
Referra ls:  It is your resp onsibi lity to unde rsta nd  your insura nce  pl a ns and  know wh ich  service s requ ire  a r efe rra l. If we  d o 
no t have a referral you may be given the option of rescheduling or assuming Þnancial responsibility for the visit by signing 
a waiver.  Contracted facilities : Your insurance contract may require that you participate with speciÞc physicians, hospitals, 
and labs.  It is your responsibility to understand these requirements and advise our staff of such provisions.  Our ofÞce cannot 
be responsible for rejected claims as a result of the use of non-contracted labs and hospitals.  Co-Payments :  Co-payments 
are due prior to services rendered.  Medicare :DOES NOT COVER ROUTINE SERVICES.  Payment is expected at the time of 
service.
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PATIENT REGISTRATION  FORM

Referred  By Prim ary Care Physic ia n & Phone  Num b er

Insurance  Policy  Num b er Group  Num b er

Policy  Holde r/ Subsc riber Rela tionship
Self 

Sp ouse

Ch ild

Othe r

Patient  Na m eDa te DOB SSN
(Last, First, Middle  In itia l)

Add ress:
(C ity, Street,  Sta te,  Zip )

Mari ta l Sta tusHome  Phone  Num b er Occup a tion
Singl e

Marr ied

Divorce d

Wid owe d(         )

Empl oyer Na me  a nd  Phone  Num b er (         )

Eme rgency  Conta ct  Na me  a nd  Phone Num b er (         )

Prim ary Insurance  Pla n Na me   & Clai m s Add ress 
(Loc a ted  on ba c k o f c ard )

Self 

Sp ouse

Ch ild

Othe rPolicy  Holde r/ Subsc riber Rela tionship

Sign a tu re Patient / Gu ard ia n Da te

Person Fina nc ia lly Resp onsible for Service s/ Rela tionship  to Pa tien t

Insurance  Policy  Num b er Group  Num b er

Sec ond ary Insurance  Pla n Na me   & Clai m s Add ress 
(Loc a ted  on ba c k o f c ard )

 

Please sign  b elow ind ic a ting :

�‡!I have read  the  abov e a nd  fully unde rstand  my  insurance  responsibi lities.
�‡!I consent  to Urogyn  to rende r medic a l care deemed  necessary b y Joseph  T. Stubbs III, MD.
�‡!I auth orize Urogyn   a nd  its agent s to bi ll my  insurance  comp any for service s rende red .
�‡!I auth orize  Urogyn   a nd  its agent s to rele ase a ny med ica l informa tion requ ired  b y my  
 insuranc e to dete rm ine  b eneÞts payab le
�‡!I auth orize tha t payment  b e made  d irectly  to Urogyn .

What lab does your insurance prefer? What is your preferred
pharmacy/location?

Does this visit require
a referral/authorization?

LabCorp 

Quest

Memorial Health University Medical Center 

St. JosephÕs/Candler

Smith Kline

Memorial

Candler

LabOne

Yes

No

What hospital does your insurance prefer?



Menstrual History ( Skip  th is sect ion  if yo u  ar e  men o p a usa l or hav e  ha d  a hy ste rect o my )

 (Þrst d a y men ses to Þrst d a y o f next  men ses) :

Age  a t Þrst pe riod :

Int erva l b etween  p erio d s 

(num b er o f d a ys b leed ing  ea ch  m o nth) :Length  o f pe riod   

Do yo u  ha ve  irregul ar pe riod s?  

Is the  b leed ing  he a vy?

Usua l num b er o f p a d s/ ta mp o ns used  o n  he avi est d a y:

Cra mp s:

M edic ine  used  for c ra mp s:

Pad s or ta mp o ns:

Da te  o f las t pe riod : Da te  o f p rev ious pe riod :

Da ys

Da ys

/ / / /

No Yes

No ne Mi ld Mo de ra te Seve re

No Yes

Age  o f M en o p a use:

Are  yo u  o n  a ny  horm o ne s?

Ha ve  yo u  eve r b een  o n  horm o ne s?

If yes, when,  for ho w lo ng,  a nd  why  d id  yo u  sto p ?

If yes, when  d id  yo u  star t?

Bleed ing  since  men o p a use?

