Welcome to Women’s Health.

On behalf of our physicians, nurse practitioners, midwife, physician assistant and staff, we would like to
welcome you to Women’s Health. Please download and complete the attached forms and mail or drop
them off to our office prior to your appointment date so that we can prepare for your visit in advance. If
you are unable to drop them off or mail the attached forms, please check into our office 60 minutes
prior to your appointment time to allow yourself time to fill out the attached paperwork. We would
also appreciate having a copy of your previous medical records.

At your visit, you will be asked to present your insurance card and driver’s license at the time of your
appointment. Co-pays and deductibles are also due at this time. If you do not present your insurance
card, you will be responsible for full payment at the time of your visit. We require a copy of your current
insurance card at every visit.

The following is a list of our office policies, we appreciate your cooperation in adhering to the following
policies:

Completion of Forms-Other than Federal and State forms, there will be a $10 charge to all patients for

the completion of any other form. Pre-payment is required. Forms are usually completed within 72
hours. We do NOT fax or email any forms. You may apply the necessary postage, and we will mail out
the form upon completion OR you may simply pick the form up from our office.

Referrals-We require a minimum of 72 hours notice for any referrals that you request from us.

Appointment Time-Please be advised that patients are seen in appointment time order. If you are more

than 15 minutes late for your appointment, you will be rescheduled.

Payment for Services Rendered-Payment is expected at the time of service, unless other arrangements

have been made with the billing manager.

Prescription Refills-Women's Health requires a 48 hour notice for any prescription refill. Please be sure

you call for a refill prior to running out of your medication.

Collections-If your account is referred to collections, we will assess a 40% collection fee to any unpaid
balance.

Again, welcome to our practice and we appreciate the trust you have placed in us for your health care.
We look forward to meeting you.

Physicians and Staff of Women’s Health



WOMEN'S HEALTH
PATIENT RIGHTS AND RESPONSIBILITIES

As a patient you have certain rights and responsibilities. We recognize that a respectful relationship
between the healthcare provider and the patient is the foundation of proper medical care. Copies of
this statement are posted in our patient care areas.

PATIENTS HAVE THE RIGHT TO:
*Receive humane care and treatment with respect and consideration

*Privacy and confidentiality when seeking or receiving care except for life threatening conditions or
situations.

*Confidentiality of our health care records

*Be informed of and exercise the option to refuse to participate in any research aspect of your care
without compromising access to medical care and treatment.

*Receive accurate information regarding diagnosis, treatment, risks involved and prognosis of an illness
or health related condition.

*Ask about reasonable alternative to care

*A second professional opinion regarding one’s healthcare and treatment

*Participate actively in decisions regarding your healthcare and treatment.

*Accessible information regarding the scope and availability of services

*Be informed about any legal reporting requirements regarding any aspect of screening or care
PATIENTS HAVE THE RESPONSIBILITY TO:

*Provide complete information about your illness/problem to enable proper evaluation and treatment
*Ask questions so that an understanding of the condition or problem is insured

*Show respect to health care personnel and other patients

*Reschedule/cancel an appointment so that another person may be given that time

*Pay bills or file claims in a timely manner

*Use prescription or medical devices for your own use as directed

*Inform the practitioner if your condition worsens or an expected reaction occurs from a medication or
treatment.



WOMEN’S HEALTH

Notice of Privacy Practices

As required by the Privacy Regulations created as a result of the Health Insurance Portability and
Accountability Act of 1996 (HIPAA).

THE FOLLOWING INFORMATION DESCRIBES HOW HEALTH INFORMATION ABOUT YOU (AS A PATIENT
OFWOMEN' S HEALTH) MAY BE USED AND DI SCLOSED AND
INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION.

A. OUR COMMITMENT TO YOUR PRIVACY

Women's Health is dedicated to maintaining the privacy of your individually identifiable health
information. In conducting our business we will create an electronic medical record regarding you and
the treatment and services we provide to you. We are required by law to maintain the confidentiality of
health information that indentifies you. We are also required to provide you with this notice of our legal
duties and the privacy practices that we maintain in our practice.

