61/ﬂ/l<§ (e “ ' Patient Information Record

WOMEN'S HEALTHCARE

D

Patient will be responsible for all charges if form is not entirely complete.

-| Patient Name - : Nickname
. Last First - M.L.
Age . __ Gender [OM[JF Gender Identity 7 Marital Status S M- W D Sep. DP
DoB : SS# Sexual Orientation : Race/Ethnicity
Mailing Address _ » - '
- City State Zip
Email : ‘ H Home Phone
| Cell Phone . : Work Phone

Preferred Phone  [] Cell [] Home ] Work Preferred Method-for Reminder Calls VM Text . Email

.| Employer Occupation

Patiérit’s-Primary Care Doctor ' ' _ Phone

How did you hear about our office?

Emergenby Contact . : _ Relationship ——________ Phone

Spbuse or Parent (if minor) . ' : ' : _ Phone

Primary Insurance Company _ o
- g SRR Name of Insurance

Claims Address _
‘ . City State Zip
Phone __ _ Effective Date Co-Pay
| 1D/Policy # ' ; | Group # __ ' '
Policyholder’s Name __ : : : ‘ : Relationship to Patient
| Date of Birth - _ Policyholder’s SS# . Phone
?POIicyhoIder’s Employer : : :
‘Other Insurance Company :
: - Name of Insurance
Claims Address
. City State Zip
Phone '_ Effective Date . Co-Pay
ID/Policy # | Group #
Policyholder’'s Name ___ | ‘ ‘ Relationship to Patient
Date of Birth __ | Policyholder's SS# ___ _ Phone _

'-Policyholder’s Employer

' AUTHORIZATION TO RELEASE INFORMATION AND ASSIGNMENT OF BENEFITS

| authorize pa‘yméhfs of medii:’al’beneﬂt_’sw the provider for services rendered, or to be rendered in the future, without obtaining my signature on each claim submitted, and:understand the signature will bind me as
~though I personally signed the claim. I also authorize the release of any medical information necessary, | UNDERSTAND | AM RESPONSIBLE FOR ALL CHARGES. If this account should be referred to'a collection-agency
* Iwill be responsible for any. collection and/or legal fees. I have read and understand the office policy and procedures.

Responsible Party Signature L C : . Date

Rev. 9/19




/ WOMEN’S HEALTHCARE

ACKNOWLEDGEMENT OF RECEIPT OF
COMPREHENSIVE WOMEN’S HEALTHCARE'S
NOTICE OF PRIVACY PRACTICES

i _
My signature below indicates that | have been given the opportunity to review a current copy of

- Comprehensive Women'’s Healthcare’s “Notice of Privacy Practices”. My signature means that |

understand the terms of this notice. Please return this acknowledgement of receipt of notice to
Comprehensive Women’s Healthcare | understand that | may refuse to sign this

acknowledgement. 1
i

Printed name of patient or Iceigally authorized individual Date & Time

Signature of the patient or Ie}gally authorized individual Date & Time

Relationship to patient if signed by anyone other than the patient (parent, legal guardian,
personal representative, etc.)

For Office Use Only

Comprehensive Women'’s Healthcare could not obtain a written acknowledgement of receipt of
our Notice of Privacy Practice due to:

Individual refused to sign
Communication barrier prohibited it
An emergency situation prevented us

Other (please specify)
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COMPREHENSIVE WOMEN’S HEALTHCARE
INSURANCE AND FINANCIAL POLICY

Welcome to Comprehensive Women s Healthcare. We are committed to providing you with the best poss1b1e care and
treatment that may or may not be covered by your msurance '

‘We currently participate with most major insurance plans Insurance is'a contract between you and your insurance
company. It is your responsibility to know your benefits. If you are unsure of your benefits, you will need to contact your
insurance company for clarification of your benefits.

We will bill your insurance company for any services rendered. You must present your insurance card at the time of yo_ur
visit. Without your insurance card, your appointment will be rescheduled. Co-payments are due on the day of '
service and must be paid on the day of the appointment. We accept cash, personal checks, checks, debit cards,
VISA, Mastercard Discover and American Express

If you do-not have insurance, payment in full is due on the day of service or your appointxhent will be rescheduled.

