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Obstetricians & Gynecologists, P.C,

Legal Name Preferred Pharmacy
First  Middle Initial Last  Maiden Name
Date Of Birth Age Social Security Number
Race Ethnicity Preferred Language
Circle One:  Single Married Widowed Divorced Separated Significant Other
Mailing Address Cellular phone (__ )
I Prefer to be contacted via:___Cell phone _ Text

City State Zip Code __Email __ Mail
Email
Patients Employer Occupation
Work Phone ( ) Ext.
Spouse or Parent Name Employer

Emergency Contact Phone ( )

Emergency Contact

Name Relationship
Referred by Family Physician
MEDICAL HISTORY

Allergies
Name of Drug Reaction
Medications
Name of Drug/Supplement Dosage & When Taken
Surgical History
Year Name of Operation

Do you smoke? If yes, #/day____Have you ever smoked? Do you drink alcohol? ___If yes, how much?
OB/GYN History

Last Pap Smear
Date Results Place Taken

No. of Pregnancies Full Term Premature Miscarriage/Abortions Living

Ages of children living now:

PLEASE TURN THIS PAGE OVER AND ANSWER THE QUESTIONS ON THE BACK SIDE
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FINANCIAL INFORMATION

In the event | DO NOT have insurance, | understand that payment is EXPECTED AT THE TIME OF SERVICE unless other
arrangements have been made with the patient accounts department. In order to control the cost of billings, we do request

payment of your responsibility at time of service.

) l’ comp i

AsSurance Is g SING - < - < - R-19 d JOF Pl < 2 C( Da ma'
pay fixed allowances for certain procedures; they sometimes refer to as “Reasonable and Customary Fees: We do not accept this as
payment in full (unless otherwise restricted by law or agreement we may have with your insurer). In addition, some of the insurance
companies only pay a percentage of the charge. It is your responsibility to pay any co-pay, deductible amount, co-insurance or any
other balance not paid for by your insurance, within 30 days of the Insurance payment. In the event the account is turned over for

collection, the collection fees, and/or legal fees, including attomey fees shall be your responsibility.

| hereby assign all medical and/or surgical benefits, to include major medical benefits to which | am entitled, Medicare, private
insurance and other health plans to Obstetricians & Gynecologists, P.C. This assignment will remain in effect until revoked by me in
writing. A photocopy of this assignment is to be considered as a valid original. 1 hereby authorize said assignee to release all

information necessary to secure payment, via fax transmittal or hard copy.

Patient’s Name
Primary Insurance
Claims Mailing Address

Secondary Insurance
Claims Mailing Address

Policy Number
Group Number
Insured’s Name
Insured's Mailing Address

Policy Number
Group Number
Insured’s Name
Insured’s Mailing Address

Relationship to Patient
Insured’s Date of Birth
Social Security Number
Insured's Employer.

DATE

Relationship to patient
Insured’s Date of Birth
Social Security Number
Insured’s Employer
SIGNATURE

IF PATIENT IS A MINOR, and/or another party is financially responsible for this patient’s bill(s),

please complete the following information:

—_Responsible Party Name: . B
DOB D

Relationship: Social Security Number:
Address;
Zip Code:

City: State:
Home Phone #: Work Phone #

(Iif you would wish to have a copy of this form, please ask)

2115 N Kansas Ave, Suite 204 » Hastings, NE 68901 « p 402-463-6793 * f 402-463-6894 + after hours 402-462-8566
1010 Diers Avenue, Suite 4B » Grand Island, NE 68803 * p 308-381-1490 » www.obgynnebraska.com



Obstetricians & Gynecologists, P. C.

Notice of Privacy Practices Summary / Acknowledgement

Maintaining privacy of your health information is very important to us. The following is a brief
summary of the content of the Notice of Privacy Practices. A copy of our Notice of Privacy
Practices is available upon request. We encourage you to read the entire Notice and ask any

questions you may have regarding its contents.

How We May Use and Disclose Health Information About You. This section describes the
dsmmmmmmww%ﬁfmmmmwwpwﬁc

authorization from you. These types of uses and disclosures are specifically permitted by law
because it is assumed you would want us to use or disclose your information for these
purposes, or because such use or disclosure is recognized as critical to the functioning of our

health care system.

Your Rights Regarding Your Health Information. This section describes the following rights
you have with respect to your health information and tells you how you may exercise these

rights.

Right to inspect and copy

Right to request amendment

Right to an accounting of disclosures

Right to request restrictions on certain uses and disclosures
Right to request alternative means of communication

Right to receive a paper copy of our Notice of Privacy Practices

How to File Complaints Concerning Our Privacy Practices. This section tells you what you
can do if you believe any of your rights have been violated. You will not be penalized for filing a
complaint.

We ask you acknowledge your receipt of this Notice by signing below. The most current copy of
our Notice will be available in our office. If there are material changes to this Notice at a later
date, you will be provided a copy of the revised Notice and asked to sign another

acknowledgement.
| acknowledge that I received a copy of my provider's Notice of Privacy Practices with the
effective date of 05/01/2021.

Signature of Patient/ Patient Representative Date

Relationship to Patient
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Date:

Name:

In order to better address your health needs, please take a few moments to answer the following questions.

Thank you for your assistance.

1) Do your PERIODS impact your quality of life? —_Yes___ No

Would you like information on a simple procedure that can reduce or eliminate your periods?
—_Yes__ No

2) Areyou having any problems with your BLADDER? —Yes___No (Ifno, go to #3)

Which symptom best describes you? Please check all that apply.
1) Frequent urination-Day, night, or both
2) Sudden or strong urge to urinate
3) Leakage with little or no warning

4) Unable to completely empty bladder
5) Accidental leakage with physical activity like exercising, sneezing or coughing

Which symptom is the most bothersome to you?

Have you tried medications to help with your bladder symptoms? — Yes__No
Are you interested in learning about other treatment optiéns? —Yes__ _No
3) Is WEIGHT GAIN a concern for you? —_Yes__No
4) Do you struggle with any of the following SKIN CONDITIONS? Please circle al that apply:
| Fine lines Wrinkles Acne Redness
| Pigment changes | Dry Skin Oily Skin Large pores
Would you like a FREE skin consultation from Essence Med Spa? —Yes__ No

5) Are you interested in laser HAIR REMOVAL? . . N ~ . Yes__ No