Women's Health recognizes that HIPAA laws are complicated, but we must provide you with the
following information:

1. How we may use and disclose your health information

2. Your privacy rights regarding your health information

3. Women’s Health’s obligations concerning the use and disclosure of your health
information.

The terms of this notice apply to all records containing your individually identifiable health
information. We reserve the right to revise or amend this Notice of Privacy Practices. Any revision or
amendment to this notice will be effective for all of your records that our practice has created or
maintained in the past, and for any record that we may create in the future. Our practice will post a
copy of our current notice in our office at visible locations at all times, and you may request a copy of
our current notice.
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B. IFYOU HAVE QUESTIONS REGARDINGTHISNOTICE PLEASE CONTACT:
Administrator at 739 Irving Avenue, Suite 640, Syracuse, NY 13210.

C. WE MAY USE AND DISCLOSE YOUR INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION(IIHI)
IN THE FOLLOWING WAYS:

The following categories describe the different ways in which we may use and disclose your IIHI.

1.

Treatment. Women’s Health may use your IIHI to treat you. We may ask you to have
laboratory tests, and we may use the results to help us make a diagnosis. We might use
your IHII to write or transmit a prescription for you. Many of the people who work in our
office, such as doctors or nurses may use or disclose your IHIl in order to treat you or to
assist others in your treatment.

Payment. Women’s Health may use and disclose your IIHI in order to bill and collect
payment for the services and items you may receive from us. We may have to contact your
health insurer to certify that you are eligible for benefits, and we may provide your insurer
with details regarding your treatment to determine if your insurer will cover, or pay for,
your treatment.

Health Care Operations. Women’s Health may use and disclose your IHII to operate our
business. Women’s Health may use your IIHI to evaluate the quality of care you received
from us, or to conduct cost management and business planning activities for Women’s
Health.

Appointment Reminders. Women’s Health may use your IIHI to contact you and remind
you of an appointment.

Treatment Options. Women'’s Health may use and disclose your IIHI to inform you of
potential treatment options.

Disclosures Required by Law. Women’s Health will use and disclose your IIHI when we are
required to do so by federal, state or local law.

D. USE AND DISCLOSURE OF YOUR IHII IN SPECIAL CIRCUMSTANCES

The following categories describe scenarios in which we may use or disclose your IIHI.

Public Health Risks. Women’s Health may disclose your IIHI to public health authorities that are
authorized by law to collect information for the purpose of:

a. Maintaining vital records such as births or deaths

Reporting child abuse or neglect

b
c. Preventing or controlling disease
d

Notifying a person regarding potential exposure to a communicable disease
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Notifying a person regarding a potential risk for spreading or contracting a disease or condition
Reporting reactions to drugs or problems with products or devices
Notifying individuals if a product has been recalled
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Notifying appropriate government agencies and authorities regarding potential abuse or neglect
of an adult patient(including domestic violence); however we will only disclose this information
if the patient agrees or we are required by law to disclose this information
i.  Notifying your employer under limited circumstances related primarily to workplace injury,
illness or medical surveillance.

2. Health Oversight Activities. Women’s Health may disclose your IIHI to a health oversight agency
for activities authorized by law. Oversight activities include investigations, inspections, audits,
surveys, licensure and disciplinary actions; civil, administrative and criminal procedures or actions;
or their activities necessary for the government to monitor government programs, compliance with
civil law rights and the healthcare system in general.

3. Lawsuits and Similar Proceedings. Women’s Health may use and disclose your IIHI in response to a
court or administrative order, if you are involved in a lawsuit or similar proceeding. We may also
disclose your IIHI in response to a discovery request, subpoena, or other lawful process by another
party involved in the dispute, but only if we have made an effort to inform you of the request or to
obtain an order protecting the information the party has requested.

