Women’s Health Consultants

Patient Information

(This information is confidential and necessary for our records.)

DATE:  _____________________ 



ACCOUNT # __________________

PATIENT’S FULL NAME _______________________________PREV. NAME USED ________________________

DATE OF BIRTH ______________ AGE _______ SOCIAL SECURITY # ___________________________________

ADDRESS  _____________________________ CITY __________________ STATE _____ ZIP CODE ____________

COUNTY ___________________________ E-MAIL ADDRESS ____________________________________________

**MAY WE SEND TEST RESULTS TO YOUR EMAIL ADDRESS:YES___ NO____

**MAY WE TEXT YOUR APPOINTMENT REMINDER CALL TO YOU: YES___NO___

PHONE # _________________________ CELL # ______________________ WORK # ______________________

PLACE OF EMPLOYMENT _____________________________ MARITAL STATUS:  S  M  W  D   RACE: _____

OCCUPATION: _____________________________________________________

EMERGENCY CONTACT _________________________________ PHONE # ___________________________

PHARMACY NAME ______________________________________ PHONE # ___________________________

PRIMARY PHYSICIAN ______________________________ REFERRING PHYSICIAN ______________________

SPOUSE (OR SIGNIFICANT OTHER) NAME ____________________________________________________

DATE OF BIRTH _______________  SOCIAL SECURITY # __________________ COUNTY _________________

ADDRESS  _____________________________ CITY __________________ STATE _____ ZIP CODE ____________

PLACE OF EMPLOYMENT _____________________________ PHONE # ___________________________

RELATIONSHIP TO PATIENT ___________________ E-MAIL ADDRESS ________________________________

PRIMARY INSURANCE ___________________________SECONDARY INSURANCE ________________________

PHONE # __________________ POLICY # ____________ PHONE # ______________ POLICY # ________________

INSURED NAME ________________________________   INSURED NAME _________________________________

I hereby assign payment of authorized medical benefits to include major medical benefits to which I am entitled, to be made, on my behalf to Women’s Health Consultants for any services furnished by that practitioner. I authorize release of medical information needed to determine these benefits payable to related services. I understand that I am financially responsible for all charges whether or not paid by said insurance company. In addition, I agree to pay any additional charges related to the cost of collection (including but not limited to, collection agency fees, reasonable attorney fees and court cost) in the event I would fail to pay my bill. 

Women’s Health Consultant does not deny any benefits or services because of race, color, national origin, age, gender, disability, religious or political beliefs. If you feel you have been discriminated against, you may file a Complaint of Discrimination with the Office Manager of this facility. You will not suffer any penalty because you file a complaint. 

GUARANTOR SIGNATURE _______________________________ DATE ____________________

(OR LEGAL GUARDIAN, IF MINOR)

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

Patient’s Full Legal Name:_________________________________________________

Address:_____________________________________   Date of Birth:_____________

_____________________________________________  SSN:_____________________

     I hereby acknowledge that Women’s Health Consultants has provided me a copy 

upon request of the HIPPA Notice of Privacy Practice.

___________________________________________   Date:______________________

  Signature (Individual/Authorized Representative)

Please specify who can have information pertaining to your relationship with this office, i.e… results, appointment reminders, account balances, ect.

1.)___________________________________ Relationship:______________________

2.)___________________________________ Relationship:______________________

3.)___________________________________ Relationship:______________________

4.)___________________________________ Relationship:______________________

5.)___________________________________ Relationship:______________________

*** MAY WE LEAVE MESSAGES ON YOUR HOME/CELL ANSWERING MACHINE REGARDING APPOINTMENTS AND RESULTS?_________________

** If you are a personal representative signing this Acknowledgement, please provide a description of your relationship to the individual and a description of your authority to act for the individual.

Relationship to individual:_________________________________________________

Authority to act for individual:_____________________________________________

                                                                         Notice of Privacy Practice Effective Date: 04/14/03

                                                                                     Keep in Medical Record
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NAME:________________________________________________________ BIRTH DATE__________________________

FAMILY HISTORY IF ANY FAMILY MEMBER HAS HAD ANY OF THE FOLLOWING, PLEASE CIRCLE THE NUMBER AND EXPLAIN IN THE SPACE PROVIDED. INCLUDE  PARENTS, BROTHERS, SISTERS, AND CHILDREN ONLY.

1) Epilepsy
2) Migraines
3) Depression
4) Diabetes
5) Thyroid
6) Hayfever/allergies


7) Asthma
8) Anemia
9) Blood clots
10) Osteoporosis
11)Arthritis
12) Heart disease

13) Stroke 
14) High blood pressure
15) High cholesterol
16) Alcoholism
17)Hepatitis


18) Cancer
19) Gynecologic disorders

_________________________________________________________________________________________________

_________________________________________________________________________________________________

HOSPITALIZATIONS (DO NOT INCLUDE PREGNANCIES)

        YEAR
               ILLNESS OR SURGERY


YEAR
                             ILLNESS OR SURGERY

	                          
	
	
	

	
	
	
	

	
	
	
	


MEDICATIONS PLEASE LIST ALL PRESCRIPTION  MEDICATIONS AND THE DOSAGE YOU ARE CURRENTLY TAKING.

      MEDICATION                               STRENGTH      HOW OFTEN?                  MEDICATION                                   STRENGTH       HOW OFTEN?
	