Menopausal History ( If no t men o p a usa l, skip  to the  next  sect ion )

No Yes

No Yes

No Yes

PLEASE FILL THIS FORM OUT IN ITS ENTIRETY

Patient  Na me :

Mari ta l Sta tu s:

Occup a tion :

Desc rib e  as th oro ughly  as p ossib le  the  reaso n  for to d a yÕs visit.  Include  a ll sympt o m s, ho w lo ng  

yo u  ha ve  expe rienced  them  a nd  ind ic a te  whethe r they  ar e  b ette r, worse  or r em ai ned  the  sa me .

Did  some o ne  refe r yo u?     If so, wh o ? 

DOB: Age :

Da te :

Gynecologic History
Da te  o f las t Pap  sme ar ?

Ha ve  yo u  eve r ha d  a n  ab norm a l Pap  sme ar ? 

If yes, wh a t was d o ne?   

Ha ve  yo u  ha d  a Hyste rect o my?   

Da te  o f las t m a mm o g ra m :

When ?

/ /

/ /

Why ?

If yes, wh a t was d o ne?   

No Yes

No Yes

Ha ve  yo u  eve r ha d  a n  ab norm a l m a mm o g ra m?  When ?No Yes

Norm a l Ab norm a l

Norm a l Ab norm a l
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Gynecologic History continued

Tota l num b er o f sexu a l p ar tne rs in the  last year ?  

Do you urina te  m ore th a n once  a night?    How m a ny time s?

   Do you leak urine?    How long  (week s, m onth s, years)?

   Wha t c a uses you to leak urine?   
 (l a ugh ing,  c ough ing,  sneez ing,  runn ing,  ext reme  urgency,  o the r)

Ha ve you ha d,  or d o you hav e:

Are you cu rrently  hav ing :

Fibroid s
End omet riosis
Infe rtility
Any  Pelv ic  Infect ions
Pelvic  Inßa mm a tory Disease (PID)
Gonorrhe a
Chl a myd ia
Syphil is
HPV o f Vene rea l War ts
Herpe s
HIV or AIDS
Trich om oniasis
Bacte ria l Va g inosis

Frequent  urina tion
Urinar y urgenc y
Inc omplete  b la dde r empty ing
Pain with  urina tion
Bloo d  in  urine
Frequent  b la dde r infect ions (UTIs)

Any  exp osure to DES
Ca nce r o f the:  Breast
 Ovar y
 Uterus
 Ce rvis
Fibrocy stic  br east ch a nge s

Tota l num b er o f sexu a l p ar tne rs in lifetime?   

Are you cu rrently  sexu a lly a ct ive?  No Yes Hav e you b een  sexu a lly a ct ive  in  the  p ast? No Yes

No Yes Expl ai n

Do you use a nyth ing  for p rotect ion from  leaka ge  o f urine?   
(p a d s, p a nty  line rs, tissue,  Depend  unde rg ar ment s, d ar k cl o thing )

If yes, wh a t a nd  how m a ny ea ch  d a y?

Ha ve you ever ha d  your lea ka ge  trea ted ?

Do you leak s too l?

Do you hav e p ro la p se or d ropping  o f your b la dde r, ute rus or rectum ?

Which ?

Ha ve you ever ha d  your p ro la p se trea ted ?

How?

How?



Wha t c ont ra cepti on d o you use? (How d o you p revent  p regn a ncy )

Gynecologic History continued

Please list a ll form s of c ont ra cept ion you ha ve used  in the  p ast.

Have you had any complications from using any forms of contraception? Which ones and what happened?

Ha ve you ha d,  or d o you hav e:

Thyroid  p rob lem s
Diab ete s
Asthm a
Bloo d  Clo ts
High  Bloo d  Pressure (hype rten sion)
Hear t Prob lem s
High  Ch o leste ro l (hype rlip ide rm ia )
Ulce r Disease
Hep a titis
Irritab le Bowel  Syndrom e
Kidney  Stone s
Seizures
Stroke
Anemi a (l ow b loo d  c ount )
Bloo d  Clo tt ing  Disorde r
Prev ious Bloo d  Tra nsfusion
Sickle  Cell  Disease
Arth ritis
Othe r med ic a l p rob lem s

No Yes Expl ai n

When ?

