





Western Carolina Women’s Specialty Center Patient Intake History

Name: Age: Date of Birth: __ /__/ Visit Date: / /120
Reason for today’s visit:
Referring MD: Primary MD:

Medications: Outside our practice:

From our practice:

Calcium Supplement: U none mg/day Vitamin D Supplement: O none |U/day Multivitamin: O

Drug Allergies: U none

Medical Conditions: U none U Abnormal Pap smear: Year- Treatment-

O Anxiety U Depression U Heart attack: Year- Q) High cholesterol U Osteoporosis

Q Arthritis U Diabetes U Heart murmur Ql Irregular heart beat 1 Stomach ulcer

QO Asthma U Diverticulosis U Hepatitis/liver disease Q Irritable bowel Q Stroke: Year-
Q Bipolar U Emphysema U High blood pressure Q Kidney stone U Thyroid

O Blood Clot: Year- Treatment- U Fibromyalgia

U Breast Problem:

Q Cancer - U Breast 1 Cervix 4 Colon U Ovary O Uterus Q1 other:
Treatment-

Other medical problems:

Past Surgery: U no major surgery

Q hysterectomy  Year- - U vaginal U abdominal U one ovary U both ovaries- removed

Q bladder control surgery- Year- U vaginal O abdominal

Other surgeries: U breast- U gall bladder QU tonsils O hip replacement U knee replacement
Gynecologic History: Last menstrual period: Obstetric History: Number of pregnancies

Age at 1stmenstrual cycle: Number of vaginal deliveries ___ C-sections ___

U My cycles are regular every ____ days, &last ____ days Weight of largestchild____ Ib__ oz

QO My cycles are irregular, every o days O Tear into rectum

U My cycles stopped in U No hormone therapy 1 Hormones since: U Used hormones for ___ years
Contraception: U none U birth control pills U tubal U vasectomy U not sexually active

Family History: Please note which family member(s) & age at onset of the condition

Q) Cancer: Breast- U Cancer: Cervix-

Q Cancer: Colon- U Cancer: Ovary-

Q Cancer: Uterus- 4 Cancer: other -

Q Diabetes U Heart attack-

Q) Osteoporosis- U Stroke-

Social History:

Marital status: U single O divorced U married U widowed 0 male partner U female partner
Lives with: O self O spouse U children O significant other U friend U assisted care
Occupation: U1 Do not work outside the home [ Retired from:

Education: U elementary school O high school U college U postgraduate-
Exercise:  none O rare O regular (4 2-3 times/week O several times/week)
Type of exercise: 4 walk other-

Tobacco use: L none U former-quit__ yago O pack/dfor 'y
Alcohol use: U none drinks per week Recreational Drug Use: U none
Test Year | Normal | Abnormal Test Year | Normal | Abnormal
Most Recent Screening Tests: | Bone Density g a Cholesterol a d
Colonoscopy d U Mammogram d a
Pap a a a a




Patient Name

Date

Please check any of the following symptoms that you are having:

Constitutional:
Eyes:

HENT:

Breast:
Cardiovascular:
Respiratory:

Gastrointestinal:

Urinary:

Gynecologic:

Skin:
Neurologic:
Musculoskeletal:
Endocrine:

Psychiatric:

O fatigue 0Ofever 0O loss of appetite O unplanned weight loss O unplanned weight gain

0 unexplained visual changes

0O headaches 0O dental problems 0O dentures

Olumps 0O pain Oskin changes 0O nipple discharge

O chest pain O palpitations
O shortness of breath O cough

O nausea [ vomiting O constipation
O black or tarry stools O narrow stools

O early fullness 0O abdominal pain
O leakage of stool 0O diarrhea

O urinary urgency O urinary frequency O pain with urination
0 incomplete emptying O void >2 times overnight