	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


SUPPLEMENTS AND OVER-THE-COUNTER MEDICATIONS PLEASE INCLUDE VITAMINS AND HERBAL SUPPLEMENTS.

      NAME

       STRENGTH       HOW OFTEN?                      NAME                                              STRENGTH        HOW OFTEN?
	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


ALLERGIES TO MEDICATIONS, LATEX, OR METALS   PLEASE LIST ALLERGIES AND TYPE OF REACTION.

___________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________
MEDICAL HISTORY-- MARK ( C ) FOR CURRENT PROBLEM  () IF PAST HISTORY 

___HAYFEVER/ALLERGIES
___PNEUMONIA
___BRONCHITIS/CHRONIC COUGH   ___ASTHMA   ___SHORTNESS OF BREATH

___CHEST PAIN   ___HIGH  BLOOD PRESSURE   ___HEART MURMUR   ___VARICOSE VEINS   ___PHLEBITIS/BLOOD CLOTS   ___LOSS OF APPETITE


___HEARTBURN
___ULCER   ___NAUSEA/VOMITING   ___ABDOMINAL PAIN   ___GALLBLADDER PROBLEMS   ___HEPATITIS   ___DIARRHEA

___CONSTIPATION   ___DIVERTICULOSIS   ___CROHN’S/COLITIS   ___IRRITABLE BOWEL SYNDROME   ___BLOODY OR TARRY STOOLS   

___HEMORRHOIDS   ___HERNIA   ___KIDNEY STONES   ___WEIGHT LOSS/GAIN   ___ANEMIA   ___BLOOD TRANSFUSION ___DIABETES  

___ARTHRITIS   ___BONE FRACTURES   ___OSTEOPOROSIS   ______THYROID DISEASE   ___SEIZURES   ___STROKE   ___HAIR LOSS    

PLEASE COMPLETE NEXT PAGE
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 ___HEADACHES    ___MIGRAINES ___SLEEP PROBLEMS   ___SEXUAL PROBLEMS   ___DEPRESSION   ___ANXIETY   ___MOODINESS

___FEELINGS OF WORTHLESSNESS ___DECREASED LIFE ENJOYMENT    ___SUICIDAL THOUGHTS/ATTEMPTS   ___MENTAL ILLNESS 

___ALCOHOL USE_______DRINKS PER WEEK   ___STREET DRUGS(TYPE_____________)LAST USED__________

___DRUG REHAB TREATMENT(COMPLETED_________)   ___TOBACCO USE____ CIGS/DAY,# YEARS USED_____ YEAR QUIT____________________

___CANCER(TYPE____________________________________TREATMENT____________________________________WHEN COMPLETED_____________)

___RHEUMATIC FEVER   ___CHICKENPOX   ___MEASLES   ___MUMPS   ___RUBELLA   ___TUBERCULOSIS  

___URINARY SYMPTOMS(___URGENCY   ___FREQUENCY   ___LEAKAGE ___BURNING) # OF TIMES UP DURING THE NIGHT TO URINATE________

___REGULAR EXERCISE(TYPE_________________________________________________________________________TIMES PER WEEK______________)

___HIV/AIDS   ___HERPES   ___CHLAMYDIA   ___HPV/VENEREAL WARTS   ___ABNORMAL PAP(YEAR___________TREATMENT_________________)

AGE PERIODS FIRST BEGAN_________FIRST DAY OF LAST MENSTRUAL PERIOD_____________________DAYS OF FLOW_________ 

LENGTH OF CYCLE(FIRST DAY TO FIRST DAY)________   ___PAIN/CRAMPS   ___PAIN/BLEEDING WITH SEX  

 ___HOT FLASHES(# PER DAY______)      ___NIGHT SWEATS(# PER NIGHT________)   ___VAGINAL DRYNESS     

 METHOD OF BIRTH CONTROL________________________________NAME OF BIRTH CONTROL PILL___________________

NUMBER OF:   _____PREGNANCIES _____ABORTIONS _____MISCARRIAGES ______LIVE BIRTHS   _____STILLBIRTHS

 PREGNANCY HISTORY
     DATE
           SEX      BIRTH       WEEKS AT     HOURS IN           TYPE OF     LIST ANY COMPLICATIONS DURING THE PREGNANCY AND

                                         WEIGHT    DELIVERY     LABOR            DELIVERY       LABOR/DELIVERY 

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


DATE OF LAST EXAM/TEST
MAMMOGRAM _______________ (NORMAL/ABNORMAL)      PAP SMEAR _______________ (NORMAL/ABNORMAL) 

 CHOLESTEROL ______________   BONE DENSITY SCAN_______________   HEMOCCULT_______________ COLONOSCOPY_______________

IS THERE ANY UNUSUAL STRESS IN YOUR LIFE AT THIS TIME?_______________PLEASE EXPLAIN:

___________________________________________________________________________________________________________

IS THERE ANYTHING ELSE WE NEED TO KNOW ABOUT YOU TO PROVIDE YOU WITH THE KIND OF CARE YOU WANT?(i.e.,  PREVIOUS EXPERIENCES WITH WHICH YOU WERE UNHAPPY, RELIGIOUS CONCERNS, FEARS, ETC.)

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

______________________________________________________          _____________________

PATIENT SIGNATURE







DATE

	FOR OFFICE USE ONLY


REVIEWED BY:_________________________________________________________________   DATE:____________________
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