Which ?

Why ?

Obstetrical History (Please list each pregnancy and the requested information)

Tota l Pregn a nc ies

Misc arria ge s Abor tions Ect opic s (Tuba l p regn a ncy )

Term  Births Preterm (<5lb, 90z)                     Living Children

Date           Wks. Gestation       Vaginal or C-Section       Weight of Baby        Male | Female Complications

Do you ob ject  to havi ng  b loo d  or b loo d  p roduct s?

Last c o lonosc opy :

Who is your Prim ar y Car e Provide r?

Find ing s:



Do you sm oke c ig ar ette s? 
Do you d rink  a lc oho l?
Do you exe rc ise?
Do you pe rform  self  br east exa m s?
Recrea tiona l d rug  use?

No Yes Ho w M uch / Ho w Ofte n

(Please include all over-the-counter and non-prescription drugs)

Surgical/Hospitalization History

Date Illness or Operation Hospital/Physician                                Complications

Medication Allergies

Medication Reaction

Current Medication

Social History

Drug Dosage Frequency



Recent  ch a nge s in  we igh t
Fever or ch ills
Frequent  night  swe a ts
Tiredne ss or fa tigu e

NoGene ra l Yes Expl ai n

Neu ro lo g ic a l

Hea d a che s/m ig rai ne s

Resp ira tory

Shortne ss of br ea th
Ch ronic  c oug h

Hem a to lo g ic a l

Easy br u ising
Prolonged  b leed ing

Eyes, Ears, Nose,  Th roa t

Visua l p rob lem s
Hear ing  p rob lem s

Skin

Mo les th a t ar e ch a ng ing
New m oles

Psych o lo g ic a l

Anx iety  or p a nic  a tta ck s
Dep ression

Car d iovas cul a r

Lim ited  exe rc ise to lera nc e
Che st p ai n or d isc omf or t
Palp ita tions

M uscul oskelet a l

Joint  stiffne ss
Joint  p ai n
Joint  swell ing

Gas trointe stina l

Frequent  vom iting
Bloo d  in  stoo ls
Frequent  he ar tb urn/ ind ige stion
Frequent  ab d om ina l p ai n
Diarrhe a
Constip a tion

Review of Systems

IMPORTANT: You will need to address all your medical issues and concerns with your Primary Care Provider.





MEDICAL RECORDS RELEASE FORM

Patient  Na m e

By sign ing  thi s form,  I auth orize Urogynec ology  Cent er o f Sava nn a h to rele ase c onÞdent ia l he a lth  

inform a tion abo ut  me,  b y rele asing  a c opy  o f my  med ic a l rec ord s, or a s umm ary or narra tive o f m y

p rotected  he a lth  inform a tion,  to the  phy sic ia n/pe rson/f a c ility/ent ity listed  b elow.

I understand that Urogynecology Center of Savannah will provide this information within 15 days from 

receipt of request and that a fee for preparing and furnishing this information may be charged according 

to ruling set forth by the Georgia State Board of Medical Examiners.

DOB
(Last, First, Middle  In itia l)

Patient Name Signature of Patient or Legal Guardian

Patient DOB and SSN Date

Signature of Urogynecology Center of Savannah Employee Date

The  inform a tion you m a y rele ase subj ect  to th is signed  rele ase form  is as fo llows:

Na m e

Add ress

City Sta te Zip

Release my  p rotected  hea lth  inform a tion to the  fo llowing  phy sic ia n/ pe rson/ fa c ility/ ent ity:

The  pu rp ose/ reaso n for th is rele ase o f inform a tion is as fo llows:

Complete  Med ic a l Record

Lab Reports

Ope ra tive Reports

History & Physic a l

Ra d io logy  Reports

Hosp ita l Reports

Prog ress Notes

Patho logy  Reports

Med ic a tion Record

Care Pla n

Trea tment  Record

Othe r ( spec ify b elow)

HIV/A IDS:  I c onsent  to the  rele ase o f a ny p ositive or neg a tive test result  for AIDS or HIV infect ion,

a nt ibo d ies to AIDS, or infect ion with  a ny o the r c a usative a gent  o f AIDS with  the  rest o f my  med ic a l

rec ord s.   In itia l       Da te
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