If your insurance company requires a referral from your primary care physician for your' appointment, you must contact
their office prior-to your appointment. We cannot see you without a valid referral for your appointment.

Our office will bill your insurance company(s) based on the information you provided. Upon conclusion of the insurance
billing process, you may be responsible for a co-pay, a balance owed after insurance or a deductible. If an amount is due,
we will send you a courtesy billing statement. If the bill is not pa1d within thirty (30) days, we reserve the right to assign the
past-due amount to our outside collectlon agency. You hereby agree to pay any imposed collection charge fee up to 33% of
the amount owed in the event the account is referred to our outside collection service. )

. If you are unable to keep your appointment, please notify our office as soon as possible. We would like to offer an available
appointment to another patient. “No-Show” appointment will be subject to a $50 fee. If you are going to be more than 15
minutes late, we must receive a phone call to confirm we can keep your appomtment otherwise your appomtment will need
to be rescheduled. :

. A NSF, non-sufficient, -fee of $35 will be applied to each returned check.

. Request for medical records, for persona1 use, to other physicians, insurance companies etc. can take up to two weeks to
process. There will be a $25 fee to patients after the first request for additional copies. To avoid this fee, patients will need
to make additional copies for their personal file.

Procedure cancellations require 72 hours’ notice. If notice is not provided, a $100 fee will be charged.

I have read the above Insurance and Financial Policy and agree to these terms.

Patient/Responsible Party Signature ' Date

Patient Printed Name: ‘

Initial if you have received a copy of ‘policy/agreement. B




Patient Name: DOB: Today’s Date:

Patient Office Policy Agreement

We, at CWH strive for excellent patient care in a positive and caring environment. We want to maintain a
healthy atmosphere for both staff and patients that is safe, clean and enjoyable. Please read the following
established office policies and initial each indicated line, acknowledging your understanding.

Initial — Cell Phones
Please be courteous of the other patients and staff. Please turn off all cell phones and/or pagers during your
visit with the doctor. Individual uninterrupted attention is very important when it comes to your health.

Initial - Treatment of Staff
Any inappropriate treatment of staff will be a cause for discharge from our practice, this includes but is not
limited to aggressive or threatening behavior towards the staff, use of foul/bad language towards staff and/or
any other behavioral, verbal, or written communication, which is deemed inappropriate towards staff.

Initial - Good communication/Appointment Reminder
Good communication is crucial between patient and doctor. We have an automated courtesy reminder system
that will send an initial text or email at the time of scheduling, a 2-day reminder via the method you choose
(text/call/email) prior to your appointment. Do not depend on automated reminder system; you are still
responsible for keeping your appointments when scheduled.

Initial — Constructive Criticism
Constructive criticism of our practice is welcome. We do reserve the right to discharge anyone from the
practice in the event of patient non-compliance of care, the breakdown in communication and/or willful
slander/putting derogatory comments about our practice in person or on social media.

Initial — Office Appearance

Please be courteous when in the lobby, using the restrooms or while in an exam room to be sure all trash is
thrown away in a receptacle. Please don’t leave a mess, leave it as tidy as it was before.

By signing this form, you acknowledge that you are aware of this policy
and understand your responsibilities.

Patient Name (print):

X Date:

Signature of the patient or responsible party



Comprehensive Women’s Healthcare
1760 E. Pecos Road, Ste. 235
 Gilbert, AZ 85295
Phone: (480) 813-0944
Fax: (480) 813-0038

Medical Information Authorization

Patient Name:

DOB:

| understand that my information will only be shared with those involved with the maintenance of my care
and individuals that | provide the office permission to speak with regarding results or my medical information.
Please list all names and phone numbers of individuals you allow our office to release information to if

needed:

Name: Relationship: : Phone Number:
Name: Rélations‘hip: ‘ _Phone Number:
Name: ’ ' Relationship: - » Phqne Number:
This authorization is valid from ; to

(Start Date) (End Date)

() ! decline to list any authorized individuals to receive information about my care/results.

