A WOMAN’S PLACE
PATIENT REGISTRATION FORM
Patient Information:
Last Name:  ___________________________   First Name: _____________________    MI: ________        Sex: ________
Address:  _____________________________   City: ________________________    State: _____  Zip: _______________
Other Address (seasonal): ____________________________________________________________________________
Telephone #:  Home _____________________   Work ____________________    Cell phone _______________________
Date of Birth: ________________ SSN: _______________________   Marital Status: _____________________________ 
Email Address:___________________________________________________   Religion (optional): __________________   
Occupation: ____________________ Employer: ________________ Address: ___________________________________
Primary Care Physician: ______________________________ Phone #/Address:__________________________________
Referred by: _______________________________________ Phone #(if physician):_______________________________
Pharmacy Name: _______________________________________ Pharmacy Phone #:_____________________________
Responsible Party/Guardian:
Last Name: ________________________ First Name: _________________ Relationship to Patient:__________________
Address: _____________________________________City: ___________________State: ____ Zip: _________________
Telephone- Home#: __________________Work#: ______________________Cell Phone #: ________________________ 
Employer: ____________________________________________
Other Contact Information:
Spouse Name: _______________________ Spouse Employer: ___________________ Work/Cell #:_________________
Emergency Contact Person: _____________________________Phone #: _______________________________________
Primary Insurance Information:
Company Name: ____________________________ Policy ID#: ____________________Group#: __________________
Effective Date of Insurance: ______________            Insurance Phone #: ______________________________________
Subscriber Name: ___________________________ DOB#:   _____________  SSN#: _____________________________
Relationship to Patient: _______________________Ded $: __________ Copay: __________
Secondary Insurance Information:
Company Name: __________________________ Policy ID#: ____________________Group#: ____________________
Effective Date of Insurance: ______________        Insurance Phone #: _______________________
Subscriber Name: _________________________ DOB#:   ______________ SSN#: ______________________________
Relationship to Patient: _____________________
I consent to/and authorize treatment for the above named patient. I authorize the release of any information requested by health professionals participating in my care. 
Signed (patient, parent or legal guardian if minor): __________________________________ Date: ___________
Reason for Visit / Lab Selection
Patient Name:_____________________________ Age:____________

Date of Birth: _______________     Today’s Date:________________

Please state the reason for your visit today, including any concerns you wish to be discussed with your provider (Doctor/Nurse Practitioner).  Please be as detailed as possible in your explanation.  It is our intention to address as many of your concerns as possible during the allotted time for your appointment.  Please understand, in the interest of keeping a timely schedule, if all of your concerns have not been addressed to your satisfaction, we ask that you schedule a follow-up appointment.   Thank you.

[ ] Annual Exam (Pelvic/Breast exam, PAP smear if indicated, STD testing if desired, refill of current GYN medications, mammogram and/or DEXA scan orders as needed.
[ ] Other Reason/Problem: _______________________________________________________________________
_______________________________________________________________________
Current Medications:
1.______________________  4._______________________ 7._____________________
2. ______________________ 5._______________________ 8._____________________
3.______________________  6._______________________ 9._____________________

As a courtesy to your Primary Care Provider (PCP), would you like your test results to be forwarded to him/her?  	 []YES  []NO
If yes, who is your PCP?_________________________________________
Laboratory Selection: In order to send your lab specimen(s) to the proper Laboratory, please check here
 [ ] if you have a Banner Insurance plan     [ ] if you have a Cigna Medicare Adv plan
 [ ] if you have a Humana Insurance plan   [ ] if you have a Healthchoice plan

In order to facilitate your visit, please provide the following information:
First day of last period:__________________ (or circle hysterectomy/post-menopausal)
Last PAP smear:________________________  Last Mammogram: _________________
Last Bone Density Scan:__________________ Last Colonoscopy:__________________
           ________________________________________     
                                 Patient Signature

Welcome to our practice.  At A Woman’s Place we continually strive to make our office as convenient and efficient as possible for you, our patient. Therefore, we are informing you of our payment policy below:  

As a courtesy, we accept most insurance plans but it is your responsibility to know your in/out of network status, benefits, and coverage. Any balances remaining after your insurance processes the claim will be considered your responsibility including non-covered due to non-payment of insurance premiums, out of network, and patient requested non-covered AHCCCS services. When you receive your EOB (Explanation of Benefits) from your insurance company, it will normally state the patient responsibility amount.  Payment is expected in full and delinquent accounts will be subject to interest charges, statement / administration charge of $25.00, and/or escalation to an external collection agency. We will impose an administration fee of $25.00 if we have to mail you a paper statement but we are happy to email you a courtesy statement at no charge.