4. Law Enforcement. We may release IIHI if asked to do so by law enforcement officials:

a. Regarding a crime victim in certain situations, if we are able to obtain the person’s
agreement.

Concerning a death, we believe has resulted from criminal conduct.

Regarding criminal conduct in our offices.

In response to a warrant, summons or court order, subpoena or similar legal process.

To identify/locate a suspect, material witness, fugitive or missing person.
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In an emergency, to report a crime(including e location or victims of a crime, or a
description, identity or location of a perpetrator).

5. Deceased Patients. Women’s Health may release IIHI to a medical examiner or coroner to identify
the cause of death. If necessary, we may also release information for funeral directors to perform their
job.

6. Research. Women’s Health may use and disclose your IIHI for research in certain purposes in certain
limited circumstances. We will obtain your written authorization to use your lIHI for research purposes.

7. Serious Threats to Health or Safety. Women’s Health may use and disclose your IIHI when necessary
to reduce or prevent a serious threat to your health or safety, or the health and safety of another
individual or the public. Under these circumstances, we will only make disclosures to a person or
organization able to prevent the threat.

8. Military. Women'’s Health may disclose your IIHI if you are a member of the U.S. Armed Forces
(including veterans) and if required by the appropriate authorities.



9. National Security. Women’s Health may disclose your IIHI to federal officials for intelligence and
national security activities authorized by law. We may also disclose your IIHI to federal officials in order
to protect the President, other officials, foreign heads of state, or to conduct investigations.

10. Inmates. Women’s Health may disclose your IIHI to correctional institutions or law enforcement
officials, if you are an inmate or under the custody of a law enforcement official. Disclosure for these
purposes would be necessary for the institution to provide health care, for the safety and security of the
institution and to protect your health and health and safety of other individuals.
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compensation/automobile carriers and similar programs.

E. YOUR RIGHTS REGARDING YOUR IIHI

1. Confidential Information. You have the right to request that our practice communicate with you
about your health and related matters in a particular manner or location. You may ask that we contact
you at home, rather than work. In order to request a specific type of confidential communication, you
make a written request to the administrator, Women’s Health, 739 Irving Avenue, Suite 640, Syracuse,
New York 13210

2. Requesting Restrictions. You have the right to request a restriction in our use and disclosure of your
[IHI for treatment, payment or health care operations. Additionally, you have the right to request that
we restrict your disclosure of your IIHI to certain individuals involved in your care, such as family
members or friends. We are not required to agree to your request. However, if we do agree, we are
bound by the agreement except when otherwise required by law, in emergencies or when the
information is necessary to treat you. In order to request a restriction in our use or disclosure of your
IIHI, you must make your request in writing to the Administrator, Women'’s Health, 739 Irving Avenue,
Suite 640, Syracuse, NY 13210. Your request must describe in a clear and concise fashion the
information you wish restricted, whether you are requesting to limit Women’s Health’s use, disclosure
or both and to whom you want the limits to apply.

3. Inspection and Copies. You have a right to inspect and obtain a copy of your IIHI that may be made
to make decisions about you, including patient records, billing records, but not including psychotherapy
notes. You must submit your request in writing to Administrator, Women’s Health, 739 Irivng Avenue,
Suite 640, Syracuse, New York, 13210. Women’s Health may charge a fee of 0.75 per page for the cost
of copying, mailing, labor and supplies associate with your request.

4. Amendment. You may ask to amend your health information if you believe it is incorrect or
incomplete, and you may request an amendment for as long as the information is kept by our practice.
To request an amendment, your request must be made in writing and submitted to the Administrator,
Women’s Health, 739 Irving Avenue, Suite 640, Syracuse, New York 13210. You must provide us with a
reason that supports your request for amendment. Women’s Health will deny your request if your fail
to submit your request in writing. We may also deny your request if you ask us to amend information
that is in our opinion accurate and complete, not part of the IIHI kept by our practice, not part of the IIHI



which you would be permitted to inspect and copy, or not created by our practice, unless the individual
or entity that created the information is available to amend the information.

