Name: Date: Marital Status:

Date of Birth: / / Race: Preferred Language:

Social Security No: - -

Address: City: State: Zip:
Home Phone: Cell Phone: Email:

Patient’s Employer: Phone :

Spouse’s Employer: Phone :

Referring Physician: Phone:

Primary Care Physician: Phone:

Emergency Contact: Phone

Local Pharmacy Address (Cross Streets): Phone:

Is it OK to leave medical information on your answering machine or voicemail? () YES OnNo

You authorize us to share your Protected Health Information with the following person(s) (until you notify us otherwise):

Name: Relationship: DOB: / i,

Name: Relationship: ‘ DOB: / /

Primary Insurance: Secondary Insurance:

ID Number: _Group Number ID Number: _Group Number

Policy Holder’s Name: Policy Holder’s Name:

DOB: / / Soc al Security No:____ - - DOB: / Vi Social Security No:____ - -

Please carefully read and sign both statements below:

It is understood that I, or we, will b2 responsible for all charges incurred on this account, to include all present and future services. | understand that
regardless of the insurance coverage that | may have, | am responsible for paying all charges. In event of non-payment of charges for the services
rendered, | agree to pay all costs of collection, including reasonable attorney’s fees. | have read this agreement and do understand its provisions.

Patient or Responsible Party. Date

I hereby authorize Women'’s Health Now to send me newsletters, bulletins, and other documents via email. | understand the Women’s Health Now will
not share my email address with any other person or agencies with my express written consent. This authorization will remain in effect until | revoke this
authorization.

Patient or Responsible Party Date




Obstetrical Patient Medical

Information Check-in Sheet

Patient Name:

Height: Feet Inches_
Personal Health History

1. Are you allergic to any medication?
If yes, please list medication(s) and reaction:

2. Do you have any NON DRUG allergies? If yes, please list:

3. Please mark any condition that you have or have had in the past:

Have you ever Yes/Date Yes/Date Yes/Date
had: Diagnosed Diagnosed Diagnosed
Epilepsy Kidney Disease Gonorrhea
Heart Disease Hepatitis Chlamydia
Heart Attack Thyroid Disorder Syphilis
Heart Murmur Bowel Disease Genital Herpes
Stroke Arthritis or Lupus HIV/AIDS
Recurrent Urinary
Blood Disease Depression Tract Infections
High Blood Bacterial Vaginosis
Blood Clots Pressure ' (BV)
Anemia Scarlet Fever Scarlet Fever
Diabetes Chicken Pox Syphilis
Asthma Rheumatic Fever Trichomonas
Migraine Pelvic Inflammatory
Headaches Type of Cancer Disease (PID)
Human
Papillomavirus
Qther Breast Cancer (HPV)

4. Do you have a Behavioral Health History?

Yes No. Ifyes, please explain:

5. Please indicate any surgeries that you have had and list dates:

6. Please describe any health problems or symptoms that you are having at this time:

7. Have you ever been hospitalized? If yes, for what?

Exposures Affecting Hezj{lth




If yes, how many per day?

1. Do you smoke cigarzttes?

2. Do you drink alcoholic beverages? If yes, how often?

What type of drink(s)?

3. Please list any medications that you are taking and dosages:

4. Please list any “recreational drugs” used since your last period: (i.e. cocaine, marijuana, etc.)

5. Do you have a history of blood transfusion, intravenous drug use, multiple sexual partners or sexual
exposure to a gay or bi-sexual male, exposure to an intravenous drug user, or have any other reason
to believe you may have been exposed to AIDS?

6. Please list any sources of chemical or radiation exposure that you encounter:

7. If you are on a restricted diet, please describe:

Pregnancy History

Total Pregnancies __Deliveries Miscarriages Abortions

Date of Delivery Number of Weeks Vaginal, C-Section or Miscarriage, Abortions Baby’s Weight at Delivery

Social History '
Marital Status 0O Married O Single O Divorced 0O Widowed
1. Are you sexually active?
2. Monogamous?
3. Sexual Preference O Male O Female
4. Do you use caffeine? If yes, how many cups/drinks per day?
S. Do you exercise? How many times/week?
6. Have you ever been abused? 0 Yes 0O No
7. Do you feel threatened now? O Yes O No

Other/Comments:

Gynecological Health History
1. When was your last Pap smear? O Normal O Abnormal

2. Have you ever had an abnormal Pap smear? If yes, when and where were you last treated?

‘ |
3. When was your la;st menstrual period?




4. Have you ever used an IUD (intrauterine device) for contraception? If yes, please indicate

when
Did you have any problem with the IUD?

