URGBYN

S A VvV A N N A H
ph: 912.303.0891 e fax: 912.303.0893 e UROGYNsava nnah.com e 720 East 71st Street ® Savannah, GA 31405

PATIENT REGISTRATION FORM

Date __ Patient Name DOB __ SSN
(Last, Firg, Middle Initial)

Add ress:

(City, Steet, State, Zp) [Jsingle [JDivorced
Home Phone Number ) Marital Status [IMarried [JWidowed Occup ation
Empl oyer Name and Phone Number ( )
Emergency Contact Name and Phone Number ( )
Referred By Primary Care Physician & Phone Number

Primary Insurance Plan Name & Claims Add ress

(Located on backofcard)

Insurance Policy Number Group Number

[ self [Jchild
Policy Holder/ Subscriber Relationship [Ispouse [JOther

Secondary Insurance Plan Name & Claims Add ress

(Located on backof card)

Insurance Policy Number Group Number

[ Self CJchild
Policy Holder/ Subscriber Relationship [spouse [JOther

Person Financially Responsible for Service s/ Relationship to Patient

What lab does your insurance prefer? | What hospital does your insurance prefer?| What is your preferrédDoes this visit require
pharmacy/location? | a referral/authorization?

[JLatcop [ SmithKine [ Candler ] Menorid Health Uriversty Medical Cente (yes
[(JQuet [IMenorid []LatOre (1. Joeph&Candle [INo

Referrals: It is your responsibility to unde rstand your insurance plans and know which services requ ire areferral. If we do
not have a referral you may be given the option of rescheduling or assuming bnancial responsibility for the visit by signing

a waiver. Contracted facilities : Your insurance contract may require that you participate with specibc physicians, hospitals,

and labs. Itis your responsibility to understand these requirements and advise our staff of such provisions. Our ofbce 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 SERVICE®ayment is expected at the time of

service.

Please sign below indicating :

Hihave read the abov e and fully unde rstand my insurance responsibilities.

Hiconsent to Urogyn to rende r medic al care deemed necessary by Joseph T. Stubbs I, MD.

H1 authorize Urogyn and its agent s to bill my insurance comp any for service s rende red.

Hiauthorize Urogyn and its agent s to release any med ical information requ ired by my
insuranc e to dete rmine benebts payab le

Hiauthorize that payment be made directly to Urogyn.

Sign ature Patient/ Guardian Date




URGBYN

S A VvV A N N A H
ph: 912.303.0891 e fax: 912.303.0893 e UROGYNsava nnah.com e 720 East 71st Street ® Savannah, GA 31405

PLEASE FILL THIS FORM OUT IN ITS ENTIRETY

Patient Name: Date:
Marital Status: DOB: Age:
Occup ation: Did someone referyou?_____ If so, who?

Describe as thoroughly as possible the reason for today@® visit. Include all symptoms, how long
you have expe rienced them and indicate whethe r they are better, worse or remained the same.

Menstrual History (Skip this section if you are men opausal or have had a hysterectomy)

Age at brst period: Date of last period: [ Date of previous period: [/
Interval between periods (brstday mensesto brst day of next men ses): Days
Length of period (num ber of days bleed ing each month): Days

Do you have irregul ar periods? [INo [JYes
Isthe bleeding heavy? LJNo [JYes

Usual num ber of pads/tamponsused on heaviest day: Pads or tampons:
Cramps: [INone [Mild [OModerate [JSevere

Medic ine used for cramp s:

Menopausal HiStOI’V (If not men opausal, skip to the next section)

Age of Menopause: Bleed ing since menopause?[JNo [lYes

Are you on any hormones? [JNo [JYes If yes, when did you start?

Have you ever been on hormones?[JNo []Yes

If yes, when, for how long, and why did you stop?

Gvnecoloqgic History

Date of last Pap smear?__ /| | LONormal [JAbnormal

Have you ever had an abnormal Pap smear? [INo []lYes When?

If yes, what was done?

Have you had a Hysterectomy? [INo [J]Yes Why?

Date of last mammogram:__ [/ /| LONormal [JAbnormal

Have you ever had an abnormal mammogram? [IJNo [JYes When?

If yes, what was done?




Gvynecoloqgic History continued

Are you currently sexually active? (JNo [JYes Have you been sexually active in the past? [JNo []Yes

Total num ber of sexual partnersin the last year? Total num ber of sexual partnersin lifetime?
Have you had, or do you have: No Yes Explain

Fibroids

End omet riosis

Infe rtility

Any Pelvic Infections

Pelvic InBamm atory Disease (PID)
Gonorrhea

Chlamyd ia

Syphilis

HPV of Vene real Warts

Herpes

HIV or AIDS

Trichomoniasis

Bacte rial Vaginosis

Any exposure to DES
Cancer of the: Breast
Ovary
Uterus
Cervis
Fibrocystic breast change s

Ooooono gggoooggooggo
Ooooono gggoooggooggo

Are you currently having:

Frequent urination

Urinary urgenc y

Incomplete bladde r empty ing
Pain with urination

Blood in urine

Frequent bladde rinfections (UTlg

ogogooo
ogogooo

Do you urinate more than once a night? How many time s?