We will request a credit card to be kept on file when you check in for your appointment.  This information will be secured and protected under the Health Insurance Portability and Accountability Act of 1996 (HIPAA).  This information is obtained and secured until your insurance company has processed their portion of the services provided and has notified us of any balance owed by you (the patient).  At that time, we will contact you by your chosen method(s) and allow you 24 hours to contact us back if you prefer to pay by another method.  If we do not hear back from you the patient responsibility balance will be charged to the card you have provided on file. This will in no way compromise your ability to dispute charges or question how your insurance company processed the claim. This will cut down on having to generate paper statements, mailings, and paper checks.  Our combined efforts will also help to reduce the overall cost of healthcare.  

Please select how you want to be notified of a balance on your account:

[]Email:_______________________________ or []Phone:______________________


Thank you in advance,
A Woman’s Place

Patient Name:______________________________ DOB:_________________ 

Last 4 card numbers:__________ Exp. Date:________ Security code:________

Last 4 card numbers:__________ Exp. Date:________ Security code:________

Last 4 card numbers:__________ Exp. Date:________ Security code:________

Last 4 card numbers:__________ Exp. Date:________ Security code:________


I fully authorize A Woman’s Place to charge the above card for amounts I owe as determined by my insurance company and detailed in my EOB.

Cardholder’s Signature:___________________________________ Date:_________________

























Patient Name: _________________________________________
Cardholder Name: ________________________________________________________
Card Number: ____________/____________/_____________/_________________
Exp Date: ____________  Security Code (CSV): ________________























PATIENT HISTORY FORM
Note: This is a confidential record and will be kept in your doctor’s office. Information contained here will not be released to anyone without your authorization to do so.
LAST NAME:________________________________FIRST NAME:____________________DOB:______________DATE:____________
REVIEW OF SYSTEMS
Within the last 6 months have you had any problems related to the following systems?
Please Circle YES or NO
	Constitutional Symptoms                                 
	
	
	Comments
	Musculoskeletal    
	
	
	Comments

	Weight change
	Y
	N
	
	Bone Pain
	Y
	N
	

	Chills / Fever
	Y
	N
	
	Muscle Pain
	Y
	N
	

	Sleep Disorder                                    
	Y
	N
	
	Joint Pain                                    
	Y
	N
	

	Eyes
	
	
	
	Integumentary (Skin)
	
	
	

	Double Vision
	Y
	N
	
	Rash
	Y
	N
	

	Glaucoma
	Y
	N
	
	Lumps or bumps        
	Y
	N
	

	Cataracts
	Y
	N
	
	Moles, skin tags         
	Y
	N
	

	Ears / Nose/ Throat/ Mouth
	
	
	
	Respiratory
	
	
	

	Hearing changes     
	Y
	N
	
	Wheezing
	Y
	N
	

	Sore throat              
	Y
	N
	
	Frequent cough          
	Y
	N
	

	Sinus problem         
	Y
	N
	
	Shortness of breath   
	Y
	N
	

	Cardiovascular
	
	
	
	Neurological
	
	
	

	Chest Pain
	Y
	N
	
	Tremors
	Y
	N
	

	Irregular heartbeat                          
	Y
	N
	
	Dizzy spells                   
	Y
	N
	

	Swelling in ankles                             
	y
	N
	
	Numbness / tingling   
	Y
	N
	

	Psychologic
	
	
	
	Gastrointestinal
	
	
	

	Are your generally happy?              
	Y
	N
	
	Abdominal pain                                          
	Y
	N
	

	Do you feel depressed?                   
	Y
	N
	
	Nausea / vomiting                                     
	Y
	N
	

	Do you feel anxious?                        
	Y
	N
	
	Indigestion / heartburn                            
	Y
	N
	

	Do you feel safe in our home?       
	Y
	N
	
	Constipation / Diarrhea                            
	Y
	N
	

	
	
	
	
	Other:
	
