
BAYLOR MEDICAL CENTER AT FRISCO WOMEN’S CENTER 
5601 WARREN PARKWAY 

FRISCO, TX 75034 
Phone: 214-407-5506 Fax: 214-407-5522 

 
New Patient Registration Form 

Completion of this form allows us to register you & file with your insurance 
 

 
Patient Name: ______________________________________________ DOB: ___________________ 
 
Martial Status:   Married   Single   Social Security #_______-______-________   Race ______________ 
 
Patient Address: ____________________________________________________ Religion____________  
 
City: ________________ State: ____ Zip Code: _________   Occupation__________________________    
 
(H) Phone: ______________________________   (Cell) Phone: _________________________________  
 
Employer: _______________________________________ Phone: _______________________________ 
 
Address: _________________________________ City: __________________ State: _____ Zip: _______ 
 
Name of Doctor: ___________________   Date of Last Menstrual Period _______________  
 
Expected Date of Delivery: __________________ 
          
 
Primary Insurance Holder Information, (if different from patient): 
 
Name: ___________________________________________________   DOB: ___________________ 
 
Social Security #_______-______-________   Relationship to Patient: _________________________  
 
Employer/Occupation: ________________________________________ Phone#: __________________     
 
Address: _______________________________   City: __________ State: ____   Zip Code: _________ 
 
Insurance Company:  ___________________________ ID#: __________________ Group#: _________ 
 
Type of Plan:  PPO   POS   HMO   EPO   Choice Plus    Will the baby be added to this policy?   Yes    No 
 
If not, please provide other insurance information or explain method of payment: 
 
 
 
Emergency Contact:   
 
Name: ________________________________________________   Relationship: _____________________ 
 
Address: ___________________________________ City _______________ State ________ Zip _________    
(if different from patient) 
 
(H) Phone: _________________________ (Wk or Cell) Phone: ____________________________ 
 
 
                                                                                           

Patient Signature       Date 
Complete this form and fax back to 214-407-5522 
To expedite your check-in process, please have your Current Insurance Card and Picture ID available. 