If yes, please describe:

5. Do you have a history of infertility? If yes, please describe when and treatment received

=

6. Please list any other concerns you have related to your past health history:

7. Do you have any religious objections to any form of medical treatment that you would like to make us
aware of (i.e. refusal of blood transfusion, etc.):

Family History and Genetic History
1. Have either you or the baby’s father had a child born with a birth defect? 0OYes O No

If yes, please describe:

2. Did either you or the baby’s father have a birth defect yourselves? O YesO No
If yes, please describe:

3. Please describe anv abnormalities that have occurred in'children in your family or the baby’s father
family (for example: mental retardation, birth defects, deformities, or inherited diseases like
hemophilia, muscular dystrophy, or cystic fibrosis}:

How is the affected child/person related to you?

4. Do either you or the baby’s father have a history of pregnancy losses (miscarriages or stillborn)?
DOYes ONo
If yes, have either of you had genetic counseling? 0 Yes 0O No
If yes, have either of you had chromosomal studies? O Yes O No
Where and results:

5. Some genetic problems occur more in couples'with certain racial or ancestral backgrounds. Please
check if either you or the baby’s father is of one these backgrounds:

Jewish ancestry O Yes O No
If yes, have you had Tay-Sachs screening tests? O Yes ONo Date:________ Result:
Black OYes ONo \
If yes, have you had Sickle Cell Screening? 0 Yes 0ONo Date: Result:
6. Please mark if anyone in your family or the baby’s father family has:
Diabetes O Yes ONo If yes, how is that person related to you?
Bleeding Disorder O Yes ONo If yes, how is that person related to you?
Hypertension OYes ONo Ifyes, how is that person related to you?
Cancer DYss ONo Ifyes, how is that person related to you?

7. Please list any other concerns you have about birth defects or inherited disorders:

8. Will you be 35 or older at the time the baby is‘ born? OYes ONo
9. Will the father be 50 or older? . OYes ONo

Patient Signature Printed Name Date



Informed Consent for Genetic Testing

Prenatal Screening (NIPS) is a highly accurate test done with mother’s blooq any time .
after 10 weeks gestation to screen the pregnancy for too many or too few copies of certain
chromosomes. This test analyzes DNA (genetic material) in your blood to determine
whether an abnormality is present. Knowledge of these conditions can be a useful tool for

your provider to ranage your pregnancy.

« Panorama is a screening test, meaning that it only determines whether your baby is
at increased or decreased risk for these conditions. They cannot detect all
genetic changes that could cause health problems. Normal results do not
guarantee a healthy pregnancy or baby.

« Ifariskis identified in your pregnancy, a prenatal diagnostic test such as chorionic
villus sampling or amniocentesis may be recommended.

o Inrare circumstances, results cannot be obtained. Depending upon a variety of
factors, a redraw may or may not be requested. If a redraw is requested, this is
done at no additional charge. A repeat sample does not always return a result.

Genetic Carrier Screening is a blood test that analyzes your genes to determine whether
you are a carrier of certain genetic conditions. Being a carrier puts you at increased risk to
have a child affected with a specific genetic disease.

If arisk is identif ed, you may wish to consider genetic carrier screening for your partner,
consult with your healthcare provider or pursue genetic counseling. If you are pregnant
and risk is identi‘ied, prenatal testing can be performed to find out whether your baby has
inherited the genetic disorder to help us better manage your pregnancy and to help you
prepare to managze the child’s condition.

The Invitae Hereditary Cancer Screen can screens for 4 different diseases. These include:

Cystic Fibrosis (CF) is the most common fatal genetic disorder in North America. It clogs
the lungs - leading to life threatening infections - and can cause digestive problems, poor
growth and infertility. About 1 in every 3,500 babies are born with CF.

Spinal Muscular Atrophy (SMA) is the most common inherited cause of infant death. There
are different levels of severity but the most common form of the disorder causes death by
age two. About 1 in every 6,000 to 1 in every 10,000 babies are born with SMA.

Fragile X Syndrome is the most common inherited cause of intellectual disability and is the
number one cause of inherited autism. Individuals with the disorder may also have



behavioral issues, such as hyperactivity, anxiety and aggression. About 1 in every 3,600
boys and 1 in every 6,000 girls are born with Fragile X.

Duchenne Musculzar Dystrophy (DMD) is a rapidly progressive form of muscular dystrophy
that occurs primarily in boys. There is no cure for DMD and treatment is aimed to control
symptoms to maximize quality of life. About 1 in every 3,600 babies are born with DMD.

NO TEST CAN DETECT 100% OF GENETIC CARRIERS. ALTHOUGH THE CHANCEIS
SMALL, EVEN IF YOUR TEST IS NEGATIVE IT IS STILL POSSIBLE THAT YOU COULD BE A
CARRIER. HORIZON IS JUST A SCREENING TEST.

The decision to accept or decline screening is yours. 1fyou would like additional
information, you can ask your provider for information on how you can schedule a free, 15-
minute information session with a certified genetic counselor.

