
 

UCSF Medical Center at Mt. Zion - Department of Ob/Gyn and Reproductive Sciences 

Women’s Options Center 
New Patient Info Form  
 
 

You may e-mail completed forms to us at woc@obgyn.ucsf.edu . Please put “Intake Form” in the subject line. 
You may send a fax to (415) 353-9605. Cover sheets are not required. 

YOUR CONTACT INFORMATION 

Name  
Birthdate  
mm/dd/yyyy  

Social 
Security #   

Primary 
Language  E-mail address  

Address  Apt#:  City  Zip  

Home #  ok to call home?  Cell #  ok to call cell?  

Work #  ok to call work?   Alt Contact #  

With whom is it okay to speak or leave messages? name(s)  relation  

Employer  Occupation  

Are you traveling soon? Destination              Dates: From  To  

First Day of Last Menstrual Period  
If had ultrasound, date of sono 
and weeks on that day. 

Date:                         Weeks: 
 

What type of appointme nt would you like to schedule?  
 

Medication Abortion 
(4-10 weeks)  

Suction Abortion/ 
D&C (~4-14 weeks)  

Surgical Abortion/ 
D&E (15-22 weeks)  

Ultrasound for  
Pregnancy Dating Only  Not Sure / 

I need more information to decide   

HOW DID YOU HEAR ABOUT US? UCSF 
Clinic  Other 

clinic  Other  
 

We like to thank referring clinics and providers. You do not need to complete this section if a friend referred you to us. 

Name/Clinic  

Address  Phone #  

Have you been seen  
at UCSF before?   

What is the name of  
your regular doctor or clinic?  

PAYMENT METHOD Please check one below and complete information as listed on your insurance card. 

 

Self-pay (amount determined by services). Cash or credit card payment due in full, at time of your visit. 
** Note: UCSF does NOT currently offer Self-Pay for OR procedure for gestations over 15 weeks.** 
 

 Insurance Company  Subscriber name  

       Subscriber Date of Birth  
Subscriber Employer 
or Group Name  

       ID or Policy #  Group #   

       Claims Address  City/State  Zip  

      Customer Service Phone Number  

We screen insurance as a courtesy to find out about benefit coverage. We will discuss coverage details with you and let 
you know if your insurance company requires us to collect a co-pay or a deposit.  If yes, payment is due by cash or credit 
card at the time of your visit. No personal checks. 
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