5. Right to a Paper Copy of this Notice. You are entitled to receive a paper copy of our Notice of
Privacy Practices. You may ask for a copy of this notice at any time.

6. Right to File a Complaint. If you believe your privacy rights have been violated, you may file a
complaint with the Administrator. To file a complaint, please submit your complaint in writing to the
Administrator, Women’s Health, 739 Irving Avenue, Suite 640, Syracuse, NY 13210.

7. Right to Provide an Authorization for Other Uses and Disclosures. Women’s Health will obtain your
written authorization for uses and disclosures that are not identified by this notice or permitted by
applicable law. Any authorization you provide to us regarding the use and disclosure of your IIHI may be
revoked at any time in writing. After you revoke your authorization, we will no longer use or disclose
your IIHI for the reasons described in the authorization.

Again, if you have any questions regarding this notice or other health information privacy policies,
please contact our Administrator, Women's Health, 739 Irving Avenue, Suite 640, Syracuse, New York,
13210.
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WOMEN'S HEALTH

HIPPA PRIVACY NOTICE CONSENT FORM

| understand and have been provided with Women’s Health Notice of Privacy Practices that provides a
more complete description of information uses and disclosures. Women’s Health reserves the right to
make changes to their privacy notice and revised copies are available upon request. By signing this form
| acknowledge that | have been afforded the opportunity to consider Women’s Health Notice of Privacy
Practices prior to signing this consent and making healthcare decisions. | understand and agree to have
my digital photo identification as part of my electronic health record.

| authorize Women'’s Health to release medical and financial information, including any or all reports,
records, bills for services rendered or opinions found in any medical chart with respect to treatment to
any alternative healthcare giver.

Women'’s Health maintains patient medical records on paper, and or electronic media which may be
accessible to any physician or healthcare provider participating in any current or future care. Medical
records are disclosed according to applicable NY State and Federal laws and the provisions of this
consent.

My private healthcare information may also be release to:

Print Name Relationship Date

Information regarding my contact with this office (appointment confirmation) may be left :
Person to Patient Only
Person to Named Family Member
Answering machine/voice mail

Please provide the name of an alternative emergency contact person. Your personal healthcare
information will not be released to this person.

Alternative Emergency Contact Relationship

Phone Number Date

Signature of Patient or Legal Guardian Date




WOMEN’S HEALTH
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

By signing below | acknowledge that | have received a copy of Women’s Health Notice of
Privacy Practices. | understand that my digital photo identification will be part of my
electronic health record at Women's Health.

Signature of Patient/Guardian Date

Date of Birth Social Security Number

If signed by personal representative, relationship to the patient




FINANCIAL POLICY

Welcome to Women'’s Health. In order to better serve you with your insurance coverage, we are
providing you with our financial policy. | understand that Women’s Health billing staff will file all claims
for services rendered to my insurance carrier for your primary and secondary insurance plans. We
accept, most insurances, however, you will need to check with your insurance company to insure we
participate.

I, however, acknowledge that | am responsible for any balances that may be due Women’s Health due to
any or all of the following:

*Coinsurance or co-pay amounts

*Yearly deductible amounts

*Non-covered services

*QOut of network charges

*Terminated coverage

*No referral obtained from primary care physician

*failure to respond to insurance carrier correspondence(COB)

| understand that | will receive a statement for any balance due after my carrier has processed the claim.
| understand and am agreeable that the balance of my statement will be paid in full to Women’s Health
within 30 days.