I have read all of the above statements and have had the opportunity to discuss genetic
screening with my healthcare provider or someone he/she has designated.

__ Tconsentto NIPS prenatal screening.

I consent to carrier screening.

__ Idonotwantthe NIPS screening test at this time.
____ Tdonot want the carrier screening test at this time.

I would like more information regarding these tests.

Patient Signature

Date




WOMEN’S HEALTH NOW, P.L.L.C
Notice of Privacy Practice

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOUR MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY!
Women’s Health Now, P.L.L.C “Practice is dedicated to maintaining the privacy of your personal health information. Each
time a patient visits this office; a record is made that describes the treatment and services provided. Federal law outlines
specific privacy protections and individual rights related to the information we maintain that identifies you as a patient.
Protected information includes demographic data and facts about your past, present, or future physical or mental health.
Our office has put in place policies and procedures to help protect your health information. We are required to provide this
notice outlining our legal duties and responsibilities related to the use and disclosure of patient identifiable health
information. Privacy Practices and examples of how your information may or disclosed.
The practice will abide by the terms of this notice. We may revise this notice at any time. The new notice will be posted in
our office in prominent locations. You can request a copy of our most current notice at any time. Revisions to the notice
will be effective for all health care information this office maintains: past, present, or future.

The practice may use individually health information for the following purpose without your authorization.

1. Treatment: We may use and disclose your identifiable health information to treat you and assist others in your
treatment. For instance, we may send a copy of your records to another doctor so that you can be evaluated for a
specific condition, or we may disclose information to others who take part in your care, such as spouse, children, or
parents.

2. Payment: We may use your health information to bill and collect payment for services provided. This may include
providing your insurance company with the details of your treatment, sharing your payment information with other
treatment providers, contacting your over the phone or through the mail about balances to a collection agency.

3. Health Care Operations: We may use and disclose-hiealth information to operate our business. For example, your
health information may be used to evaluate the quality of care we provide, for state licensing, or to identify you by
name when you visit the office.

4. Appointment Reminders: We may use and disclose your information to remind you of appointments. We may also
mail you a reminder for a follow-up visit.

5. Treatment Options: We may use your health information to inform you of treatment options or other health-
related services we offer that may be of interest to you.

6. Business Associates: We may share your health information with other individuals or companies that perform
various activities for, or on behalf of, our office such as after-hour telephone answering, billing or quality assurance.
Our Business Associates agree to protect the privacy of our information.

The practice may disclose your health information without your authorization when permitted or required to by law,
including:

For public health activities including reporting of certain communicable diseases.

For worker’s compensation or similar programs as required by law.

To authorities when we suggest abuse, neglect, or domestic violence.

To health oversight agencies.

For certain judicial and administrative proceedings pursuant to an administrative order.
For law enforcement purposes.

To medical examiner, coroner, or funeral director. : €

For facilitation of organ, eye, or tissue donation if you are an organ donor.

For research purposes under strictly limited circumstances.

To avert a serious threat to your health and safety or that of others.

For governmental purpases such as military service or for national security.

VVVVVVVVVVY



> In the event of an emergency or for disaster relief. :

[
AN

The practice may also disclose your information to family members and/or other persons involved in your care or
payment for your care. The practice may leave messages for you at home or work about your visits or test results. If
you do not want us to da so, please inform our Privacy Officer in writing.

All other uses and disclosures of your information to others will require a written, signed authorization from you.
You have the right to revoke your authorization at any time except to the extent that we have already acted on it.
Should you request your records to be released, the practice will provide you with an authorization form to
complete and return to the address listed on it.

Your health records are the physical property of the practice. The information contained in it belongs to you. Below
is a list of your rights regarding individually identifiable health information:

All requests related to these items must be made in writing to our privacy officer at the address listed below. We
will provide you with appropriate forms to exercise these rights. We will notify you if your requests cannot be
granted.

1. Restitution on Use and Disclosure: You have the right to request restitution on how we disclose your health
information. This includes requests to restrict disclosure of your health information to only certain individuals
or entities involved in your care as family members and insurance companies. We are not required to agree
with your request. If we agree, we are bound to the agreement unless disclosure is otherwise required or
authorized by law.

2. Confidential Communications: You have the right to request we communicate with you particular manner or at
a certain location. For example, you may request that we only contact you at home. We will accommodate
reasonable requests.

3. Access: You have the right to inspect or request a copy of records used to make decisions about your health
care, including your medical chart and billing records. This office will schedule appointment for record
inspection. We may charge a fee for providing you copies of your records. Under special circumstances we may
deny your records to inspect and/or copy records. You may request a review of the denial.

4. Records Amendment: You have the right to request amendments to your health records created by and for this
Practice if you feel they are incorrect or incomplete. We may accept or deny your request. If we deny your
request you have the right to provide a statement of disagreement.

