on your plan.

If Dr. Pabon is a participating provider for your insurance company and your policy requires a written referral
from your primary physician or Ob/Gyn you are responsible for obtaining this referral.  Please make sure we
have the referral on hand at time of service or you will be responsible for the full amount of the services
rendered.

Payments for service is due at the time services are rendered.  You will be billed for any missed appointments
or appointments canceled without 24 hour advance notice.

FINANCIAL ARRANGEMENTS
We expect payment in full at each appointment. For your convenience, we offer the following methods of

payment, please check the option that you prefer.

                         Cash_____            Personal Check_____        Credit Card (Visa/MC/Discover)_________
All returned checks are subject to an additional $25 fee.

                      LATE FEES WILL BE ASSESSED ON ANY OUTSTANDING BALANCES DUE.

AUTHORIZE AND RELEASE
I authorize the release of any information including the diagnosis and the records of any treatment or
examination rendered to my child or myself during the period of such care to third party payers and/or other
health practitioners.
I authorize and request my insurance company to pay directly to the doctor or doctor’s group insurance
benefits otherwise payable to me.

I understand that my insurance carrier may pay less than the actual bill for services.  I agree to be responsible
for payment of all services rendered on my behalf or that of my dependents.  I understand and accept that I
am financially responsible for any and all charges incurred for professional services rendered to me.  I also
understand and accept that I am responsible for any charges incurred should collection proceedings become
necessary to enforce this agreement.

I have read and understood the above.

X______________________________________________________________Date:__________________
Signature of patient or parent (if minor)




