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We look forward to seeing you on ____________at _________am/pm.

We are committed to providing you with the best care possible.  Here are a few things that you can do to help us make your visit run smoothly…

1. We pre-register our patients prior to the visit in an effort to keep wait times down and to leave room for any unexpected events that may cause delays.  Please complete the enclosed forms and bring them by, mail them or fax them to us so we can enter your information into our computer system.   

2. Bring a list of your current medications, a copy of your medical records, a photo ID, and your insurance card(s).

3. Please arrive 15 minutes before your scheduled appointment time in order to complete paperwork, as it is our policy to reschedule late arrivals to another day.

4. Payment is due at time of services.  We accept all major Credit Cards, Checks, Cash and Care Credit.

5. You may be charged a fee of $25 for missed appointments and/or dismissed from the practice for multiple missed appointments if 48-hour notice is not given.

If you cannot make your appointment, call us at least one day ahead so your appointment can be rescheduled.  Please make every effort to keep your appointment, as our appointment times are limited and no shows ultimately affect the medical care of other patients.
We thank you for your efforts, and we look forward to seeing you soon!
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Genesis Gynecology, P.A.
Welcome to our office. We are committed to providing the best, most comprehensive care possible. We encourage you to ask questions. Please assist us by providing the following information. All information is confidential and is release only with your consent.
Patient Information Form
Patient Name (Last, First, Middle): _____________________________Date of Birth: ________ Age: ______

Social Security Number: _________________________ Email Address: ______________________________

Home Address: ____________________________City: ________________ State: ________ Zip: _________

Mailing Address (if different):____________________ City: ______________ State: ________ Zip: ________

Phone number (Home): _____________________ (Work): ___________________ (Cell): ________________

Employer: ____________________________________________ Occupation: ________________________

Employer’s Address: _________________________City: ________________ State: _________ Zip: _______

Marital Status: ______________ Spouse’s name: __________________ Spouse’s Employer______________

Primary Care Physician’s Name: _____________________ Referred to our practice by: _________________

How did you hear about our practice? _________________________________________________________

Insurance Information
Name of person responsible for fees: _________________________________ Phone: __________________
Insurance Company: ____________________________ Claim Address: _______________________________
Primary Policyholder’s Name:  ____________________ Date of Birth: ___________ Relationship: ___________
Policy ID #: ____________________ Group #: ______________ Policyholder’s Social Security #: ____________
Secondary Insurance Co: ____________________________ Claim Address: _____________________________
Policyholder’s Name: __________________________ Date of Birth: ___________ Relationship: _____________
Policy ID #:_____________________ Group #: _____________ Policyholder’s Social Security #: _____________

Emergency Contact Information
Name: _______________________________________ Relationship: _______________________________

Phone Number (Home): _____________________ (Work): ________________ (Cell) __________________

Genesis Gynecology, P.A.

I have reviewed the completed information on the Patient Registration Form and the information is accurate and true.  I also have read and understand the Financial Policy statement.  I know that the HIPPA notice of privacy practices is posted in the office of Genesis Gynecology, P.A., and that I may request a copy.

I hereby authorize Genesis Gynecology, P.A. and its physicians to furnish information concerning illnesses and treatments of the above named patient to any third party payor with whom the patient is under contract.  I hereby authorize payment of benefits directly to Genesis Gynecology, P.A. otherwise payable to me for medical and/or surgical services rendered.

I am aware that insurance is considered a method of reimbursing the doctor for services rendered, and not a substitute for payment.  I acknowledge that I am responsible for payment of any non-covered service, co-payments or deductibles.  I recognize that I am responsible for obtaining any and all referrals from my primary care physician and that I am responsible for payment on any denied service resulting from misrepresentation of the information contained within the Patient Registration Form. 

I understand that all charges are due and payable when services are rendered, unless other payment arrangements are made. I am aware that delinquent accounts will be charged interest and I agree to pay any costs of collections, including reasonable attorney fees.

I hereby permit the doctor or his assistant to take photographs or other digital images of the above named patient.  I understand that these images are for legal documentation or presentation at professional meetings and discussions, and I give permission to use them as such. 

The following people may have access to my chart: _______________

________________________________________________________

Signature:___________________________________

Date: _______________________________________

Genesis Gynecology

176 Fairway Dr, Kerrville, Texas 78028

(830) 792-0805
 Fax (830) 792-0833
Patient Name: ________________________________ Age: _____________ Date: ____________

Reason for visit: _________________________________________________________________
Current Medications (include all over the counter medications):______________________________ _______________________________________________________________________________

_______________________________________________________________________________
Medical History:

Have you ever had or do you currently have any of the following?
Serious Heart Trouble (coronary artery disease), Cholesterol problems (hypercholesterolemia), High Blood Pressure (Hypertension), Stroke, Blood Clot to the lung (pulmonary embolism), Infections/Clots in the veins (deep venous thrombosis), Emphysema, Asthma/Lung disease, Stomach ulcers (peptic ulcer disease), Hernia, Breast Cancer, Ovary Cancer, Colon Cancer, Other Cancers, gall Bladder disease, Hepatitis/Liver  disease, Anemia (low blood count), Osteoporosis, Drug/Alcohol abuse, Mental/Nervous disorders, Depression, Migraine Headaches, Epilepsy (seizures), Anesthesia complications, History of a blood transfusion, Major accidents, Mitral Valve Prolapse, Rheumatic fever, Urinary incontinence, Infertility, Other_____________________________

Allergies to any medications: ___________________________________________________
Surgical History:

Have you ever had surgery for any of the following? (Please give dates, if yes)

Skin Cancer


Appendix

Tonsils/Adenoids

Gallbladder                                Hernia repairs

Hemorrhoids

Breast Lump


Infertility

Tubal ligation
Hysterectomy:   Yes     No




Abdominal or Vaginal
Ovaries removed?

