TEACHERS HEALTH TRUST @WELL

For Teachers By Teachers Quality Care

My Best Pregnancy Program Enroliment Form
Please complete all fields and answer all questions

Member Information

Member Name

Member ID
Member Phone (H) (C)
Best Contact Method Home Phone Cell Phone E-mail

Member E-mail

Member Date of Birth

Provider Information

Name of Current Primary Care Physician

Name of PCP’s Group

Name of Current OBGYN

Name of OBGYN Group

Name of Current Perinatolgist
(if applicable, if known)

Name of Perinatology Group
(if applicable, if known)

Member History

What is your gestational age?

Estimated Date of Confinement (EDC)?

Why are you being referred to a Perinatologiste

Please email completed form to mybestpregnancy@wellhealthgc.com
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