If | am unable to pay the entire amount, | am responsible to immediately, upon receipt of the statement,
to call the billing office at 315-387-2176 to arrange a monthly payment plan.

| understand that if | should pay by check to Women’s Health and the check is returned from the bank
for nonsufficient funds, | will be charged the amount of the check plus a $30 processing fee. | also
understand that will no longer be able to pay by check for any monies owed to Women’s Health.

| understand that Women'’s Health charges $10, for any non Federal or State forms that need to be filled
out/signed or any letters that need to be dictated on my behalf and must be paid in advance.

| understand that failure to pay my balance and/or arrange payments and follow that payment
agreement will result in collection agency action, including payment of collection agency fees, and/or
discharge from the practice. We are committed to giving the best care to our patients, and in doing so,
we ask for your cooperation in meeting your financial responsibility.

Patient Printed Name Patient/Guardian Signature
Date




PATIENT INFORMATION: TODAYS DATE:

Name

Last First MlI
Address CITY STATE ZIP
Social Security#: Home Phone
Birthdate _ Age Marital Status (circleone) M S W D Sep
Employer Work Phone

SPOUSE INFORMATION OR IF UNDER 18 AND INSURED BY PARENT OR GUARDIAN:

Student College Status Full time Part Time
Last First Ml
Spouse/Parent/Guardian Name
Last First Ml
Address
Home Phone Social Security#:
Employer Work Phone
INSURANCE INFORMATION(P| ease bring your insurance card(s) ar

appointment. If you do not have insurance, please call our billing office at 315-387-2176 prior to your
appointment date.

Primary Secondary
Insured’s Name Insured’s Name
ID# ID#

Group No. Group No.
Effective Date Effective Date

EMERGENCY INFORMATION
Name Relationship

Address Phone

Patient Release: | certify that the information | have provided is correct. | authorize the release of
medical information as necessary to process insurance claims to insurance companies or their agencies
(including Medicare) for the purpose of filing and payment of medical claims. | authorize payment of
medical benefits to the provider. | ACKNOWLEDGE THAT INTEREST OR A FEE, AT THE PROVIDER'’S
CURRENT RATE, MAY CHARGED on all balances owed to the provider that are past due. You have my
permission to make a copy of this release to be used in place of the original.

Signature of patient or Legal Guardian Date




DO YOU OR HAVE YOU HAD A PROBLEM WITH ANY OF THE FOLLOWING CONDITIONS?
Comment on positive responses only. You may use the back of this page if additional room is needed.

Skin/Hair Problems

Eye/Ear/Nose/Throat Problems
Jaundice/Hepatitis/Liver Problems
Gall Bladder Disease
Bowel Problems
Blood in Stool
Diarrhea
Constipation
Colitis
Hemorrhoids
Kidney Problems/infection/stones
Bladder Problems or Incontinence
Frequency
Urgency
Burning
Blood in Urine
Unable to empty
Leaking with cough/sneeze
Varicose Veins
Epilepsy/Neurologic Disorder
Hormone Disorder
Psychiatric lliness/Depression
Anxiety
Post Partum Depression

Fainting/Dizziness

Headaches/Migraine

Respiratory Problems

TB
Asthma
Bronchitis
Cough

Pneumonia

Stomach Problems

Esophagus

Ulcer Disease

Nausea

Vomiting

Hiatal Hernia

Anemia/Blood disorder
Blood Transfusions
Blood Clots/Embolism/Stroke
Heart Disease
Rheumatic Fever
Chest Pain
Palpitations
Elevated Cholesterol
High Blood Pressure
Thyroid Disorder
Birth Defects

Diabetes



Please complete and return all paperwork promptly and before your appointment, Thank You

NAME: AGE

APPOINTMENT DATE AND TIME

MEDICAL HISTORY

MEDICATIONS

NAME OF MEDICATION DOSAGE FREQUENCY USED FOR
ALLERGIES

DRUG WHAT HAPPENS WHEN YOU TAKE THIS DRUG

FOOD WHAT HAPPENS WHEN YOU EAT THIS FOOD
OPERATIONS

TYPE WHEN WHERE DIAGNOSIS

HOSPITALIZATIONS(other than for surgery listed above or
childbirth)

CURRENT MEDICAL CONDITIONS (include thyroid, heart or lung disease, diabetes, high blood pressure, epilepsy,
cancer
etc)