Other surgeries (dates) ___________________________________________________________
Have you ever been hospitalized for any other reason? _________________________________
Family History:

Have any of your family members had any of the following? If so, Please indicate how they are related to you- (M) mother, (F) father, (B) brother, (S) sister, (MGP) maternal grandparents, (PGP) paternal grandparents, (C) children

Heart disease (coronary artery disease) ________ Cholesterol Problems (hypercholesterolemia) ______

High Blood Pressure (Hypertension) ________ Stroke __________ Blood Clot to the lung (pulmary embolism) _______ Infections/Clots in the veins (deep venous thrombosis) ______ Emphysema ____
Lung Disease _______ Stomach ulcers ______ Hernia _______ Breast Cancer _______
 Ovary Cancer ________ Other Cancers _______ Gall Bladder disease __________
 Hepatitis/Liver disease ______ Bowel/Rectal disease ________ Diabetes _________
 Kidney disease/Infections ___________Thyroid disease _______ Anemia (low blood count) _____ Osteoporosis ________ Drug/Alcohol abuse ________ Mental/Nervous disorders _________ Depression ___________ Anesthesia complications ___________ Urinary incontinence _______ Mitral Valve Prolapse ________ Other ____________________________________________
Social History: (please circle answer)

Smoking:   Yes
   No
Quit


Exercise:  Yes
No     Swimming   Walking   Jogging

Smoke for: <1 yr    1-5yrs   >5yrs




Cycling

Other

Passive smoke exposure:  Yes   No

Alcohol:   Yes    No     Daily    Weekly     Monthly     Socially

    1 drink/session      1-3 drinks     3-6 drinks     >6 drinks


Sexually Active:
   Yes
No



Travel outside the U.S.? Yes
No

Recreational drug use:   Yes
No


              Occupation: _______________

Do you have any reasons why you would NOT accept a blood transfusion? 

______________________________________________________________________________
Primary Care Physician: __________________________________________________________
Local Pharmacy that you use: ______________________________________________________
Review of systems (Please circle any that apply):

Are you CURRENTLY experiencing any of the following:

Constitutional:  weight gain
loss of appetite   fever    weakness
weight loss
night sweats
Dermatology:  rash
moles
lumps
dry or sensitive skin
hives
Endocrinology:  fatigue
excessive thirst
    excessive urination
cold intolerance      heat intolerance     dry skin
      hair loss
Neurology:  headaches
tingling/numbness
seizures
insomnia
memory loss
            dizziness
gait abnormality 
Respiratory:  shortness of breath
chest pain
wheezing        cough
 chest congestion
Allergy: runny nose 
itchy eyes
ear fullness
sinus congestion
Hematology/Lymph:  fatigue
varicose veins
easy bruising
swollen glands
Urology:  difficulty urination
blood in the urine
frequent urination
urinary incontinence  nocturia
burning with urination

Ear/Nose/Throat: recent cold/URI
hearing loss
ringing in ears
sore throat   sinus problems
Cardiology:  chest pain
heart palpitations
leg swelling
Gastroenterology:  nausea
heartburn
vomiting
abdominal pain
diarrhea



constipation
blood in stool
Musculoskeletal:  joint pain
leg cramps
low back pain
restless leg syndrome
Psychology:  high stress level
depression
sleep disturbances
eating disorder



mental/physical abuse

anxiety

Female Reproductive (genital):  heavy periods    dysparuenia (painful sex)         sexually active



infertility
pelvic pain
using contraception
intermenstrual spotting



postmenopausal bleeding
abnormal vaginal bleeding
hot flashes

OB History:

Number of pregnancies _______    Number of live births _______    Cesareans  _______
     Premature births   _______ 
Miscarriages _________
Abortions    _______

Weight of child at birth _________________

Problems/complications of any pregnancies ___________________________________

Are your tubes tied?  Yes        No
Vasectomy (Spouse)?   Yes      No

GYN History:

Age of first menstrual period:  ________

Date of last menstrual period: _________

Frequency of periods:  ______________

Duration:  __________________

Is your menstrual flow:     Light
Moderate
    Heavy

Menstrual pain:     Mild
Moderate
   Severe

Date of last pap smear: _____________ Any abnormal pap smears:  ______   When? _________

Date of last mammogram: ______________

History of any sexually transmitted disease:   Herpes     HIV
     Gonorrhea
  Chlamydia







         HPV     Syphilis
Trichomonas

Current birth control method: ___________________

Have you EVER had any of the following?

Severe menstrual pain


Painful intercourse

Vaginal infections
Pelvic Inflammatory Disease


Endometriosis

 
Infertility
Cancer of any female organs


Sexual Dysfunction

Pelvic Pain
Have you undergone menopause (‘the change”)? ________  If so, when? _________________

Have you had a hysterectomy? __________ Were one or both ovaries removed? ___________
Have you had problems trying to conceive or with infertility? __ ________________________

Do you leak urine if you cough, sneeze, jump or laugh? ________________________________

Are your periods so heavy that they are bothersome? _________________________________