	
	

	Endocrine
	
	
	
	Genitourinary
	
	
	

	Excessive thirst                                  
	Y
	N
	
	Urinary incontinence (loss of urine)
	Y
	N
	

	Too hot/cold                                      
	Y
	N
	
	· Spontaneous
	Y
	N
	

	Tired/fatigued                                   
	Y
	N
	
	· With activity, cough or laugh
	Y
	N
	

	Irregular periods                               
	Y
	N
	
	Urinary frequency > 8 times a day          
	Y
	N
	

	Heavy bleeding                                  
	Y
	N
	
	Painful urination                                         
	Y
	N
	

	Bleeding after menopause              
	Y
	N
	
	Vaginal discharge                                        
	Y
	N
	

	
	
	
	
	Genital itching, pain, burning                   
	Y
	N
	

	Hematologic /Lymphatic
	
	
	
	Sexual History
	
	
	

	Swollen glands                                   
	Y
	N
	
	Have you ever been sexually active?      
	Y
	N
	

	Blood clotting problem                    
	Y
	N
	
	Are you currently sexually active?  

	Y
	N
	Husband / partner       

	Bruising
	Y
	N
	
	Sexually active with:
	Male / female/ both

	
	
	
	
	Method of contraception
	

	
	
	
	
	Change in sex drive                                     
	Y
	N
	

	
	
	
	
	Painful intercourse                                      
	Y
	N
	

	
	
	
	
	Sexual trauma                                              
	Y
	N
	

	Allergic / Immunologic

	
	
	
	Breast
	
	
	

	Hay fever                                            
	Y
	N
	
	Nipple discharge                               
	Y
	N
	

	Drug allergies                                     

	Y
	N
	
	Pain
	Y
	N
	

	Food
	Y
	N
	
	Lump
	Y
	N
	

	Other:
	
	
	
	
	


LAST NAME:________________________FIRST NAME:___________________  DOB:______________ DATE:___________
Medical History
	Your Medical Problems         	None (High Blood pressure, Diabetes, Cancer, Asthma, etc)

____________________________________   __________________________________
____________________________________   __________________________________
____________________________________   __________________________________
____________________________________   __________________________________
____________________________________   __________________________________

	Pregnancy History
Year      M/F       Vaginal or C Section?

______   _____   _________________
______   _____   _________________
______   _____   _________________
______   _____   _________________
______   _____   _________________

		Surgeries    
	Y
	N
	Year or Age
	Other Surgeries                    Year or Age

	None 
	
	
	
	

	Tubal ligation             
	
	
	
	

	D & C                                
	
	
	
	

	Leep/Cone of cervix       
	
	
	
	

	Hysterectomy  
	
	
	
	

	Tonsillectomy
	
	
	
	

	Appendectomy
	
	
	
	

	
	
	
	
	

	
	
	
	
	




	GYN / Breast / Colon  History

Last Pap:                        ___________
Last Mammo:                ___________
Last Colonoscopy:        ___________
Any abnormal PAPS’s?___________
Regular periods?           ___________
Length or periods:        ___________
Age at 1st period:          ___________
Age at menopause:       ___________
Hormone replacement:___________

	Allergies to medications?        None (If yes, please explain type of reaction, i.e. hives, wheezing, upset stomach, swelling,etc.)




	Current prescription medicines         None
Name of Drug                                    mg dose      # tablets        #times per day 
__________________________     _______     ______          ___________
__________________________     _______     ______          ___________
__________________________     _______     ______          ___________
__________________________     _______     ______          ___________
__________________________     _______     ______          ___________
__________________________     _______     ______          ___________
	Over the counter medicines (Aspirin, Tylenol, Ibuprofen, Aleve, vitamins& herbals)
_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________

	Family History

		  
	Living
	Deceased
	Illness
	Cause of Death/Age

	Father  
	
	
	____________________________________      
	_____________________________

	Mother
	
	
	____________________________________      
	_____________________________

	Sister(s)
	
	
	____________________________________      
	_____________________________

	Brother(s)  
	
	
	____________________________________      
	_____________________________




		Other Family History
	Y
	N
	Family Member
	
	Y
	N
	Family Member

	1.Heart Disease
	
	
	
	6. Osteoporosis
	
	
	

	2.Cancer(type
	
	
	