YOUR PRIMARY CARE DOCTOR IS




OBSTETRICAL HISTORY PATIENT NAME

Total Number of Pregnancies Premature Babies
Miscarriages Elective Terminations
Living Children Ectopic Pregnancies
Still births Twins

Describe all Pregnancies
#1 #2 #3 #4 #5 #6

Date

Type of
Delivery
(Vaginal,
forcep,
C-section,
vacuum)

Anesthesia
(natural,
spinal,
Epidural,
general)

Weeks +/-
Due date

Length of
Labor

Birth Weight

Sex

Complications

Status of
Child




Do you have a history of any of the following:

Infection in tubes/pelvis requiring antibiotics

Yeast Trichomonas Gardnerella
Syphilis Chlamydia Group B Strep
Herpes Gonorrhea Genital Warts

Do you have a problem with facial hair that requires you to shave? Yes No

If yes, explain
Have you used hormones in the past including estrogen, progesterone, birth control pills,
thyroid or steroids? Yes No Duration:
Explain
Side Effects

Do you have:

*a feeling of pressure or a “falling out” sensation in your vagina YES NO

*difficulty holding your urine YES NO
*difficulty starting to void YES NO
*difficulty having a bowel movement YES NO

CONTRACEPTIVE HISTORY

Present method of contraception (if applicable)

Previous Methods Used:

METHOD DURATION SIDE EFFECTS

GYNECOLOGIC HISTORY

Do you have pain in pelvis or female organs YES NO
If yes, please explain

Do you have pain with intercourse YES NO
If yes, Please explain

Sexual History Satisfactory Wish to Discuss

Do you or other female family members have a history of endometriosis YES  NO



If yes, please explain

Do you have pain or cramps with your period YES NO
If yes, what do you take for the pain
Does it work

Do you bleed of spot after intercourse YES NO
Do you bleed or spot between periods YES NO
Do you have heavy bleeding with your periods YES NO

Have you received any treatment for heavy bleeding
If yes, please explain

If menopausal, have you had bleeding after menopause  YES NO

Do you have a history of infertility YES NO
If yes, please explain
Results of testing or what treatment given

Have you ever had an abnormal Pap smear YES NO
If yes, please explain

Date of last Pap smear and gynecologic exam
Was your Pap Smear Normal Abnormal

MENSTRUAL HISTORY

Age at first period Age at Menopause (if applicable)
If menstruating Period Interval (1% day to 1* day) averages days
Duration is approximately days
If irregular periods closest interval is days
Farthest interval is days
The amount of bleeding is  LIGHT MODERATE HEAVY (circle one)
If heavy,, pad or tampon change is every hours for days

Date of Last Menstrual Period

BREAST DISEASE

Have you ever had any breast lumps YES NO
Have you ever had any breast discharge YES NO
Have you ever had an abnormal mammogram YES NO

If yes, please explain
Last Mammogram date Where




PATIENT NAME

SOCIAL HISTORY

Occupation Marital Status M S W D SEP (Circle one)
Smoking YES NO If yes, how many packs per day for how many years
Alcohol  YES NO, If yes, how many drinks per day

Recreational Drug Use: YES NO, if yes what drugs

Are you in a relationship in which you have been physically hurt (slapped, kicked, punched,
bruised) by your partner
Have you engaged in activity which has put you at risk for HIV?
Do you wish to be tested for HIV?

Special Diet YES NO, if yes, what diet

Exercise Routine

FAMILY HISTORY

Has any member of your family had any of the following

Cancer YES NO Which family member
High Blood Pressure  YES NO  Which family member
Breast cancer YES NO Which family member
Heart Disease YES NO Which family member
High Cholesterol YES NO Which family member
Stroke YES NO Which family member
Diabetes YES NO Which family member
Downs Syndrome YES NO Which family member
Cystic Fibrosis YES NO Which family member

PATIENT NAME










