
Midwest Fertility Specialists 
12188-A N. Meridian St., Ste. 250 Bradford Bopp, MD 2514 E. Dupont Rd., Ste. 220 
Carmel, Indiana  46032 Robert Colver, MD Fort Wayne, Indiana  46825 
Phone (317) 571-1637  Matthew Will, MD  Phone (260) 490-3456 
Fax (317) 571-9483 Erica Anspach Will, MD Fax (260) 490 4319 

Glen Adaniya, PhD 
______________________________________________________________________________ 

 

Form:260M 

Today’s Date________________       
 

PATIENT INFORMATION    (please print)                       EMAIL:________________________________________________ 
 
 
Patient’s legal name __________________________________________________________________________________    Nickname ______________________________________                             

(last)                                                     (first)                                                     (MI) 
 
Date of birth  __________________________ Age _____________ Martial Status      S      M      D      W   Social Security # ______________________________________________  
 
                                           
Street Address__________________________________________________________________________ Cell Phone ___________________________________________________  
 
                                                                                                        
City/State/Zip __________________________________________________________________________ Home Phone _________________________________________________   
 
                                              
Employer ______________________________________________________________________________ Work Phone___________________________________________________ 
                                                      
                                                                                                                                           
Name of partner/parent (circle one) ________________________________________________________________________Date of birth___________________ Age______________                                                                   
                                                                       (last)                                 (first)                                 (MI) 
 
 Phone________________________________________________________________Social Security #________________________________________________________________ 
 
  
Employer ______________________________________________________________Work Phone _________________________Cell Phone_________________________________ 
                                                   
 
Partner’s street address, 
if different from above   __________________________________________________________________ City/State/Zip ________________________________________________ 
                                                        
Emergency Contact 
Other than partner      ____________________________________________________________________  Phone ______________________________________________________  
 
                                                        
StreetAddress  __________________________________________________________________________  City/State/Zip________________________________________________                                 
                     
PREFERRED PHARMACY NAME AND PHONE:___________________________________________________________ 
INSURANCE INFO: 
 
Person responsible for payment (if not patient)____________________________________________Relationship______________________Home Phone________________________ 
  
Primary Insurance Co _______________________________________________________________ Effective Date ________________ Policy No _____________________________   
                                              
Insurance Mailing Address ___________________________________________________________City/State/Zip _______________________________________________________ 
                                         
Secondary Insurance Co _____________________________________________________________Effective Date ________________ Policy No _____________________________  
                                                
Insurance Mailing Address ___________________________________________________________City/State/Zip _______________________________________________________    
 

REFERRAL INFORMATION:                
Are you being referred by another physician, family member, or friend?      NO      YES       IF  YES, who?______________________________________________________________            
 
 

IT IS CUSTOMARY TO PAY FOR SERVICES WHEN RENDERED.  ALL PROFESSIONAL SERVICES ARE CHARGED TO THE PATIENT. 
THE PATIENT IS RESPONSIBLE FOR ALL FEES, REGARDLESS OF INSURANCE COVERAGE. 

INSURANCE AUTHORIZATION (PLEASE READ AND SIGN) 
 
I hereby authorize Midwest Fertility Specialists to furnish Insurance companies, or their representatives, information concerning my, or my dependent’s illness 
and treatments.  I hereby assign to Midwest Fertility Specialists all payments for medical services rendered to my dependents or myself.  I understand that I am 
responsible for any amount not covered by insurance and agree to pay for any collection and/or attorney fees if said reimbursement amounts are not paid within a 
reasonable time period. 
My signature also acknowledges that I have been given the opportunity to review Midwest Fertility Specialist privacy notice disclosure. 
 
                                                                                                                                                                                                           
_______________________________________________________Date__________             ____________________________________________________Date___________ 
(Signature of  PATIENT)                                                                                                                     (Signature of  PARTNER OR PARENT) 
 


