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Hutzel Women'’s
H \ Tt | |

Notice of Privacy Practices

Effective Date: January 1%, 2014
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO
THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.
If you have any questions about this notice, please contact our office manager.
OUR OBLIGATIONS:
We are required by law to:
Maintain the privacy of protected health information
Give you this notice of our legal duties and privacy practices regarding health information about you
Follow the terms of our notice that is currently in effect

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION:

The following describes the ways we may use and disclose health information that identifies you
(“Health Information”). Except for the purposes described below, we will use and disclose Health
Information only with your written permission. You may revoke such permission at any time by writing
to our practice Privacy Officer. For Treatment. We may use and disclose Health Information for your
treatment and to provide you with treatment-related health care services. For example, we may
disclose Health Information to doctors, nurses, technicians, or other personnel, including people
outside our office, who are involved in your medical care and need the information to provide you with
medical care.

For Payment. We may use and disclose Health Information so that we or others may bill and receive
payment from you, an insurance company or a third party for the treatment and services you received.
For example, we may give your health plan information about you so that they will pay for your
treatment.

For Health Care Operations. We may use and disclose Health Information for health care operations
purposes. These uses and disclosures are necessary to make sure that all of our patients receive
quality care and to operate and manage our office. For example, we may use and disclose information
to make sure the obstetrical or gynecological care you receive is of the highest quality. We also may
share information with other entities that have a relationship with you (for example, your health plan) for
their health care operation activities.

Appointment Reminders, Treatment Alternatives and Health Related Benefits and Services. We
may use and disclose Health Information to contact you to remind you that you have an appointment
with us. We also may use and disclose Health Information to tell you about treatment alternatives or
health-related benefits and services that may be of interest to you.

Individuals Involved in Your Care or Payment for Your Care. When appropriate, we may share
Health Information with a person who is involved in your medical care or payment for your care, such
as your family or a close friend. We also may notify your family about your location or general condition
or disclose such information to an entity assisting in a disaster relief effort.

Research. Under certain circumstances, we may use and disclose Health Information for research.
For example, a research project may involve comparing the health of patients who received one
treatment to those who received another, for the same condition. Before we use or disclose Health
Information for research, the project will go through a special approval process. Even without special
approval, we may permit researchers to look at records to help them identify patients who may be
included in their research project or for other similar purposes, as long as they do not remove or take a
copy of any Health Information.

SPECIAL SITUATIONS:

As Required by Law. We will disclose Health Information when required to do so by international,
federal, state or local law.

To Avert a Serious Threat to Health or Safety. We may use and disclose Health Information when
necessary to prevent a serious threat to your health and safety or the health and safety of the public or
another person.

Disclosures, however, will be made only to someone who may be able to help prevent the threat.
Business Associates. We may disclose Health Information to our business associates that perform
functions on our behalf or provide us with services if the information is necessary for such functions or
services. For example, we may use another company to perform billing services on our behalf. All of
our business associates are obligated to protect the privacy of your information and are not allowed to
use or disclose any information other than as specified in our contract.

Organ and Tissue Donation. If you are an organ donor, we may use or release Health Information to
organizations that handle organ procurement or other entities engaged in procurement, banking or
transportation of organs, eyes or tissues to facilitate organ, eye or tissue donation and transplantation.
Military and Veterans. If you are a member of the armed forces, we may release Health Information
as required by military command authorities. We also may release Health Information to the
appropriate foreign military authority if you are a member of a foreign military. Workers’
Compensation. We may release Health Information for workers’ compensation or similar programs.
These programs provide benefits for work-related injuries or illness.

Public Health Risks. We may disclose Health Information for public health activities. These activities
generally include disclosures to prevent or control disease, injury or disability; report births and deaths;
report child abuse or neglect; report reactions to medications or problems with products; notify people
of recalls of products they may be using; a person who may have been exposed to a disease or may be
at risk for contracting or spreading a disease or condition; and the appropriate government authority if
we believe a patient has been the victim of abuse, neglect or domestic violence. We will only make this
disclosure if you agree or when required or authorized by law.

Health Oversight Activities. We may disclose Health Information to a health oversight agency for
activities authorized by law. These oversight activities include, for example, audits, investigations,
inspections, and licensure. These activities are necessary for the government to monitor the health
care system, government programs, and compliance with civil rights laws.

Data Breach Notification Purposes. We may use or disclose your Protected Health Information to
provide legally required notices of unauthorized access to or disclosure of your health information.
Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may disclose Health
Information in response to a court or administrative order. We also may disclose Health Information in
response to a subpoena, discovery request, or other lawful process by someone else involved in the
dispute, but only if efforts have been made to tell you about the request or to obtain an order protecting
the information requested.

Law Enforcement. We may release Health Information if asked by a law enforcement official if the
information is: (1) in response to a court order, subpoena, warrant, summons or similar process; (2)
limited information to identify or locate a suspect, fugitive, material witness, or missing person; (3) about
the victim of a crime even if, under certain very limited circumstances, we are unable to obtain the
person’s agreement; (4) about a death we believe may be the result of criminal conduct; (5) about
criminal conduct on our premises; and (6) in an emergency to report a crime, the location of the crime
or victims, or the identity, description or location of the person who committed the crime.

Coroners, Medical Examiners and Funeral Directors. We may release Health Information to a
coroner or medical examiner. This may be necessary, for example, to identify a deceased person or
determine the cause of death. We also may release Health Information to funeral directors as
necessary for their duties.

National Security and Intelligence Activities. We may release Health Information to authorized
federal officials for intelligence, counter-intelligence, and other national security activities authorized by
law.

Protective Services for the President and Others. We may disclose Health Information to
authorized federal officials so they may provide protection to the President, other authorized persons
or foreign heads of state or to conduct special investigations.

Inmates or Individuals in Custody. If you are an inmate of a correctional institution or under the
custody of a law enforcement official, we may release Health Information to the correctional institution
or law enforcement official. This release would be if necessary: (1) for the institution to provide you with
health care; (2) to protect your health and safety or the health and safety of others; or (3) the safety and
security of the correctional institution.

USES AND DISCLOSURES THAT REQUIRE US TO GIVE YOU AN OPPORTUNITY TO OBJECT
AND OPT

Individuals Involved in Your Care or Payment for Your Care. Unless you object, we may disclose to
a member of your family, a relative, a close friend or any other person you identify, your Protected
Health Information that directly relates to that person’s involvement in your health care. If you are
unable to agree or object to such a disclosure, we may disclose such information as necessary if we
determine that it is in your best interest based on our professional judgment.

Disaster Relief. We may disclose your Protected Health Information to disaster relief organizations
that seek your Protected Health Information to coordinate your care, or notify family and friends of your
location or condition in a disaster. We will provide you with an opportunity to agree or object to such a
disclosure whenever we practically can do so.

YOUR WRITTEN AUTHORIZATION IS REQUIRED FOR OTHER USES AND DISCLOSURES

The following uses and disclosures of your Protected Health Information will be made only with your
written authorization:

1. Uses and disclosures of Protected Health Information for marketing purposes; and

2. Disclosures that constitute a sale of your Protected Health Information

Other uses and disclosures of Protected Health Information not covered by this Notice or the laws that
apply to us will be made only with your written authorization. If you do give us an authorization, you
may revoke it at any time by submitting a written revocation to our Privacy Officer and we will no longer
disclose Protected Health Information under the authorization. But disclosure that we made in reliance
on your authorization before you revoked it will not be affected by the revocation.

YOUR RIGHTS:

You have the following rights regarding Health Information we have about you:

Right to Inspect and Copy. You have a right to inspect and copy Health Information that may be used
to make decisions about your care or payment for your care. This includes medical and billing records,
other than psychotherapy notes. To inspect and copy this Health Information, you must make your
request, in writing, to our office. We have up to 30 days to make your Protected Health Information
available to you and we may charge you a reasonable fee for the costs of copying, mailing or other
supplies associated with your request. We may not charge you a fee if you need the information for a
claim for benefits under the Social Security Act or any other state of federal needs-based benefit
program. We may deny your request in certain limited circumstances. If we do deny your request, you
have the right to have the denial reviewed by a licensed healthcare professional who was not directly
involved in the denial of your request, and we will comply with the outcome of the review. Right to an
Electronic Copy of Electronic Medical Records. If your Protected Health Information is maintained
in an electronic format (known as an electronic medical record or an electronic health record), you have
the right to request that an electronic copy of your record be given to you or transmitted to another
individual or entity. We will make every effort to provide access to your Protected Health Information in
the form or format you request, if it is readily producible in such form or format. If the Protected Health
Information is not readily producible in the form or format you request your record will be provided in
either our standard electronic format or if you do not want this form or format, a readable hard copy
form. We may charge you a reasonable, cost-based fee for the labor associated with transmitting the
electronic medical record.

Right to Get Notice of a Breach. You have the right to be notified upon a breach of any of your
unsecured Protected Health Information.

Right to Amend. If you feel that Health Information we have is incorrect or incomplete, you may ask
us to amend the information. You have the right to request an amendment for as long as the
information is kept by or for our office. To request an amendment, you must make your request, in
writing, to our office.

Right to an Accounting of Disclosures. You have the right to request a list of certain disclosures we
made of Health Information for purposes other than treatment, payment and health care operations or
for which you provided written authorization. To request an accounting of disclosures, you must make
your request, in writing, to our office.

Right to Request Restrictions. You have the right to request a restriction or limitation on the Health
Information we use or disclose for treatment, payment, or health care operations. You also have the
right to request a limit on the Health Information we disclose to someone involved in your care or the
payment for your care, like a family member or friend. For example, you could ask that we not share
information about a particular diagnosis or treatment with your spouse. To request a restriction, you
must make your request, in writing, to our office. We are not required to agree to your request unless
you are asking us to restrict the use and disclosure of your Protected Health Information to a health
plan for payment or health care operation purposes and such information you wish to restrict pertains
solely to a health care item or service for which you have paid us “out-of-pocket” in full. If we agree, we
will comply with your request unless the information is needed to provide you with emergency
treatment.

Out-of-Pocket-Payments. If you paid out-of-pocket (or in other words, you have requested that we not
bill your health plan) in full for a specific item or service, you have the right to ask that your Protected
Health Information with respect to that item or service not be disclosed to a health plan for purposes of
payment or health care operations, and we will honor that request.

Right to Request Confidential Communications. You have the right to request that we
communicate with you about medical matters in a certain way or at a certain location. For example,
you can ask that we only contact you by mail or at work. To request confidential communications, you
must make your request, in writing, to our office. Your request must specify how or where you wish to
be contacted. We will accommodate reasonable requests.

Right to a Paper Copy of This Notice. You have the right to a paper copy of this notice. You may
ask us to give you a copy of this notice at any time. Even if you have agreed to receive this notice
electronically, you are still entitled to a paper copy of this notice. You may obtain a copy of this notice
at our web site, www.hutzelwomens.com. To obtain a paper copy of this notice, contact our office.

CHANGES TO THIS NOTICE:

We reserve the right to change this notice and make the new notice apply to Health Information we
already have as well as any information we receive in the future. We will post a copy of our current
notice at our office. The notice will contain the effective date on the first page, in the top right-hand
corner.

COMPLAINTS:

If you believe your privacy rights have been violated, you may file a complaint with our office or with the
Secretary of the Department of Health and Human Services. To file a complaint with our office, contact
our office Manager. All complaints must be made in writing. You will not be penalized for filing a
complaint.

I acknowledge that I have received a copy of this Privacy Policy

Signature

Relationship if other than patient







PATIENT INTAKE HISTORY

FOR OFFICE USE ONLY: (1 ESTABLISHED PATIENT ] CONSULTATION [ LETTER SENT: / /

PATIENT NAME: DATE:

MR# BIRTH DATE:

ADDRESS:

CITY: STATE/ZIP:

HOME TELEPHONE: ( WORK TELEPHONE: (

EMPLOYER: WORK HOURS:

INSURANCE: POLICY NUMBER:

PRESCRIPTION COVERAGE WITH ABOVE POLICY? D YES EI NO, NAME OF CARRIER:

E-MAIL ADDRESS: (For confirming appointments only):

PHARMACY NAME AND TELEPHONE:

Race: [_] AFRICAN AMERICAN  [_] ASIAN  [] AMERICAN INDIAN  [JCAUCASIAN  [JHISPANIC [ UNKNOWN

NAME OF SPOUSE/PARTNER: DATE OF BIRTH:

EMERGENCY CONTACT: RELATIONSHIP:

HOME TELEPHONE: ( ) WORK TELEPHONE: ()

REFERRING PHYSICIAN/OB/GYN: TELEPHONE: ( )

MAY WE DISCUSS YOUR TEST RESULTS WITH YOUR PARTNER/SPOUSE? EI YES EI NO

ISIT OKAY TO LEAVE A MESSAGE ON YOUR VOICEMAIL? EI YES EINO

MAY WE CONTACT YOU AT WORK? [ves []nNo

If you are uncomfortable answering any questions, leave them blank; you can discuss them with your doctor or nurse.

GYNECOLOGIC HISTORY

PHYSICIAN /NURSE NOTES

LAST NORMAL MENSTRUAL PERIOD (FIRST DAY)
AGE PERIODS BEGAN:

LENGTH OF PERIODS (NUMBER OF DAYS OF BLEEDING):

ANY RECENT CHANGES IN PERIODS:

PREVIOUS METHOD(S) OF BIRTH CONTROL:

HOW OFTEN DO YOU GET PERIODS?

WHEN WAS YOUR LAST PAP TEST?

WAS IT NORMAL?

HAVE YOU EVER HAD AN ABNORMAL PAP TEST?

HAVE YOU EVER HAD A MAMMOGRAM?

OBSTETRIC HISTORY - IF NO PREGNANCIES CHECK HERE []
NUMBER NUMBER NUMBER

PREGNANCIES ABORTIONS MISCARRIAGES

PREMATURE BIRTHS (<37 WEEKS) LIVE BIRTHS LIVING CHILDREN

TYPE OF DELIVERY
# BIRTH DATE BIRTH WEIGHT WEEKS PREGNANT (VAGINAL, CESAREAN, ETC.) COMPLICATIONS

H UTZE L WOME N’S H EALTH S P E C IAL I S TS www.hutzelwomens.com






PATIENT INTAKE HISTORY (Continued)

PATIENT NAME:

CURRENT MEDICATIONS - IF NONE CHECK HERE [}
(Including hormones, vitamins, herbs, nonprescription medications)

CURRENT

MEDICATIONS DOSAGE

WHO PRESCRIBED

CURRENT
MEDICATIONS

DOSAGE

WHO PRESCRIBED

PERSONAL PAST HISTORY OF ILLNESSES

MAJOR ILLNESSES

YES

oAtE) | N©

PHYSICIAN/NURSE NOTES

ASTHMA

PNEUMONIA/LUNG DISEASE

TUBERCULOSIS

MITRAL VALVE PROLAPSE

HEART ATTACK/PROBLEMS

HIGH BLOOD PRESSURE

STROKE

BLOOD CLOTS IN LUNGS OR LEGS

KIDNEY INFECTIONS/STONES

SEXUALLY TRANSMITTED DISEASE

HIV/AIDS

THYROID DISEASE

DIABETES

EATING DISORDERS

DEPRESSION/ANXIETY

ARTHRITIS/JOINT PAIN/BACK PROBLEMS

COLLAGEN VASCULAR DISEASE (LUPUS)

CANCER

REFLUX/HIATAL HERNIA/ULCERS

HEPATITIS/JAUNDICE/LIVER DISEASE

GALLBLADDER DISEASE

COLITIS/CROHN’S DISEASE

ANEMIA

BLOOD TRANSFUSIONS

MIGRAINE HEADACHES

SEIZURES/CONVULSIONS/EPILEPSY

OTHER

H UTZE L WOME N ,S H EALTH S P E C IAL I S TS www.hutzelwomens.com






PATIENT INTAKE HISTORY (Continued)

PATIENT NAME:

PERSONAL PROFILE

SEXUAL ORIENTATION:  [[JHETEROSEXUAL [] HOMOSEXUAL [] BISEXUAL
MARITAL STATUS: [IJMARRIED [_JLIVING WITH PARTNER [|SINGLE [_JWIDOWED []DIVORCED [_]SEPARATED
NUMBER OF PRIOR MARRIAGES FOR YOU: FOR PARTNER:

NUMBER OF PEOPLE IN HOUSEHOLD:

EDUCATION COMPLETED:DHIGH SCHOOL D SOME COLLEGE DCOLLEGE /BA DEGREE DGRADUATE DEGREE EIOTHER

OCCUPATION/JOB:

OPERATIONS/HOSPITALIZATIONS — IF NONE CHECK HERE - []

SURGERY/REASON DATE OR YEAR HOSPITAL

INJURIES/ILLNESSES - IF NONE CHECK HERE - []

REASON DATE OR YEAR HOSPITAL

REVIEW OF SYSTEMS
Please check (x) if any of the following symptoms apply to you now or since adulthood
If you are not sure, please put a (?) next to the symptom

NO | NOW | PAST PHYSICIAN/NURSE’S NOTES

CONSTITUTIONAL
WEIGHT LOSS

WEIGHT GAIN

FEVER
EYES
DOUBLE VISION

VISION CHANGES

GLASSES/CONTACTS

SPOTS BEFORE EYES
EAR, NOSE, AND THROAT
EARACHES

RINGING IN EARS

HEARING PROBLEMS
FREQUENT SINUS PROBLEMS
MOUTH SORES

O
O
O
O
O
O
O
O
O
O
O
O

OOoono Oooonno ogo

WL (O0O|O0O0O) |O0j0|0O) (OO0
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PATIENT INTAKE HISTORY (Continued)

PATIENT NAME:

REVIEW OF SYSTEMS (Continue)
Please check (x) if any of the following symptoms apply to you now or since adulthood
If you are not sure, please put a (?) next to the symptom

NO | NOW | PAST PHYSICIAN/NURSE’S NOTES

CARDIOVASCULAR
PAINFUL BREATHING

CHEST PAIN OR PRESSURE

DIFFICULTY BREATHING ON EXERTION

SWELLING OF LEGS

RAPID OR IRREGULAR HEARTBEAT
RESPIRATORY
WHEEZING/ASTHMA

SPITTING UP BLOOD

SHORTNESS OF BREATH

CHRONIC COUGH
GASTROINTESTINAL
FREQUENT DIARRHEA

BLOODY STOOL

NAUSEA/VOMITING/INDIGESTION

CONSTIPATION

INVOLUNTARY LOSS OF GAS OR STOOL
GENITOURINARY
BLOOD IN URINE

PAIN WITH URINATION

STRONG URGENCY TO URINATE

FREQUENT URINATION

ABNORMAL BLEEDING

PAINFUL PERIODS

PAINFUL INTERCOURSE

FIBROIDS

INFERTILITY

DES EXPOSURE

ABNORMAL VAGINAL DISCHARGE
MUSCULOSKELETAL
MUSCLE WEAKNESS

MUSCLE OR JOINT PAIN
SKIN
RASH

SORES

EXCESS BODY OR FACIAL HAIR

MOLES

OonOooono oo ooooooooooOo ooooo oooo oooono
OOoono (oo |Oooooooooooo ooooo oooo oooo:no

SEVERE ACNE

O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
S
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I PATIENT INTAKE HISTORY (Continued) I

PATIENT NAME: DATE: /o

REVIEW OF SYSTEMS (Continue)
NO NOW | PAST PHYSICIAN/NURSE’S NOTES

BREASTS
NIPPLE DISCHARGE

LUMPS
NEUROLOGIC
DIZZINESS

SEIZURES

NUMBNESS

TROUBLE WALKING

SEVERE MEMORY PROBLEMS

FREQUENT OR SEVERE HEADACHES

EMOTIONAL

DEPRESSION OR FREQUENT CRYING

SEVERE ANXIETY

WOULD YOU LIKE A REFERRAL TO A COUNSELOR?

ENDOCRINE

HAIR LOSS

DIABETES

HEAT OR COLD INTOLERANCE

ABNORMAL THIRST

HOT FLASHES
HEMATOLOGIC/LYMPHATIC
FREQUENT BRUISES

CUTS THAT DO NOT STOP BLEEDING

ENLARGED LYMPH NODES (GLANDS)

ALLERGIC/IMMUNOLOGIC

MEDICATION ALLERGIES

IF ANY, PLEASE LIST ALLERGY AND TYPE OR
REACTION:

O |O0O0oono oOoooo oooooooooo oo
O| |O0O00O0no oOoOoooo Ooooooooooo oo
O |O0O00O0ono oOoOoooo Ooooooooooo oo

OTHER ALLERGIES:

LIST TYPE OR REACTION:

SOCIAL HISTORY

wn

PHYSICIAN/NURSE NOTES

EVER SMOKED?

CURRENT SMOKING: PACKS PER DAY: YEARS:

ALCOHOL: DRINKS PER DAY: DRINKS PER WEEK:

RECREATIONAL DRUG USE:

REGULAR EXERCISE: HOW LONG AND HOW OFTEN?

HAVE YOU BEEN SEXUALLY ABUSED, THREATENED, OR HURT BY ANYONE

|
OOooooo|é

WEIGHT CHANGES IN THE PAST YEAR?

H UTZE L WOME N ’S H EALTH S P E C IAL I S TS www.hutzelwomens.com






PATIENT INTAKE HISTORY (Continued)

PATIENT NAME:

FAMILY HISTORY

MOTHER: [ LIVING LI DECEASED — CAUSE: AGE: FATHER: [ LIVING LI DECEASED — CAUSE:
SIBLINGS: NUMBER LIVING: NUMBER DECEASED: CAUSE(S)/AGES(S):
CHILDREN: NUMBER LIVING: NUMBER DECEASED: CAUSE(S)/AGES(S):

ILLNESS YES | WHICH RELATIVE(S) AND AGE OF ONSET PHYSICIAN/NURSE NOTES
DIABETES

STROKE

HEART DISEASE

BLOOD CLOTS IN LUNGS OR LEGS

HIGH BLOOD PRESSURE

HIGH CHOLESTEROL

OSTEOPOROSIS (WEAK BONES)

RECURRENT MISCARRIAGE

INFERTILITY

BIRTH DEFECTS

MENTAL RETARDATION

DRINKING OR DRUG PROBLEMS

BREAST CANCER

COLON CANCER

OVARIAN CANCER

UTERINE CANCER

MENTAL ILLNESS/DEPRESSION

CYSTIC FIBROSIS

OO0OOooOooooooooooooonao

OTHER

DATE REVIEWED: PHYSICIAN SIGNATURE:

DICTATION #: PHYSICIAN INITIALS:

DICTATION #: PHYSICIAN INITIALS:

Print Form ||Email Form
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		MR: 

		SS: 

		ADDRESS: 

		CITY: 

		STATEZIP: 

		 HOME TELEPHONE: 

		 WORK TELEPHONE: 

		EMPLOYER: 

		WORK HOURS: 

		INSURANCE: 

		POLICY NUMBER: 

		PRESCRIPTION COVERAGE WITH ABOVE POLICY YES NO NAME OF CARRIER: 

		EMAIL ADDRESS For confirming appointments only: 

		PHARMACY NAME AND TELEPHONE: 

		NAME OF SPOUSEPARTNER: 

		DATE OF BIRTH: 

		EMERGENCY CONTACT: 

		RELATIONSHIP: 

		 HOME TELEPHONE_2: 

		 WORK TELEPHONE_2: 

		REFERRING PHYSICIANOBGYN: 

		  TELEPHONE: 

		MAY WE DISCUSS YOUR TEST RESULTS WITH YOUR PARTNERSPOUSE: Off

		undefined_4: Off

		PHYSICIAN NURSE NOTESLAST NORMAL MENSTRUAL PERIOD FIRST DAY: 

		PHYSICIAN NURSE NOTESAGE PERIODS BEGAN: 

		PHYSICIAN NURSE NOTESLENGTH OF PERIODS NUMBER OF DAYS OF BLEEDING: 

		PHYSICIAN NURSE NOTESANY RECENT CHANGES IN PERIODS: 

		PHYSICIAN NURSE NOTESPREVIOUS METHODS OF BIRTH CONTROL: 

		PHYSICIAN NURSE NOTESHOW OFTEN DO YOU GET PERIODS: 

		PHYSICIAN NURSE NOTESWHEN WAS YOUR LAST PAP TEST: 

		PHYSICIAN NURSE NOTESWAS IT NORMAL: 

		PHYSICIAN NURSE NOTESHAVE YOU EVER HAD AN ABNORMAL PAP TEST: 

		PHYSICIAN NURSE NOTESHAVE YOU EVER HAD A MAMMOGRAM: 

		NUMBERPREGNANCIES: 

		NUMBERABORTIONS: 

		NUMBERMISCARRIAGES: 

		NUMBERPREMATURE BIRTHS 37 WEEKS: 

		NUMBERLIVE BIRTHS: 

		NUMBERLIVING CHILDREN: 

		BIRTH DATE1: 

		BIRTH WEIGHT1: 

		SEX1: 

		WEEKS PREGNANT1: 

		TYPE OF DELIVERY VAGINAL CESAREAN ETC1: 

		COMPLICATIONS1: 

		BIRTH DATE2: 

		BIRTH WEIGHT2: 

		SEX2: 

		WEEKS PREGNANT2: 

		TYPE OF DELIVERY VAGINAL CESAREAN ETC2: 

		COMPLICATIONS2: 

		BIRTH DATE3: 

		BIRTH WEIGHT3: 

		SEX3: 

		WEEKS PREGNANT3: 

		TYPE OF DELIVERY VAGINAL CESAREAN ETC3: 

		COMPLICATIONS3: 

		BIRTH DATE4: 

		BIRTH WEIGHT4: 

		SEX4: 

		WEEKS PREGNANT4: 

		TYPE OF DELIVERY VAGINAL CESAREAN ETC4: 

		COMPLICATIONS4: 

		CURRENT MEDICATIONSRow1: 

		DOSAGERow1: 

		WHO PRESCRIBEDRow1: 

		CURRENT MEDICATIONSRow1_2: 

		DOSAGERow1_2: 

		WHO PRESCRIBEDRow1_2: 

		CURRENT MEDICATIONSRow2: 

		DOSAGERow2: 

		WHO PRESCRIBEDRow2: 

		CURRENT MEDICATIONSRow2_2: 

		DOSAGERow2_2: 

		WHO PRESCRIBEDRow2_2: 

		CURRENT MEDICATIONSRow3: 

		DOSAGERow3: 

		WHO PRESCRIBEDRow3: 

		CURRENT MEDICATIONSRow3_2: 

		DOSAGERow3_2: 

		WHO PRESCRIBEDRow3_2: 

		CURRENT MEDICATIONSRow4: 

		DOSAGERow4: 

		WHO PRESCRIBEDRow4: 

		CURRENT MEDICATIONSRow4_2: 

		DOSAGERow4_2: 

		WHO PRESCRIBEDRow4_2: 

		CURRENT MEDICATIONSRow5: 

		DOSAGERow5: 

		WHO PRESCRIBEDRow5: 

		CURRENT MEDICATIONSRow5_2: 

		DOSAGERow5_2: 

		WHO PRESCRIBEDRow5_2: 

		YES DATEASTHMA: 

		NOASTHMA: 

		YES DATEPNEUMONIALUNG DISEASE: 

		NOPNEUMONIALUNG DISEASE: 

		YES DATETUBERCULOSIS: 

		NOTUBERCULOSIS: 

		YES DATEMITRAL VALVE PROLAPSE: 

		NOMITRAL VALVE PROLAPSE: 

		YES DATEHEART ATTACKPROBLEMS: 

		NOHEART ATTACKPROBLEMS: 

		YES DATEHIGH BLOOD PRESSURE: 

		NOHIGH BLOOD PRESSURE: 

		YES DATESTROKE: 

		NOSTROKE: 

		YES DATEBLOOD CLOTS IN LUNGS OR LEGS: 

		NOBLOOD CLOTS IN LUNGS OR LEGS: 

		YES DATEKIDNEY INFECTIONSSTONES: 

		NOKIDNEY INFECTIONSSTONES: 

		YES DATESEXUALLY TRANSMITTED DISEASE: 

		NOSEXUALLY TRANSMITTED DISEASE: 

		YES DATEHIVAIDS: 

		NOHIVAIDS: 
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EMPLOYMENT INFORMATION

PATIENT'S EMPLOYER OR SCHOOL NAME IF STUDENT

OCCUPATION (JOB TITLE)

EMPLOYMENT/STUDENT STATUS

PATIENT'S EMPLOYER OR SCHOOL ADDRESS aTy STATE zIp
EMERGENCY INFORMATION

FOR EMERGENCY, SOMEONE NOT LIVING WITH YOU RELATIONSHIP

ADDRESS aTy STATE zIP PHONE #
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SECONDARY INSURANCE CARDHOLDER BIRTHDATE
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ADDRESS cTy STATE zIp
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Today's Date: HEALTH ©SPE

Hutzel Women'’s

G | A

OB (PREGNANCY) PATIENT INTAKE HISTORY

Patient's Name:

Date of Birth: Age: Spouse/Partner's Name:

How many times have you been pregnant (including this pregnancy)?
How many living children? How many deceased children?
Spontaneous miscarriages? How many terminations?

How many stillbirths? How many cesarean sections?

Please list your children below:

Name DOB Health Problems

Please list any children of the father of this pregnancy not listed above:

Name DOB Health Problems

Do You:

Have diabetes? O Yes O No
Have HIV? I Yes 0 No
Have seizures or epilepsy? O Yes O No
Have kidney disease? O Yes 0 No
Does your partner have a history of cancer treatment? O Yes O No
Have rheumatoid arthritis or systemic lupus Erythematosus (SLE)? O Yes O No
Have a history of being on a special diet as a baby or small child? O Yes O No
Have a household cat or clean a litter box? O Yes 0 No
Eat raw or very rare meat? O Yes O No
Smoke? How many packs of cigarettes per day? O Yes 0 No
Have you had any surgeries? O Yes O No
Have you ever been told you have cervical incompetence? O Yes O No
Is there anything else you think your doctor should know? O Yes O No

If yes, please explain:






Family History:

Are you or the father of the baby of African American descent? O Yes [0 No
Have you had Sickle Cell testing? If yes, when:

Are you or the father of the baby of Jewish descent? O Yes [0 No
Have you had Tay Sachs testing? If yes, when:

Are you or the father of the baby of Mediterranean descent? O Yes [0 No
Have you had Thasselemia testing? If yes, when:

Neural tube defect (spina bifida, anencephaly)? O Yes [0 No
If yes, who?

Hemophilia? O Yes 0 No
If yes, who?

Muscular dystrophy? O Yes O No
If yes, who?

Cystic Fibrosis? O Yes O No
If yes, who?

Down Syndrome (Mongolism) O Yes 0 No
If yes, who?

Other chromosomal abnormalitites? O Yes O No

If yes, what and who?

Have you ever had problems with any previous pregnancy? [ Yes [ No
If yes, please explain:

During the current pregnancy:

Vaginal bleeding? [ Yes O No
Infection or flu (more than just a cold)? O Yes O No
Fever above 101 degrees? O Yes O No
Exposure to X-rays (without shielding)? O Yes O No
Taken any medications (prescribed or over the counter)? O Yes 0 No
Used any street drugs? [ Yes 0 No

If you consumed alcohol during this pregnancy, please answer the following questions:
Have you felt you ought to cut down on your drinking? O Yes O No

Have people annoyed you by criticizing your drinking? O Yes O No
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Consent to Treat Minors
Date E

| certify that | am the parent/legal guardian of the minor listed below. |
give Hutzel Women's Health Specialists and it’s employees permission to
evaluate, diagnose and treat this individual even if | am not present for the
exam. This consent is valid until the Minor patient's 18th birthday.

Minor's Name

Minor's Date of Birth

Legal Guardian's Printed Name

Relationship to Minor

Phone Number

Address

Signature of Parent/Legal Guardian

Picture ID of the Parent/Legal Guardian must be attached to this form

(888) 745-0499

www.hutzelwomens.com
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