Please indicate which information can be disclosed:

(O Pap Smear Reports (O Operative Reports (JHIV

(O Pathology Reports () Pre-Natal Records (O H&P

(O Medication Log 0O Labs/X-Ray/Ultrasound Reports O Discharge Summary
() Progress Notes - (J ALL RECORDS

() Other: ' | '

Patient Signature ' ‘ Date

Comprehensive Women'’s Healthcare Staff Witness Date
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Please fill in oll information on front and back of form PLEASE USE BLACK INK ONLY

Today's Date
Name Date of Birth / /
Referred by Primary Care Doctor _
Reason for today's visit Pharmacy Address & Phone #
Menstrual History ' Gynecological History
First day of last period / I Age at first period Have you had any of the following? {Check all that apply)
Your periods occur eveﬁf days and last for days O Abnormal Pap Smear Breast Pain 2 Chronic Pelvic Pain
) N R ‘ 1 DES Exposure O Endometrigsis [ Genrital Warts
Ary problems with your periods? oNo o Yes - e o
o Heavy flow o Clots o Pain/Cramping o Irregular periods o Discharge O Infertility O Quarian Cysts 0 Pain with Intercourse
o Bleeding between periods o Other OPID O PMS C Recurrent Miscarriage
if menopausal O Becurrent Vaginitis O sTD
Agefyear began Any Postmenopausal bleeding? O No T Yes O Urinary Incontinence DO UTi {chronic) O Uterine Fibroids
' ' T Nene of the ashove {odditional medical history on the bock of form}

Did you/are you taking hormones? Yes No

Contraceptive Histo | Preventive Care History  Last WWE:

Are you currently sexually active? O¥Yes OMo O Meverbeen Last Pap Smear Date: O Normal O Abnormal
Howr many life time partners? Howe many in the last year? Last Miammmogram Date: C Mormal O Abnormal
Current method of birth contro! {Indude tubal or vasectony) Last Colonoscopy Date: O Normal  Abnormal
Any problems with current method? ONo O Yes | Last DEX& (Bone Scan) Date: O Normal O Abnormal
Dir:[r:ssclzrfi{f ;;TE{E:HE;:;C: 2‘;‘:‘:;;;22? i Depo Provera O IUD Last Cologuard Date: 0 Normal & Abnormal
O NuvaRing £ Implanon O Nexplanon O Spermicide O Sponge O Other | Vaccinations (year] Gardasil Flu

O Mo previous birth control ; Hepatitis B —_ TDAP [Tetanus)

MM/DDSYYY | Bwks@Delivery | i

Your age at first delivery:

Surgical History (Please fist all surgical procedures) o None Allergy History {List all medication allergies and reaction] = None
Surgery. Date Allengy. Reaction,
Surgery Date Allargy. Reaction
Surgery Dare Allergy Reaction
Surgery. Date | Allergy Reaction
Surgery Date | Allergy Reaction

Current Medication Histo! Social 8 Lifestyle History

{Pizase include current prescriptions and medications ONLY] = Mone MaritalStates_____ Occupation
Tobacca Smaker O Naver [ Former O Current - Amt/Day
Drug name Dose Alcohol Uss ONo O ¥es  Ifyes, Amt/Wk
Drug name Dose Cafieine Use O MNo O¥es  Street Drugs/Marijuana use [ No O Yes
Drug name, Dose Domastic Abuse O No TYes Ifyes, O Current or O Past
Drug name Dose : Regular Exercise DO Mo DYes Type Amt Wk
Drug name Dosz tonthly Breast ExamD No O Yes  Have you had ChickenPox O No O Yes

Drug name Dose Do you have s Health Care Directive {living will] & No O Yes




'Past Medical History 0 ndicate Relationship

Anemia S - 4 Family. =

' Sickle - Call Diseass

‘Other Medical Hlstm-y we should know about

Ek'pe’riencing Today / Recently

Review of Sysmems - You are mmem?y having any of the faﬂmmng

Gonsntutmnal

Eves

Head, Ears, Nose,
& Throat

Breast

Cam[ﬂﬁscuﬁar

Respiramrv

Gmmmtasnnai '

Eenrtourmaw

* Integumernt

{Skin}

Neurslogic

" Musculoskeletal

Endocrine

7 Psythiatﬁé: '

Heme-wmph -

Are there any other pmblems that are mportant to you foday?
‘o No O Yes _

T : :
}, Patient Signature:_
| e

Altergic- ‘
Immunclogic -

Height:

Weigh't:

BP:

Reviewed by: '