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

What causes you to leak urine?

(laugh ing, coughing, sneezing, running, extreme urgency, other)

Do you use anything for protection from leaka ge of urine?
(p ads, panty liners, tissue, Depend unde rgarment s, dark clothing )

If yes, what and how many each day?

Have you ever had your leakage treated ? How?

Do you leak stool?

Do you have prolapse or dropping of your bladde r, uterus or rectum ?
Which ?

Have you ever had your prolapse treated ? How?




Gvynecoloqgic History continued

What contracepti on do you use? (How do you prevent pregn ancy)

Please list all forms of contracept ion you have used in the past.

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

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

Total Pregn ancies Term Births Preterm (<5Ib, 90z) Living Children
Miscarriage s Abortions Ectopic s (Tubal pregn ancy)
Date WKks. Gestation Vaginal or C-Section Weight of Baby Male | Female Complications

Z
o

Have you had, or do you have: Yes Explain

Thyroid problems

Diab ete s

Asthm a

Blood Clots When ?

High Blood Pressure (hype rtension)

Heart Problems Which ?

High Cholesterol (hype rlipide rmia)

Ulcer Disease

Hep atitis

Irritab le Bowel Syndrome
Kidney Stones

Seizures

Stroke

Anemi a (low blood count)

Blood Clotting Disorder

Previous Blood Transfusion Why ?

Sickle Cell Disease

Arthritis

Ooogooooooooogooogg
Ooogooooooooogooogg

Other med ical problems

Do you object to having blood or blood product s?

Last colonoscopy: Finding s:

Who is your Primary Care Provide r?




Surqgical/Hospitalization History

Date lliness or Operation Hospital/Physician Complications

Medication Allergies

Medication Reaction
Current Medication (Please include all over-the-counter and non-prescription drugs)
Drug Dosage Frequency
Social History
No Yes How Much / How Often

Do you smoke cigarette s?

Do you drink alcohol?

Do you exercise?

Do you perform self breast exams?

ogogooo
ogogooo

Recreational drug use?




Review of Systems

Gene ral No Yes Explain
Recent change sin weight L] L]
Fever or chills L] L]
Frequent night sweats L] L]
Tiredne ss or fatigu e L] L]
Neurological

Headache s/m igraines U] L]
Respiratory

Shortne ss of breath L] L]
Chronic cough L] L]
Hematological

Easy bruising L] L]
Prolonged bleeding L] L]
Eyes, Ears, Nose, Throat

Visual problems L] L]
Hearing problems L] L]
Cardiovascular

Limited exercise tolerance L] L]
Che st pain or discomfort U] U]
Palpitations L] (]

Gastrointe stinal
Frequent vomiting

Blood in stools
Frequent heartburn/ indige stion

Frequent abdominal pain

Diarrhe a

ogogooo
ogogooo

Constipation

Skin

Molesthat are changing L] L]
New moles 0 0
Muscul oskeletal

Joint stiffne ss L] L]
Joint pain L] L]
Joint swelling U] L]
Psych ological

Anxiety or panic attacks L] L]
Dep ression L] L]

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



Family History

Anyone in the family with: ~ Which family member?

Heart disease Diabetes

Sickle cell Birth defects

Colon cancer Hypertension
Breast cancer Psychiatric disorder
Ovarian cancer Clotting disorder
Other cancers (type) Tuberculosis

OFFICE USE ONLY

?E“ 7

TVL

C
Hypermobility: YES NO
Stress Incontinence: YES NO
Supine  Standing

Introitus:  Gaping
Mildly Gaping
Nongaping

Reflexes: BC:

AW:

Atrophic: YES NO

RC: YES NO




URGBYN

S A VvV A N N A H
ph: 912.303.0891 e fax: 912.303.0893 e UROGYNsava nnah.com e 720 East 71st Street ® Savannah, GA 31405

MEDICAL RECORDS RELEASE FORM

By signing this form, | auth orize Urogynec ology Center of Savannah to release conbkdent ial health
information abo ut me, by releasing a copy of my med ical records, or a summ ary or narrative of my
protected health information, to the phy sician/pe rson/f acility/ent ity listed below.

Patient Name DOB
(Last, Firg, Middle Initial)

HIV/IA IDS: | consent to the release of any positive or neg ative test result for AIDS or HIV infect ion,
antibodies to AIDS, or infect ion with any other causative agent of AIDS with the rest of my med ical
records. Initial _____ Date

The information you may release subject to this signed release form is as follows:

[]Complete Medical Record [ ] History & Physical [ ]Progress Notes []care Plan
[]Lab Reports [ JRadiology Reports (L] Pathology Reports []Treatment Record
[]Ope rative Reports [ ]Hospital Reports [IMedication Record [L]Othe r (spec ify below)

Release my protected health information to the following phy sician/ pe rson/ facility/ entity:

Name

Add ress

City State Zip

The purpose/ reason for this release of information is as follows:

| 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.

Patient Name Signature of Patient or Legal Guardian

Patient DOB and SSN Date

Signature of Urogynecology Center of Savannah Employee Date
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