	7.Thyroid Problems
	
	
	

	3.Diabetes   
	
	
	
	8.Endometriosis
	
	
	

	4.Alcohol Abuse  
	
	
	
	9. Gynecologic
	
	
	

	5.Alzeimer’s Disease
	
	
	
	10.Other
	
	
	




	Social History

	Current Smoker Y or N    OR    Past Smoker Y or N           Packs per day ________   # years smoked _______
Do you consume Alcohol?                              Y or N           # drinks per week ______
Coffee-how much_____________________    Tea-how much  __________________     Soda-how much _____________________
Have you ever used recreational drugs?(i.e marijuana ,cocaine)  If yes, what/when_______________________________________
Domestic Violence: _________________________________________________________________________________________

[bookmark: _GoBack]Patient’s Signature       _____________________________ Provider Signature   ________________________Date___________




A WOMAN’S PLACE:	FINANCIAL & PRIVACY POLICIES
Thank you for choosing us as your health care provider. We are committed to providing quality medical care. In order to reduce potential confusion and misunderstandings, we have adopted the following policies and requires you to read and sign it prior to the commencement of any treatment.
PATIENT INFORMATION:  Patient information which includes your insurance, address, telephone numbers and contact information must be updated on an annual basis. It is your responsibility to know your insurance benefits, network provisions, terms and exclusions. Although we are happy to assist you, we deal with hundreds of insurance companies and policies so it is not possible for us to know each patient’s individual policies/benefits. If you take issue with denial of a claim, it is your responsibility to contact your insurance company directly.Please Initial:

MINORS:  A parent or legal guardian must accompany a minor patient on her first visit to our office so we can obtain a signature to treat the minor patient(under age 18). A minor may be treated on subsequent visits without a parent/guardian if we have written permission from the patient/legal guardian. The adult accompanying the minor patient is responsible for payment of the services at the time of service.Please Initial:

INSURANCE-DEDUCTIBLES/COPAY: Our insurance contacts require us to collect deductibles and copays at the time of service. If you have insurance with a plan with which we do not participate or you have no health insurance plan, our charges for your care and treatments are due at the time of treatment. A $35 FEE will be charges for all returned checks. We reserve the right to bill for after-hours gynecology phone conversations and note that insurance plans in general do not pay for these after-hour services.Please Initial:

APPOINTMENTS--CONFIRMATION CALLS AND CANCELLATION OF APPOINTMENTS:  It is your responsibility to remember your appointment. As a courtesy, reminder calls are normally made to patients when possible. Please do not rely on them. Appointments must be cancelled twenty-four (24) hours prior to the scheduled appointment time to avoid a penalty. A $50 fee will be charged for all appointments missed without proper cancellation.Please Initial:

RELEASE AND ASSIGNMENT: I hereby authorize A Woman’s Place to release any information to my insurance company for payment of my medical charges, or to review activities related to my health care provider’s participation with my health plan. I assign to A Woman’s Place any and all benefits to which the patient or insured party is entitled for medical services rendered. I understand that I am financially responsible for all charges whether or not paid by said insurance. I understand that once my insurance company(s) has paid their portion of my bill, it is my responsibility to remit payment within fifteen (15) days after the insurance has processed the claim. In the event that I do not remit payment in this timeframe, I acknowledge that I will be charged a $25 monthly late service charge (AND/OR) at a rate of 1.5% interest per month based on unpaid balance if forwarded to a collection agency. I agree to pay the collection agency’s cost and/or court cost and reasonable attorney fees for my delinquent accountPlease Initial:

MEDICAL RECORDS & FORMS:  There will be a $5 per page charge upon the request for the completion of disability and work-release forms (family and medical leave). Upon receipt of a fully completed and signed Release Authorization Form, medical records can be faxed or mailed to another provider at no charge. However, there is a processing fee of $35 if the patient picks up the medical records with proper I.D. and in accordance with HIPAA Privacy Act.Please Initial:

PATIENT PRIVACY OF MEDICAL INFORMATION:  I am aware that a copy of New Patient Privacy Rights effective March 26, 2013 is posted in the waiting room. Feel free to request a copy at the front desk.
I have read the above Policies and I understand and agree to the Financial and Privacy Policies.
X________________________________________________________________Date_________________
                                         Signature of Patient or Responsible Party
