PATIENT MEDICAL HISTORY
Please complete the following information as accurately as possible. If you cannot remember specific
Details, please give best estimates. Your responses will help the provider address your medical

concerns better.

Name: , DOB: Date:

Marital Status: Single___, Married__, Widowed___, Divorced___, Domestic Partner _ SS#

Address: , City , State , Zip:
Home Phone: , Work Phone: , Cell Phone
Occupation: , Email;

Preferred Method of Communication: Phone , Mail , Email , Text
How did you hear about us? Referred by:

Spouse’s Name: , Contact # ,DOB
Spouse’s

Occupation:

Emergency Contact Name: , Phone

Primary Care Physician , Phone , Fax
Pharmacy Name: , Phone , Location

Reason for Visit:
What is the reason for your visit: Annual , OB , Gyn Problem

What are your
symptoms:

Health Maintenance Screening Tests:

Colonoscopy: Yes , No , Results , Date
Dexa Scan: Yes , No , Results, , Date
Mammogram: Yes , No , Results, , Date

Pap Smear History:

Pap Smear: Yes , No , Results: Normal , Abnormal , Date:
LEEP: Yes ., No: , Date

Colposcopy: Yes , No: , Date:

History of HPV: Yes , No , Date:

Received HPV Vaccine: Yes: , Inj 1 ,Inj 2 ,Inj 3




. - e

L . Major iness __Yes - Major llness Yor ]
| Anemia Hepatitis & A 0 B O C -
 Anxiety High hiood Pressure
Arthritis/Joint Pain High Cholesterol - e
Asthma Hypothyroid ]
| Blood dat/DVT Hyperthyroid
| Blood Transfusions Interstitial Cystitls N _
Breast: Cancer 115 Qrritable bowel syndrome)
Cancer- st type: i Jaundive .
| Cheonie Lung Disease Migraines .
_Depression . Usteopenia
Diabetes Typel. Osteoporosiy
Diabetes Type 2 ) - Ovarlan Cancer
Fibroids Sctzures _ ) o
Fracture Sexnally Transmitted Discase .
| GERD Stroke
Heart Disease Tubercwlosis-TR - o
Other: .

Pastiurgical History: [T No past surglcal history

Cﬂnlplic:éat_ialls? )

".h’i”ear ! ' - ' Burgéi*y

Corrent Medications: 1 Nons I there 15 not suffivient space please attach copy of medications list to this form.
Prescription and non-prescription medicine, vitaming, home remedies, hirth contral pills, herbs:

L J\/I_e:dica'tinnm . __ Dosage (rag) Frequency ' Prescribing Plysician




Allergies: (Food, Drogs, Environmental) (iNoge Tl afex Fodine

Allergy

. Tnteraction

“Allergy

Interaction

Eavniily Medica) History: Please indicat

famnily meraber by checking the approp

¢ below significant medical problems of family members. Indicate which

riate column and the AGE OF ONSET: [INo Fanily History ClAdopted

¥ 5 i N E 4 E E = E
H & & £ = 4
a2 [5] [*] o =
é g & & 3,2, §x§. Ez&, Egi Eg& § &
Blood Clots/DVT
Bresst Cancey
Cervical Cancer
Colon Caneer
Diabeteg
Qvarian Cancer
Hypertension
Stroke
Uterine Cancay N
Other Cancers
not mentioned
Other digseass's
not mentioned
-Semelie Screening: (I Nore  Iacludes patient, baby's father, or anyone in sither family
Indicate Yes or No Yes | No Yes | No
Tay-Sachs Sickle Cell Disease or Trait
Nevral Tube Defact Maternal Metsholic Disordar
Other inherited Genetic or chromosomal Disoxder Mental Retardation/Avtism N
Thalassemia Madication/Street Drugs /Alcohol
Hemonhilia Muscutar Dystrophy
Cyste Fibrosig Hontington Chorea
Down Syndrome Congantial Heart defert

Patient oy father of the bah

defects not Nated

¥ had has a child with birth

birth

Recurrent pregnancy loss or a sdll




Gyuecolopy:

Ap,;ép fitst poriod: _ . 1 day (dato) of lust period: ‘ . _m
Yrequency of period: .| Desoribe Period: CiLight [ Nommal Li _Heavy
 Length of period; ' | Courrent C‘anlr'weptwc Method;

Do you liwee concerns regarding your period? desciibo:

