Pink Women’s Center
                                                                                       Acct#_____________


Patient Name ____________________________Drivers Lic # __________________
Date of Birth: __________________Social Security Number   ___________________
Address___________________________ Apt or House (circle)__________________

City & State___________________________    Zip Code:______________________
Cell Phone (____)___________________ Work (____)________________________
Email address: ________________________________________________________

Check One: Employed____ F/T Student _____ P/T Student _____ Unemployed _____

Check One: Single _____ Married _____ Other _____

Insurance Information:
Primary Insurance                                        Secondary Insurance

Ins Co ____________________________  Ins Co ___________________________

Spouse or Parent Name: _______________________________________________

Spouse:  Date of Birth ________________ Social Security Number______________ 

In case of emergency, Contact: ___________________Relationship _____________
Work Phone (___)_________________ Cell Phone (___)______________________
Race:_____________________  Ethnic Group-circle one:  Non Hispanic / Hispanic

Occupation:__________________  Language-circle one: English / Spanish / Other

Circle reason for today’s visit:        well woman/annual exam    problem visit    pregnancy
Describe problem: _______________________________________________________

             **Problem with a well woman exam may result in separate office visit charge**

OV ______    Paid _____                              Nurse/Dr Notes: ____________________________
U/S _____                                                      __________________________________________
Patient Name _____________________________________
What changes have there been in your life recently? __________________________________

Pharmacy Name______________Address________________________Phone_____________

Do you need 1 month or 90 day prescriptions? _______________________________________

Past History: Circle all that apply

Arthritis               High Blood Pressure     Other Kidney Disease:        Pneumonia

Asthma               Other Heart Disease:     __________________       Other Lung Disease:

Breast Tumor      _________________    Migraine Headaches          __________________

Diabetes 
    High Cholesterol            Mitral Valve Prolapse          Rheumatic Fever

Heart Attack        Intestinal Bleeding         Neurological Disease         Thrombophlebitis

Heart Murmur      Kidney Infection            Osteoporosis                      Thyroid Problems

Hepatitis              Kidney Stone                 Paralysis 


   Other: ____________

Type of surgery              Approximate Date           Type of Surgery     Approximate Date
1. ___________________________________ 4. ______________________________

2. ___________________________________ 5. ______________________________

3. ___________________________________ 6. ______________________________

Number of:  Pregnancies _____ Deliveries _____ Miscarriages ____ Abortions_____ 
Living children____
Please list previous pregnancies in chronological order:

Date   Sex    Wt          Delivery                Anesthesia/ Complications

____   ____  ____    Vag / CSec              ______________________________________
____   ____  ____    Vag / CSec              ___________________________________________
____   ____  ____    Vag / CSec              ________________________________________

____   ____  ____    Vag / CSec              ________________________________
Will you permit a blood transfusion for medical reasons? ______________

Date of last menstrual period_____________ Are your periods regular?_____________

Present type of birth control_________________
Do you want to change your birth control?___________If so, to what?____________________

Have you ever had an abnormal Pap Smear?________ Treatment?_______________

Patient Name ________________________________ 

Did your mother take DES or other hormones while pregnant with you?_________

With respect to your female organs, have you ever had: Circle all that apply

Abnormal bleeding                        Herpes Infection                               Tubal (Ectopic) Pregnancy

Chlamydia/Gonorrhea/Syphilis     Infections of the Tubes or Ovaries   Genital warts  
Tumor of the Uterus or Ovaries

List all currently used medications: ______________________________________________________________________

______________________________________________________________________

List all allergies to medications: ______________________________________________________________________
Genetic:   If of African American or Indian descent, have you or your husband had Sickle Cell carrier testing?  Circle one:   yes / no
If of Italian or Greek descent, have you or your husband had Thalassemia carrier testing? 
  Circle one:   yes / no
If of Jewish descent, have you or your husband had Tay-Sachs carrier testing? 
Circle one:  yes / no
Additional explanation of past history: ____________________________________________________________________________

Do you drink alcohol?____ If yes, estimated number of drinks per week?_______
Do you smoke? _________ How many packs a day? _________
Are you using any other drugs? _______ Type: ______________________________________

Are you sexually active? _____ Any difficulties or discomfort? ____________________

Family History: Is there a member of your family with a history of:

______ Cancer – Type: _____________      Who? ______________________________

______ Congenital(Inherited) Disease          Who? ______________________________

______ Diabetes                                            Who? ______________________________

______ Heart Disease                                   Who? ______________________________

______ High Blood Pressure                         Who? ______________________________

______ High Cholesterol                               Who? ______________________________

______ Kidney Disease                                 Who? ______________________________

______ Mental Retardation                            Who? ______________________________

______ Osteoporosis                                     Who? ______________________________

______ Twins                                                 Who? ______________________________

Date of last Pap Smear _____________  Results ______________________________

Date of last Mammogram ____________ Results ____________________________

Date of last Bone Density ____________ Results ______________________________

Date of last Colonoscopy _____________Results _____________________________

Patient Consent
1. I consent to the use and disclosure of my/the patient’s protected health information for the purpose of obtaining payment for services rendered to me/the patient, treatment and health care operations consistent with the Pink Women’s Center Notice of Privacy Practices.   

**We have copies available for the Notice of Privacy Practice / Financial Policy**

2. I have received, read and understood the Patient Financial Policy from Pink Women’s Center and I further agree to be bound by the terms stated therein. I also understand and agree that Pink Women’s Center may amend such terms from time to time.

3. I consent to the use and disclosure of my/the patient’s protected health information for the purpose of obtaining payment for services rendered to me/the patient, treatment and health care operations consistent with the Pink women’s Center Notice of Privacy Practices. I voluntarily consent  to any and all health care treatment and diagnostic procedures provided by Pink Women’s Center and its associated physicians, clinicians and other personnel. I am aware that the practice of medicine and other health care professions is not an exact science and I further state that I understand that no guarantee has been or can be made as to the results of the treatments or examinations at Pink Women’s Center.
4. I authorize payment of medical benefits to Pink women’s Center physicians or their designee for services rendered. Authorization to release information: I authorize Pink Women’s Center to release any medical information as may be necessary for the completion of my insurance claim to any insurance carrier, health or hospital plan.
5. I give permission to obtain all my medication/ prescription history when using an electronic system to process prescriptions for my medical treatment.
6. Acceptance of Financial Responsibility: I accept financial responsibility for any and all services rendered as there is no guarantee of benefits by my insurance. I understand that I will be responsible for collection fees of 30% of any balance if my account is sent to collections.
7. Patients in our practice may be contacted via email and/or text messaging to remind you of an appointment, to obtain feedback on your experience with Pink Women’s Center and/or to provide general health reminders/information. If at any time I provide an email or text address at which I may be contacted, I consent to receiving appointment reminders and other healthcare communications/information. The practice does not charge for this service but standard text messaging rates may apply as provided in your wireless plan.  We also have a new billing solution to add convenience and flexibility for our customers.  The system sends you a text with the balance due.  This will allow you to make a credit card payment, via a secure form, without the hassle of writing a check.  It can even scan your credit card instead of typing the information.
 
Electronic Disclosure of Medical Information – I understand that this information may be disclosed electronically by the Provider and or the Provider’s business associates.

_________________________________          _________________

Patient or Authorized Person’s Signature
     Date

