
          Bahamas Specialty Centre Ltd.
DR. RONALD KNOWLES, OB/GYN
LAGOON COURT, SANDYPORT, P.O. BOX SP 64026, NASSAU, BH  ▪   P. 242 327 8618/8667  ▪   F. 242 327 8667  ▪    DOCRKNOWLES@GMAIL.COM
PATIENT INFORMATION           New Patient          Name Change          Address Change            Insurance Change

THIS SECTION MUST BE COMPLETED FOR ALL PATIENTS:      Today’s Date ______/______/______
Name: _____________________________________________________________________________________
                    Last                                                                                                        First                                                                       Middle 
Date of Birth: _____/_____/_____   Age: _______ NIB #: ____________________   Sex:       Male           Female
                                        M             D               Y
Mailing Address _____________________________________________________________________________
                                                                                                                                                   City                                           State                           Zip
Home Phone: (            ) ___________________________ Cell Phone: (           ) ___________________________
Patient’s Occupation: ________________________________ Work Phone: (           ) ______________________
Email address:_______________________________________________________________________________
Marital Status:          Single          Married           Divorced          Widowed           Separated
RESPONSIBLE PARTY (if different from patient)
Name: _____________________________________________________________________________________
                     Last                                                                                                                      First                                                                    Middle 
Address: ____________________________________________________________________________________
                                                                                                                                                           City                                        State                              Zip
Home Phone: (              ) _________________________ Work Phone: (             ) __________________________
Date of Birth: _______/_______/_______   NIB #: _________________________   Sex:           Male         Female
INSURANCE COVERAGE – PRIMARY
Insurance Co. Name: ________________________________ Phone: (         ) _________________ Ext: _______
Name Policy Holder (Insured): ______________________________________ Date of Birth: _____/_____/_____
											              M             D               Y
Policy/Cert./ID #: ____________________________ Group Name or #: _________________________________
Employer Name: _____________________________________________________________________________
Check relationship to subscriber:           Self             Spouse            Child            Other
REFERRED BY: __________________________________________________________________________
In case of Emergency, who should be notified? ___________________________ Phone: (       ) ______________
RELEASE OF INFORMATION:
I authorize the release of medical information to my primary care or referring physician, to consultants if needed and as necessary to process insurance claims, insurance applications and prescriptions. I also authorize payment of medical benefits to the physician were necessary. The above information is true to the best of my knowledge. I understand that I am fully financial responsible for all fees and balances not covered by my insurance and that they will be paid in full when I am billed.  I consent to pictures being taken of me for diagnostic and treatment purposes.  I understand that I will be charged for an office visit if I do not give 24 hr notice of cancellation.

Patient or Responsible Party Signature _______________________________________ Date _____/_____/_____
                                                                                                                                                          M            D            Y
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