5. Accounting of Disclosures: You have the right to receive an accounting of disclosures. This means you may
request a list of certain disclosures the practice has made of your records. Upon you request, we will provide
this information to you one time free during each twelve (12) month period. There may be a fee for additional
copies.

6. Copy of Notice: You have the right to request that we provide you with a paper copy of this notice of Privacy
Practice.

If you have questions about this notice, please contact Practice Privacy Officer at Women'’s Health Now, P.L.L.C practice
location in Queen Creek, Arizona. If you feel your privacy rights have been violated you have the right to file a written
complaint with our office. You may also file a complaint with the Secretary of the Department of Health and Human
Services. There will be no retaliation for filing a complaint.

I have received a copy of this office’s Notice of Privacy Practices that outlines how patient confidential information will be
used, disclosed, and protected.

Printed Patients Name Name/Relationship if signed by individual other than patient

Signature ‘ Date

,; *#+%*EOR OFFICE USE ONLY**¥¥*



ADVANCE DIRECTIVE
An advance directive is a document that allows a principal to select someone else to
make health care decisions if they are not able to for themselves.
Part I. MEDICAL POWER OF ATTORNEY

A medical power of attorney allows you the right to name someone else to make health
care decisions on your behalf.

"I choose to: (check one)

o Have a medical power of attorney.

o Not have a medical power of attorney.

Part II. LIVING WILL

A Living will allows a principal to select end-of-life treatment options in the chance of
incapacitation with no viable cure.

I choose to: (chéck one)

o Have a living will.

o Not have a living will.

Print Patient Name

Patient Signature



Consent for Treatment and Insurance Authorization/Financial Responsibility

We are doing everything possible to hold down the cost of medical care. You can help a great deal by eliminating the
need for us to bill you. The following is a summary of our payment policy. The patient or authorized person agrees
that the demographic information is correct and allows for the medical treatment as specified by physician or
associate provider.

1 hereby authorize Women'’s Health Now to furnish information to insurance carriers concerning my illness and
treatment and I hereby assign the physician ALL insurance payments for medical services rendered to myself or my
dependents. I understand that I am responsible for ANY unpaid amounts and agree to pay service charges at the
current rate, collection charges, and accounts that become 30 days overdue are subject to a 10% charge. Should
balances not be paid within 60 days, there will be an additional $30 charge and you will be referred to a collection
agency. There will be a $25 charge for returned checks and all future payments will be by credit, debit card, money
order or cash. Patients with outstanding balances of 60 days overdue must make arrangements for payment prior to
scheduling appointments.

Your insurance may or may NOT pay for well woman exams or routine preventative services.

Insurance: We bill participating insurance companies as a courtesy to you. You are expected to pay your deductible
and copayments at the time of service. If we have not received payment from your insurance company within 45 days
of the date of service, you will be expected to pay the balance in full. You are responsible for all the charges. We are
legally obligated to assign procedure codes based on the service provided to you, whether it is a well woman exam or
a visit to take care of problems, or both. If both kinds of services are provided during a single visit, then both services
may be billed. We cannot change the coding later to cause insurance to pay for a non-covered service. Depending on
your insurance coverage, you may be responsible for paying a copay for each service. Based on the kind on coverage
you have, some or all of this cost may have to be billed to you. It is your responsibility to be familiar with your
insurance benefits. You agree to contact your insurance provider if you need help understanding your benefits. You
are responsible for notifying our office of all insurance changes including any secondary insurance. If you do not
inform the office, you will be responsible for any remaining balances.

Office visits, consults, treatments and procedures with the physician are SEPARATE charges from any laboratory
testing that is determined to be medically necessary or performed as a matter of course in the examination. Examples
of these are blood tests, urinalysis, pap smears, cultures, biopsies, or any other test that involves taking bodily fluid or
tissue specimen. These are sent to a laboratory with the resulting charges that are separate from Women's Health
Now and it is possible based on your insurance or cash pay status that you may get a bill from the laboratory for
which you agree to be responsible. Lab fees are additional fees billed out separately. You will inform the back office or
phlebotomist if insurance requires use of a specific lab other than LabCorp or Sonora Quest.

1 agree that for disability forms, FMLA forms, paperwork, etc., there is a $25 fee per set of forms.
Appointments: If | am unable to keep an appointment, procedure or ultrasound, a 24 hour notice is required or a $25
charge will be made for each missed appointment or $50 for each missed ultrasound. A $100 charge will be made for

missed surgery appointments. Excessive abuse of scheduled appointments will result in discharge from the practice.

I have read and understand the Women’s Health Now Consent and Financial Responsibility. If my account is sent to
collections, | agree to pay the amount I owe plus the fees charged by the collection agency for costs of collections.

Signature of insured: Date:

Print Name:




