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CoLuMBUS GYNECOLOGY

PuysiciAN’s PRACTICE ORGANIZATION, INC.

2326 18th Street, Suite 210, Columbus, IN 47201 « (812) 372-8426

Financial Policy

We are committed to providing you with the best possible care and we are pleased to
discuss our professional fees with you. A clear understanding of our financial policy is
important to our professional relationship. If you have any questions about your
statement, please call 372-8426.

We require payment at the time of service. However, we do participate with some
insurance companies. Please contact our billing office to verify if your insurance is one
with which we participate. Insurance policies have deductible and/or co-insurance, and
these will be the responsibility of the patient along with any uncovered services. These
are payable at the time of service.

We also participate in Medicare. This means that we will bill Medicare for all your
services and that Medicare will pay us. You will be responsible for any co-insurance or
deductible or any service not covered by Medicare. We will also bill to any Medicare
supplement carriers you may have.

If insurance has not paid within 60 days, payment of your bill remains your
responsibility. Any balance remaining after your insurance company settles your claim
is your responsibility.

Any portion of the account that is the patientis responsibility will be billed to you. Bills
are due within 30 days from the date of service or last payment date.

We take your healthcare seriously and will accommodate your appointment requests to
the best of our ability. When an appointment is scheduled, we are guaranteeing our
physicians will assist you with your questions and concerns. New patients who fail to
show or cancel within 24 hours of their appointment, will be subjected to a $50 charge
on their account. This fee must be paid before scheduling a future appointment.
Established patients will be assessed a $25 charge for similar reasons.



COLUMBUS GYNECOLOGY MEDICAL HISTORY/New Annual Appointment

Date

Name Preferred Name

Birth date

Referred By

Family Physician

Preferred Pharmacy
(Store/location)

What concerns do you have today?

MEDICAL HISTORY
Please note any problems you are currently being treated for or have been treated for in the past.
If you check YES, please circle specific problem or write it in.

Yes No d 1 Heart Disease

a QO Alzheimer's Yes No

O O Anemia/Blood disorder @ O High Cholesterol

a QO Arthritis/Fibromyalgia/Chronic Pain 0 O High Blood Pressure

0 QO Asthma/Emphysema/Lung Disease 0 QO Inheritable (genetic) diseases

0 O Blood clots legs or lungs (DVT or O O Kidney Stones

Embolus) O O Migraine Headaches

O O Blood transfusion (year) O O Osteoporosis

0 QO Cancer (what type) O O Recurrent Kidney/Bladder infections
O O Depression/Anxiety/Mental Iliness O O Seizures/Epilepsy

O O Diabetes & O Stomach/Bowel Problems (IBS, Reflux, Ulcers)
0 O Environmental Allergies O O Stroke

O O Glaucoma O O Thyroid Disease (under or overactive)
O O Hepatitis/HIV/AIDS a O Other:

SURGERIES—Including cervical procedures, D+C, C-Section, tubal ligation  None

Procedure Year Procedure Year




MEDICATIONS—List all regularly used prescription, non-prescription drugs, vitamins, herbs and pain relievers

0 I have a separate list of medications I will show you.

0 I take no medications or supplements

routinely.
Drug / Dose / How often taken Reason Drug / Dose / How often taken Reason
taken taken
ALLERGIES  Latex (a Iodine  Peanuts d None
Allergy Reaction Allergy Reaction

Please turn this page over for additional information.

GYNECOLOGIC HISTORY

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

1% day of last period

Periods occur every

Flow lasts

Age at 1% period

days
days

If menopausal, age at last period
Last pap smear

Result: T Normal [ Abnormal
History abnormal pap smears: QYes

What/When:
Treatment:

No

Mother took DES: QYes 1No QdUnknown

Number sex partners in lifetime:

0/ 1/ 2-5 / morethan5

Age at 1% intercourse

Sex partners: Men [Women

(dBoth

Marital status: O Single O Married
1 Divorced O Separated
Currently sexually active: QYes

History female infections:

0 HPV/Warts [ Chlamydia Q1 Gonorrhea

1 Herpes 1 Syphilis
Birth control method

(1 None need/reason:

O Tubal @ Vasectomy

J Menopausal
Number times pregnant

1 Hysterectomy

Number births

Pregnancy complications: (C-Section, Gestational

diabetes)

Previous female problems/surgery:




CURRENT GYN SYMPTOMS (check all that apply)

Yes No
O O Change in menstrual cycles
O O Painful menstrual cramps
O O Want to discuss birth control
0 1 Bothersome menopausal symptoms
O O Bleeding after menopause
SOCIAL HISTORY/HABITS/SAFETY
Yes No
O O Tobacco use? # packs/day.
Age started smoking

O O Prior tobacco use? Year quit
Number of years smoked

Average # packs/day

O O Drink alcohol regularly? # drinks/day

1 Wine O Beer [ Liquor

O O Use street drugs? Type
O O Exercise regularly
What?

O O Eata healthy, balanced diet
Particular type diet

O O Caffeinated drinks? #drinks/day
1 Coffee [dSoda [Tea

FAMILY HISTORY: Note all family members affected.

Dood X
Q
oooo §

~<
l 8
s

ocododdoo
cododdoo

Unusual vaginal discharge

Problems with intercourse

Want checked for sexually transmitted disease
More than one sex partner in the last year

# Dairy products eaten/day
Calcium supplement mg
Always wear your seatbelt
Practice monthly self breast exam
Use skin protection with sun exposure
Regular dental exams
Regular eye exams
Sexually abused or hurt by anyone

0 In the past @1 feel safe now

Occupation:

Hobbies:

Spouse’s occupation if married:

M=Mother, F=Father, S=Sister, B=Brother, C=Child, GM=Grandmother, GF=Grandfather, A=Aunt, U=Uncle

Yes No
Birth defects/Mental retardation

Breast Cancer

Colon Cancer, onset before age 60
Colon Cancer

Ovarian Cancer

Uterine Cancer

Other Cancer

Depression/Mental Illness

ooddoooodd
ooddoooodd

Blood clots legs or lungs (DVT or Embolus)
Breast Cancer, onset before menopause

Yes No

ooddoooodd
ocoddoooodd

Diabetes

Hepatitis/HIV/AIDS

High Cholesterol

High Blood Pressure

Heart Disease, onset before age 55
Heart Disease

Inheritable (genetic) diseases
Osteoporosis

Stroke

Other:



REVIEW OF SYSTEMS

Please check any of the following problems that you may have. If no problems in a category, check “none”.
Indicate the name of any health care professional that is currently treating that problem.

GENERAL None
4 Fever
O Weight loss 10+ pounds
O Weight gain 10+ pounds
1 Tiredness [ Lack of energy
 Other

Cared for by

HEAD/ENT None
( Vision problems
O Hearing problems
(1 Sinus problems
a Other

Cared for by
NEUROLOGICAL QNone

1 Severe headaches

(1 Dizziness 1 Fainting

1 Memory problems

1 Other

Cared for by

HEART  UNone
0 Chest pain O Palpitations
O Fluid retention
0 Swelling of legs
 Other

Cared for by

LUNGS None
1 Trouble breathing
[ Excessive cough
1 Other

Cared for by

INTESTINAL QONone
0 Abdominal pain
J Nausea Vomiting
1 Diarrhea [ Constipation
0 Indigestion [ Excess gas
0 Bloating 1 Bloody stools
 Other

Cared for by

GENITOURINARY  ONone
1 Frequent urination
1 Burning with urination
1 Blood in urine
1 Leak urine with urgency
1 Leak urine with cough/sneeze
 Other

Cared for by

MUSCOLOSKELETAL  QNone
O Joint pain 1 muscle pain
1 Back pain
O Other

Cared for by

SKIN  ONone
& Skin problems
 History skin cancer
a Other

Cared for by

BREAST  [None
(1 Breast problems
O Nipple discharge
1 Other
Cared for by
MOOD None
(1 Sad, down, depressed
O Lack of interest in activities
1 Trouble concentrating
1 Sleep too much or 1 too little
O Irritable, moody, cry easily
(4 Anxious or [ nervous
(1 Suicidal thoughts
1 Decrease in sexual desire
 Other
Cared for by
ENDOCRINE QNone
1 Hot flashes [ night sweats
(d Heat or [ cold intolerance
[ Excessive hair growth or Qloss
1 Abnormal thirst
1 Other
Cared for by
BLOOD/LYMPH  [None
 Bruising or 1 bleeding easily
1 Enlarged lymph nodes
 Other
Cared for by
ALLERGIES None
1 Environmental allergies
Cared for by

TESTS/IMMUNIZATIONS
Vaccination Date last done | Blood work Date last done | Test Date last done
Hepatitis B Blood sugar Colonoscopy
HPV/Gardasil CBC blood count Bone Density
Pneumonia Chemistry panel Mammogram
Shingles/Zostavax Cholesterol/Lipids Pap Smear
Tetanus/dT/Tdap Thyroid Sigmoidoscopy

Thank you for taking the time to fill out the above information.

If you would like a nurse chaperone for your examination, please tell your physician prior to the exam.

This paper will be shredded after the information is transferred to the computer unless
you request that the paper itself be scanned into the record.



Notice of Privacy Practices
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PHYSICIAN'S PRACTICE
ORGANIZATION, INC.

NoTIiCcE OF PRIVACY PRACTICES
As Required by the Privacy Regulations Created as a Result of the Health Insurance Portability and
Accountability Act of 1996 (HIPAA)

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU (AS A
PATIENT OF THIS PRACTICE ) MAY BE USED AND DISCLOSED, AND HOW YOU
CAN GET ACCESS TO YOUR |INDIVIDUALLY IDENTIFIABLE HEALTH
INFORMATION.

PLEASE REVIEW THIS NOTICE CAREFULLY.

A. OUR COMMITMENT TO YOUR PRIVACY

Our practice is dedicated to maintaining the privacy of your individually identifiable health information (IIHI). In conducting
our business, we will create records regarding you and the treatment and services we provide to you. We are required by
law to maintain the confidentiality of health information that identifies you. We also are required by law to provide you with
this notice of our legal duties and the privacy practices that we maintain in our practice concerning your lIHI. By federal
and state law, we must follow the terms of the notice of privacy practices that we have in effect at the time.

We realize that these laws are complicated, but we must provide you with the following important information:

* How we may use and disclose your IIHI
*  Your privacy rights in your IIHI
* Our obligations concerning the use and disclosure of your IIHI

The terms of this notice apply to all records containing your IIHI that are created or retained by our practice. We
reserve the right to revise or amend this Notice of Privacy Practices. Any revision or amendment to this notice
will be effective for all of your records that our practice has created or maintained in the past, and for any of your
records that we may create or maintain in the future. Our practice will post a copy of our current Notice in our
offices in a visible location at all times, and you may request a copy of our most current Notice at any time.

B. IF YOU HAVE QUESTIONS ABOUT THIS NOTICE, PLEASE CONTACT:

The Privacy Officer or Office Manager for assistance.

C. WE MAY USE AND DISCLOSE YOUR INDIVIDUALLY IDENTIFIABLE HEALTH
INFORMATION (lIHI) IN THE FOLLOWING WAYS

The following categories describe the different ways in which we may use and disclose your IIHI.

1. Treatment. Our practice may use your IIHI to treat you. For example, we may ask you to have laboratory tests (such
as blood or urine tests), and we may use the results to help us reach a diagnosis. We might use your IIHI in order to
write a prescription for you, or we might disclose your IIHI to a pharmacy when we order a prescription for you. Many
of the people who work for our practice — including, but not limited to, our doctors and nurses — may use or disclose
your IIHI in order to treat you or to assist others in your treatment. Additionally, we may disclose your IIHI to others
who may assist in your care, such as your spouse, children or parents.
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Notice of Privacy Practices

2. Payment. Our practice may use and disclose your IIHI in order to bill and collect payment for the services and items
you may receive from us. For example, we may contact your health insurer to certify that you are eligible for benefits (and
for what range of benefits), and we may provide your insurer with details regarding your treatment to determine if your
insurer will cover, or pay for, your treatment. We also may use and disclose your IIHI to obtain payment from third parties
that may be responsible for such costs, such as family members. Also, we may use your IIHI to bill you directly for
services and items.

3. Health Care Operations. Our practice may use and disclose your IIHI to operate our business. As examples of the
ways in which we may use and disclose your information for our operations, our practice may use your IIHI to evaluate the
quality of care you received from us, or to conduct cost-management and business planning activities for our practice.

4. Appointment Reminders. Our practice may use and disclose your IIHI to contact you and remind you of an
appointment.

5. Treatment Options. Our practice may use and disclose your IIHI to inform you of potential treatment options or
alternatives.

6. Health-Related Benefits and Services. Our practice may use and disclose your IIHI to inform you of health-related
benefits or services that may be of interest to you.

7. Release of Information to Family/Friends. Our practice may release your IIHI to a friend or family member that is
involved in your care, or who assists in taking care of you with your authorization

8. Disclosures Required By Law. Our practice will use and disclose your IIHI when we are required to do so by federal,
state or local law.

D. USE AND DISCLOSURE OF YOUR IIHI IN CERTAIN SPECIAL CIRCUMSTANCES

The following categories describe unique scenarios in which we may use or disclose your identifiable health information:

1. Public Health Risks. Our practice may disclose your IIHI to public health authorities that are authorized by law to
collect information for the purpose of:

* maintaining vital records, such as births and deaths

» reporting child abuse or neglect

» preventing or controlling disease, injury or disability

« notifying a person regarding potential exposure to a communicable disease

» notifying a person regarding a potential risk for spreading or contracting a disease or condition

* reporting reactions to drugs or problems with products or devices

» notifying individuals if a product or device they may be using has been recalled

» notifying appropriate government agency(ies) and authority(ies) regarding the potential abuse or neglect of an
adult patient (including domestic violence); however, we will only disclose this information if the patient agrees or
we are required or authorized by law to disclose this information

» notifying your employer under limited circumstances related primarily to workplace injury or iliness or medical
surveillance.

2. Health Oversight Activities. Our practice may disclose your IIHI to a health oversight agency for activities authorized
by law. Oversight activities can include, for example, investigations, inspections, audits, surveys, licensure and
disciplinary actions; civil, administrative, and criminal procedures or actions; or other activities necessary for the
government to monitor government programs, compliance with civil rights laws and the health care system in general.

3. Lawsuits and Similar Proceedings. Our practice may use and disclose your lIHI in response to a court or
administrative order, if you are involved in a lawsuit or similar proceeding. We also may disclose your IIHI in response to
a discovery request, subpoena, or other lawful process by another party involved in the dispute, but only if we have made
an effort to inform you of the request or to obtain an order protecting the information the party has requested.
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4. Law Enforcement. We may release IIHI if asked to do so by a law enforcement official:

» Regarding a crime victim in certain situations, if we are unable to obtain the person’s agreement

» Concerning a death we believe has resulted from criminal conduct

* Regarding criminal conduct at our offices

* Inresponse to a warrant, summons, court order, subpoena or similar legal process

» Toidentify/locate a suspect, material witness, fugitive or missing person

* Inan emergency, to report a crime (including the location or victim(s) of the crime, or the description, identity or
location of the perpetrator)

5. Deceased Patients. Our practice may release |IHI to a medical examiner or coroner to identify a deceased individual
or to identify the cause of death. If necessary, we also may release information in order for funeral directors to perform
their jobs.

6. Serious Threats to Health or Safety. Our practice may use and disclose your IIHI when necessary to reduce or
prevent a serious threat to your health and safety or the health and safety of another individual or the public. Under these
circumstances, we will only make disclosures to a person or organization able to help prevent the threat.

7. Military. Our practice may disclose your IlIHI if you are a member of U.S. or foreign military forces (including veterans)
and if required by the appropriate authorities.

8. National Security. Our practice may disclose your IIHI to federal officials for intelligence and national security
activities authorized by law. We also may disclose your IIHI to federal officials in order to protect the President, other
officials or foreign heads of state, or to conduct investigations.

9. Inmates. Our practice may disclose your IIHI to correctional institutions or law enforcement officials if you are an
inmate or under the custody of a law enforcement official. Disclosure for these purposes would be necessary: (a) for the
institution to provide health care services to you, (b) for the safety and security of the institution, and/or (c) to protect your
health and safety or the health and safety of other individuals.

10. Workers’ Compensation. Our practice may release your lIHI for workers’ compensation and similar programs.
E. YOUR RIGHTS REGARDING YOUR IIHI

You have the following rights regarding the IIHI that we maintain about you:

1. Confidential Communications. You have the right to request that our practice communicate with you about your
health and related issues in a particular manner or at a certain location. For instance, you may ask that we contact you at
home, rather than work. In order to request a type of confidential communication, you must make a written request to the
Privacy Officer specifying the requested method of contact, or the location where you wish to be contacted. Our practice
will accommodate reasonable requests. You do not need to give a reason for your request.

2. Requesting Restrictions. You have the right to request a restriction in our use or disclosure of your IIHI for
treatment, payment or health care operations. Additionally, you have the right to request that we restrict our disclosure of
your lIHI to only certain individuals involved in your care or the payment for your care, such as family members and
friends. We are not required to agree to your request; however, if we do agree, we are bound by our agreement
except when otherwise required by law, in emergencies, or when the information is necessary to treat you. In order to
request a restriction in our use or disclosure of your IIHI, you must make your request in writing to the Privacy Officer.
Your request must describe in a clear and concise fashion:

(a) the information you wish restricted;
(b) whether you are requesting to limit our practice’s use, disclosure or both; and
(c) to whom you want the limits to apply.

3. Inspection and Copies. You have the right to inspect and obtain a copy of the IIHI that may be used to make
decisions about you, including patient medical records and billing records, but not including psychotherapy notes. You
must submit your request in writing to the Privacy Officer in order to inspect and/or obtain a copy of your lIHI. Our
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practice may charge a fee for the costs of copying, mailing, labor and supplies associated with your request. Our practice
may deny your request to inspect and/or copy in certain limited circumstances; however, you may request a review of our
denial. Another licensed health care professional chosen by us will conduct reviews.

4. Amendment. You may ask us to amend your health information if you believe it is incorrect or incomplete, and you
may request an amendment for as long as the information is kept by or for our practice. To request an amendment, your
request must be made in writing and submitted to the Privacy Officer. You must provide us with a reason that supports
your request for amendment. Our practice will deny your request if you fail to submit your request (and the reason
supporting your request) in writing. Also, we may deny your request if you ask us to amend information that is in our
opinion: (a) accurate and complete; (b) not part of the IIHI kept by or for the practice; (c) not part of the IIHI which you
would be permitted to inspect and copy; or (d) not created by our practice, unless the individual or entity that created the
information is not available to amend the information.

5. Accounting of Disclosures. All of our patients have the right to request an “accounting of disclosures.” An
“accounting of disclosures” is a list of certain non-routine disclosures our practice has made of your IIHI for non-treatment
or operations purposes. Use of your IIHI as part of the routine patient care in our practice is not required to be
documented. For example, the doctor sharing information with the nurse; or the billing department using your information
to file your insurance claim. In order to obtain an accounting of disclosures, you must submit your request in writing to the
Privacy Officer. All requests for an “accounting of disclosures” must state a time period, which may not be longer than
six (6) years from the date of disclosure and may not include dates before April 14, 2003. The first list you request within
a 12-month period is free of charge, but our practice may charge you for additional lists within the same 12-month period.
Our practice will notify you of the costs involved with additional requests, and you may withdraw your request before you
incur any costs.

6. Right to a Paper Copy of This Notice. You are entitled to receive a paper copy of our notice of privacy practices.
You may ask us to give you a copy of this notice at any time. To obtain a paper copy of this notice, contact the Privacy
Officer.

7. Right to File a Complaint. If you believe your privacy rights have been violated, you may file a complaint with our
practice or with the Secretary of the Department of Health and Human Services. To file a complaint with our practice,
contact the Privacy Officer. All complaints must be submitted in writing. You will not be penalized for filing a
complaint.

8. Right to Provide an Authorization for Other Uses and Disclosures. Our practice will obtain your written
authorization for uses and disclosures that are not identified by this notice or permitted by applicable law. Any
authorization you provide to us regarding the use and disclosure of your IIHI may be revoked at any time in writing. After
you revoke your authorization, we will no longer use or disclose your IIHI for the reasons described in the authorization.
Please note, we are required to retain records of your care.

Again, if you have any questions regarding this notice or our health information privacy policies, please contact the
Privacy Officer.
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