Are you in monopause? ITVes D No O3 Unsme

Drale of last period:
Are yort on ormone replucement therapy? OYes TN J
Obstetrics:
Nﬁﬁber o 4 ' Numaber il
_Total pumber of ] preguancies ‘ Abortions Tnduced
Falt Term Birfhy - ) . 1 Miscarrigges ]
- Pre-Terry Dirths } B » Living Children
No. Bicth Date #weeksat | Ser | Bigh Delivery | Complications | Locationof 1
delivery N Woight LType - J Delivery ]
L. ,
2. ]
3 d -
. 4'
5, -
6‘ —
7‘ —y
8.
Sociul Hist
Are you onrently sexually active? O Yes INo ) I yes, what age did you become sexually active? _

Current zexual partner (s) is Jare: CMale [ Female [l Male and Tomale
Have you had more than § sexual partners in a lifettme? O Ves 1Y No  1f yes, how many?
Have you ever has any sexually transmitted diseases 8Ty [ Yes I No

If yes, what kind?,

v

Are you interosted in STTY screening? T Ves I No

Do you drink alcohol? [Yes I No I yes, C1 Social Drinker L1 Daily if yos, how many drinks perweek?

Do yon use recreattonal drugs? A Yes I Na If yes, what kind?

Do you use tobacco? 11 Yes CINo  Myes, Current everyday_ . Currentsome days

Former . Never

If enyrent, how many cigarettes a day?__
describe:

4,

I an occasional smoker ~ please




Life_Stele: Please check off answer and give detall if it applies:

Have you been.a victim of abuse or donestic violence? [ Yes I No
Do you féel safe athome? I Yes [ No

Doyoulive alone? 1 Yes 7 No

Do yon perform self -broast exam? 1 Ves I No

Do you drink milk or consume dairy products dafly? T Ves I No
Do you take calehum tablets? [ Ves [J No

Do you exercige? FYes [INo Ifyes, frequency - how many times a week?

BLOOD TRANSFUION/ PRODICTS: YES | NG |'1FNO, PLEASE BRIEFLY EXPLAIN WHY. l

OR BLOOD PRODUCTS IN THE EVENYT OF A LIFR

WOULD YOU ACCEPT A BLODD TRANSFUSION
THREATENING SITUATION?

Please add any additional information:

AUTHORIZATION AND RELEASE:

Thereby certify that I have complated the above information to the best of rmy knowledge. 1 authorize, consent,
request, and agree 1o actively Pparticipate in such services as routine assessments, the performance of diagnostic

tests and procedures, care and treatment as self-referced or as ordered by my physician, his /her assistant or
designees,

Stgnature , _ . Date

Please mail or fax your completed form to our office prior to your appointment. If you cannot return your form

priot to your appointment, you must arrive 30 minutes sarly so we can snter your information nto the-comprter,
Thank you for your attention and cooparation,

Revised 4/2016
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l CONSENT TO TREAT AND OTHER ACKNOWLED

GRENTS

omencuents

I, the undersigned patient (or authorized representative) consent to and authorize the performance of
any lreatments, examinations, medications, anesthesia, medical services, and surgical or diagnoslic
precedures ( including but not limited to the use of lab and radlographic studies). As ordered or
approved by my provider, and | acknowledge and consont to tho following: White routinely performed
without incident, there may be a materlal risk associated with any procedure. If | have any questions
toncerning these procedures, | will as my provider to provide me with additional information. | also

understand my provider may ask mo Lo sign addition informed Consent documents relating o specific
procedures.

| authorize all healthcare professionals providing care to release all necessary information to any
insurance company, health plan or othor entity (third party payor) which may be responsible for paying
for my care. 1 authorize and direct all payors to pay all benefits due for such care directly North Allanta
OB-BYN, CPM OB-GYN and all professionals(including independent contractors) providing for such care
and [ hereby assign such sums 1o them. 1 understand this authorization and assignment shall remain

valid unless 1 provide writters notlce of revocation to shall not be effective as Information released and/or
charges incurred prior to such ravocation.

By signing this document, | certily that [ have read and understand its contents and that information

provided by me is accurate and complete (including insurance information and current eligibility for
benahts)

A copy of this document may be utilized the same as tho original

Name; , DOB: ! /

Today's Date;_ /. /
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FINANCIAL POLICY

e e

Thank you for choosing us as your healthears provider, We are committed 1o you and your healthcare neads.
Please undorstand paymeni of your bills is considered part of your care. The following is a statoment of our
financlal policy. We require all of our palients to read and sign priar to treatment or consuliation,

All patients must compicte oyr information and provided insurarice information before soeing the provider.
FULL PAYMENT IS DUE {UPON REQUEST) AT THE TIME OF SERVICE,
For your canvenience, we accopt Cash, Gredit or Debil cards.