0 leakage of urine

O irregular bleeding O heavy periods
O painful intercourse - O vaginal dryness

0 painful periods 0O vaginal discharge
0 postmenopausal bleeding O vaginal bulge

O changes in mole 0O new worrisome changes
O muscular weakness
I joint pain

O low back pain

0 decreased libido 0O excess hair growth O night sweats 0O hot flashes

Oanxiety 0O depression O difficulty sleeping

O blood in stools

Hematology: O lymph node enlargement
Please list date of last: Menstrual Period Pap Mammogram
Colonoscopy Bone Density Cholesterol Test Ultrasound

List any other issues to discuss with your doctor

Preferred pharmacy for today’s prescription:

02/2011

Name of Pharmacy location







NOTICE OF PRIVACY PRACTICES

Western Carolina Women's Specialty Center, PA

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
Please review it carefully.

The Health Insurance Portability & Accountability Act of 1996 (“HIPAA”) is a federal program that requires that all
medical records and other individually identifiable health information used or disclosed by us in any form, whether
electronically, on paper, or orally, are kept properly confidential. This Act gives you, the patient, significant new
rights to understand and control how your health information is used. “HIPAA” provides penalties for covered
entities that misuse personal health information.

As required by “HIPAA”, we have prepared this explanation of how we are required to maintain the privacy of your
health information and how we may use and disclose your health information.

We may use and disclose your medical records only for each of the following purposes: treatment, payment and
health care operations.

+ Treatment means providing, coordinating, or managing health care and related services by one or more
health care provider. An example of this would include a physical examination.

+ Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or
collection activities, and utilization review. An example of this would be sending a bill for your visit to your
insurance company for payment.

¢ Health care operations include the business aspects of running our practice, such as conducting quality
assessment and improvement activities, auditing functions, cost-management analysis, and customer
service. An example would be an internal quality assessment review.

We may also create and distribute de-identified health information by removing all references to individually
identifiable information.

We may contact you to provide appointment reminders or information about treatment alternatives or other health-
related benefits and services that may be of interest to you.

Any other uses and disclosures will be made only with your written authorization. You may revoke such
authorization in writing and we are required to honor and abide by that written request, except to the extent that we
have already taken actions relying on your authorization.

You have the following rights with respect to your protected health information, which you can exercise by
presenting a written request to the Privacy Officer:

+ The right to request restrictions on certain uses and disclosures of personal health information, including
disclosures to someone involved in your care or payment for your care, like a family member or friend. We
are not required to agree with your request. If we do agree, we will comply unless the information is
needed to provide you emergency treatment.

* The right to reasonable requests to receive confidential communications of protected health information from
us by alternative means or at alternative locations.

* The right to inspect and copy your protected health information.

¢ The right to amend you protected health information.

* The right to receive an accounting of disclosures of protected health information.

¢ The right to obtain a paper copy of this notice from us upon request.

We are required by law to maintain the privacy of your protected health information and to provide you with notice
of our legal duties and privacy practices with respect to protected health information.

This notice is effective as of April 14, 2003, and we are required to abide by the terms of the Notice of Privacy
Practices currently in effect. We reserve the right to change the terms of our Notice of Privacy Practices and to
make the new notice provisions effective for all protected health information that we maintain. We will post and you
may request a written copy of a revised Notice of Privacy Practices from this office. You have recourse if you feel
that your privacy protections have been viclated. You have a right to file written complaint with our office, or with the
Department of Health & Human Services, Office of Civil Rights, about violations of the provisions of this notice or the
policies and procedures of our office. WWe will not retaliate against you for filing a complaint.

For more information about HIPAA or to file a complaint:

The US Dept of Health and Human Services Office of Civil Rights
200 Independence Ave, SW Washington, DC 20201 (202) 619-0257 or 1-877-696-6775

Motice of Privacy Practices 10.20.03



Patient Information Questionaire

1. Identify the family members or other persons, if any, who we may inform about
your general medical condition and your diagnosis (including treatment ,
payment and health care operations):

Name Relationship
Name Relationship
Name Relationship

2. Please identify the family members or significant others, if any, who we may
inform abut your medical condition ONLY IN AN EMERGENCY:

Name Phone Number

Name Phone Number

3. All billing statements and/or other correspondence (including normal lab results,
appointment reminders, etc.) will be mailed to the home mailing address
indicated by the patient on the patient information sheet completed by the
patient each year. If the above information needs to be mailed somewhere
other than the address indicated above, please specify that address below.

4. Please indicate the telephone number where you want to receive calls about your
appointments, lab and radiology results or other health care information, if other
than your home and/or cell phone number.

**I AM FULLY AWARE THAT A CELL PHONE IS NOT A PRIVATE LINE**

3k 3K 3K 5K 3K 3K 5K 3K 5K K 5K 3K 5K 5K 2K 3K 3K 3K 5K 3k 5K 3K 3K 5K K 3K 3K 3K 5K 3K 5K 3K K 5K K 3K 3K %K 5K oK 5Kk 3K K 5K K 3K oK K oKk %k Kk Kk k >k k

5. Can confidential messages (i.e. appointment reminders) be left on the answering
machine or voicemail of the telephone number or numbers listed above?

YES NO

Patient name:
Please Print

Patient Signature

Date:

pt privacy 091505
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

| understand, that under the Health Insurance Portability & Accountability Act of 1996
(“HIPAA"), | have certain rights to privacy regarding my protected health information. |
understand that this information can and will be used to:

e Conduct, plan and direct my treatment and follow-up among the multiple
healthcare providers who may be involved in that treatment directly and
indirectly.

¢ Obtain payment from third-party payers.

¢ Conduct normal healthcare operations such as quality assessments and
physician certification.

I have received, read and understand your Notice of Privacy Practices containing a
more complete description of the uses and disclosures of my health information. |
understand that this organization has the right to change its Notice of Privacy Practices
from time to time and that | may contact this organization at (828) 670-5665 to obtain a
current copy of the Notice of Privacy Practices.

Patient Name: Date of Birth:

Printed

Patient or Legally Authorized Signature:

Signature

Relationship to patient if signed by anyone other than the patient:

(parent, legal guardian, etc)

Date:

Should you choose not to sign this acknowledgement, we will continue to provide your
treatment and will use and disclose your protected health information for treatment,
payment and health care operations when necessary.

OFFICE USE ONLY

| attempted to obtain the patient’s signature in acknowledgement on this Notice of
Privacy Practices Acknowledgement, but was unable to do so as documented below:

| Date: | Initials: | Reason:

Privacy Practices Acknowledgement 10.20.03



Western Carolina Women’s Specialty Center
Financial Policy

Your insurance contract is an agreement between you, your insurance
company and, in many cases, your employer. All charges incurred at
Western Carolina Women'’s Specialty Center are your responsibility. Any
disputes with the insurance company should be handled by you. As a
courtesy to you, we will file a claim with your insurance company(s)
“assigned” so the insurance portion will come directly to our office. Due to
increased cost in filing claims, we will only file a secondary claim once and
we will not file with a third insurance company.

Payment is due when services are rendered. In the instances where
the patient has “co-pay” insurance, this co-pay is collected at time of
service. We accept cash, personal checks, debit and most major credit cards.
There is a $25.00 fee assessed for all checks returned for insufficient funds.

Western Carolina Women'’s Specialty Center considers an account
delinquent if not paid in full within 30 days. After 60 days the account may
be turned over to a collection agency. At that time, you will be discharged
from the practice. ‘

Patients that have no insurance (this does not include plans with high
deductibles or hospital only benefits) are expected to pay all fees associated
with the visit at the time service is rendered and will receive a 30% discount
if paid by cash or checks and a 25% discount if paid by a credit card.

Please remember we have a 48 hour cancellation policy. There is a
$50.00 fee for not showing, canceling or rescheduling your scheduled
appointment with 48 hours in advance.

Please sign below acknowledging that you have read and understand the
policy outlined above.

Patient Name: DOB:

Patient/Guarantor Signature:

Date:

Office use only: Acct # Initials Date

Financial policy 2.2011