{Plause Initial sfter each number)

1. _ Uisthe responsibility of the patient to confirm (hat the: provider is on their instrance plan and
that your banefils rro active. Our office will o claims to your insurance company for professional
services rendered. We cannot bl your inslrance carter unfoss You give us your cutrent insurance
Information. Please remermbeor INSURANCE COVERAGE IS A LEGAL CONTRAGCT BETWEEN
THE PATIENT AND THE INSURANCE COMPANY.

2. __Fyowrinsurance company has nof paid your accaunt in full at the snd of 90 days, the balance
will be translarod to your responsibility for the payment in ful,

3. _.. Allco-pays, consurances and deductibles are dua at the time of freatment

4. ___{fthe patlont cannol keep he scheduled appointment, it ks the patient's responsitlity to give

our office at least 24 hours cancellation notlce. Wa rosarve the right to chiargo an $80 foe for
missed or cancelled appolntmets, In-offloe procedures thal are cancelled with less than 1 weck
notlce will be subject to a $300 noy-refundable self pay service fas.

8. . IFyouare lumed over to collectlon agent, there will a $50.00 processing/filing fee, as wall as 1
Tee of 40% of your balance added to Your account,

I HAVE READ AND ACCEPT THE ABOVE OFFICE FINANCIAL POLICY.

—

Patient, Legal Guardian or Responsible Party Signature

Signature Date: N {

[



F Patient Consent & Acknowledge of Receipt of Privacy Notice

L understand that as part of the provision of healthcare services, CPM QB-GYN,
ereates and maintaing health records desoribing iy health Information, This inctudes byt is not limited to my health

hisiory, sympioms, diagnoses, exarmination and test results, and any plans for future treatmant, parsonal
information ang insurance data, :

I have read and/or have been provided with zopy of the Notice of Privacy Practices that provides a'complete
description of the uses and disclosures of certaln heatth care information.

By signing this form, 1 consent 1o use and digtlosure of the protected health information about me-for the purpose
of treatment, Payment and healthcare Operations, | understand that | have the right to revoke this consent in writing

Patient printed Mame:

Blgnature: Dates; / /

Witness: Date: 7 /

|, hereby authorize and give permission to CPM OB-GYN to disglose and discuss any infortnation related to my
medical condifion (s) fo/with the following persong: '

Name Relationship

Name Relatlonghip
OR __ Do not share my information with anyone outside of my PCP, Refarring MD and Insurance Company.
1 wish to ba aaniaciad in the following manner
—Home/Waork/Cell Number ' OR:  ___ Written Communication:

e OK To Leave a Detailad Message —..Ok to Mail to my Mome Address
—_leave a Simple Message With A Call Back Number . Ok to Fax to this Number

By signing below, | authorize the release of any medlca) or other information desmed necessary by CPM OB-GYN
including transferring of tedical records to SUpport madically necessary referrals fo other health praviders,

Sigaature of Patleni:

o, Datar /



1628 Market Place Bivd 5720 Buford Hwy Sulte 102

Cumming, Georgia 30041 Norcross, Georgia 300741
Phi 770-888-3102 Fae: 470-297-8032 Phi: T70-729-1600 Fax: 770-728-1676

MEDICAL RECORDS RELEASE REQUEST

Patient Information:

Patient Name* : . Contact Number
DOB: / / S5#
Home Address;

Clty, State and Zip:
I, authorize the above listed person/s, firm, or entity(or its
agents, representatives or employee: to release for ingpection and copying and use, any and alt of the
Personal health Information (PHI) listed below that pertains to my treatment, hospitalization or care from

date/s of: / / to / /
TofFrom; YolFrom:
CPM OB-BYN . Name:;

1628 Market Place Addrass:
Cumming, Georgia, 30074 City, State, Zip:
Fax: 470-297-8032 Fax;

5720 Buford Hwy Suijte 102
Norcross, Georgia 30041
FAX: 770-729-1676

Note: All records will be reviewed by the provider prior fo being released. This may take up to 72 hours.
Please note, a fee of $25 will be required if the records are released to you

What Records Do You Need:

Entire Record

Radlology/X ray Reports’

Operative Reports

Pathology Reports

Lahoraiory Resuits

Labor & Delivery Records

ER/Hospital Reports

Othsr,

Reason For Racords Regquest: Recolation JInsuranca Change , Patient
Discontent Second Opinlon Emplsyment Request Qther.

ocdogooon

Patient Signature Of Rolease: Date_ / /




