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\ H PE Release of Medical information

I, , direct New Hope Integrative Medicine to disclose my protected
health infarmation described below to:

Mame: Relationship:

Address:

Phone # Please Circle One: Hame Cell Work
Ermnail:

Health Information to be disclosed upon request of the person abowve:
[Check either & or B)
() A. Disclose my complete health record {including bul not limited to diagnoses, lab test, prognosis, treatment,
billing and appointment dates and time) OR
{) B. Disclose my health records, as above, BUT DO MOT Disclose the following information
(check all appropiate]
{7 Mental Health Records
() Comunicable Diseases (including HIV and AIDS]
() Other (please specfyl:

Form of Disclosure [unless another farmat is mutually agreed upon between my provider and designee):
{_} Hard Capy
() Other:

This authorization shall be effective until (check one):

() Al past, present and future periods, OR

("t On this Date or in the event:
unless | revoke it (MOTE: You may revoke this autharization in writing at any time by notifying your health care provider
in writing. |

Print Mame of the individual Giving this Authorization Date of Birth
Signature of the Indwvidual Giving this Authorization Date

Print Witness Name Date
Witness Signature

Mole HIFSS Authorty for Bight OF Aooose: 45 CF.A § 164,534



Consent to Relezse / Receive Confideltial Information

I , autharize to:

Fetigd Mums [Mex Frist) Fymicin Haree (Pheaos Friar]

WD check all that apply
3 Receive my medical history information from the following physician(s):
{Marne, Addrass)

[Mame, Address)

) Receive my treatment records from the following therapist:
[Mame, Address)

£ Release my treatment information/records to the following healthcare professional:
[Mame, Addruss]

{3 Releass my treatment information to the health insurance company listed below, for billing purposes:
[Mamr, Address)

The infarmations is for the following purposes [any other use is prohibited):

lundarstand that | may withdrawl this consent at any tirne, either verbally or in writing, except to the extent thar action has been talben on
reliance on i This consent will last while | am being treated for opiod depandence &y the physician specified above unless 1 withdraed my
conzant during treatment. This consent will expire 365 days after | complete my treatrnent, unless the phwsican speeified above is olharwise
aotifiad by me.

I understand that the records to be refeased may contain information pertaining to psychiztric treatment andfor
drug dependence. These records may also conlain confidential information about communicable diseases, including
HIV [AIDL) or ralated illness | understand that these records are protected by the Cade of Federal Repulations Title
42 Part 2 {42 CFR Part 2}, which prohibits the redipient of these repprds from malking further disclosures to thirds
parties withowt the express written consent of the paticnt.

I acknowledge that | have been notified of my rights pertaining to the confidentiality of my treatment
information,records under 42 OFR Part 2, and | further acknowbedge that 1 wnderstand those rights.
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H[IPE Patient Respasibility Form

Patients Anancial Respasibility
» | understand that 1 am financially respasible for my health insurance deductible, coinsurance,
copay, or nof-coverad service,
s CopaymentsCo-Insuranoe are due at ime of senvice.
& If iy plan requires a referral, | must abtain it prior to my visit.
® in the event that my bealth insurance plan determines a service “"nat payable”, | will be responsible for the
complets charge and agrae to pay the costs of all services provided.

& I | am unisured or self pay, | agree to pay for the medical services renderad o me at the Bme of service,
» | understand that | will be responsible for any laboratory services provided at the office.

Z. Insurance Suthorization for Acsigment of Benefits

& | hereby authorize directpayment of medical services to New Hops: Integrative Medicne on my behalf
for any services furnished to me by the providers.

3. Awthorization to Release Records

4.

= | hereby suthorize New Hope Intogrative Medicine to release to my insurer, gosernmental agencies, ar any
any other entity financially respesible for my medical care, all information, including diagness and the
records of any treatments or examination rendered 1o me needad to substantiabe payment for such medical
sepvices as well as information requiredtar precertification, awtherizaton or referral to other medical
prowvider.

Medicare Request for Payment

# | request payment of authoriaed Medicare benefits to me or on my behalf for any services furnished to me
or in Mew Hope Integrative Medicine. | authorize any helder of medical or other information about me Lo
release to Medicare and its agents any information neededto determine these benefits or benefins related
SOFUICES,

Sprature ol Fagent, Authonaed Representaane, or Reposibke Paimy Dape

Print Kame of Patamt, Authodsed Bepressmathe, or Respoaible Party Thrie
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Our Notice of Privacy Practices provides information about how we may use and disclose protected health information
about you. The Motice contains a Patient Rights section describing your rights under the law. You have the right to

review our Motice before signing this Consent, The terms of our Notice may change. If we change our Notice, you may
obtain a revised copy by contacting ouwr office.

HIPAA PATIENT CONSENT FORM

¥You have the right to request that we restrict how protected health information about you is used or disclosed for
treatment, payment, or health care operations, We are not required to agree to this restriction, but if we do, we shall
honor that agreement.

By signing this form, you consent to our use and disclosure of protected health information about you for treatment,
payrment and health care operations. You have the right to revake this Consent, in writing, signed by you, However, such
a revocation shall not affect any disclosures we have already made in reliance on your prior Consent, The Practice
provides this form to comply with the Health Insurance Portability and Accountability Act of 1996 [HIPAA).

The patient understands that:

Erotected health information may be disclosed or used for treatment, payment, o health care operations.
The Practice Has Notice of Privacy Practices and that the patient has the opportunity to review this Notice.
The practice reserves the rght to change the Motice of Privacy Practices.

The patient has the right to nestrict the uses of their information but the Practice does not have to agree o those
restrictions.

The patient may revoke this Consent in writing at any time and all future disclosures will then cease.

The Practice may condition receipt of treatment upon the execution of this Consent,

Frimted Mame-Pabend or Resgansibie Farty pea iy

Patient Sgnature o Responsible Party Date

Belatignshin 1o patiend [F ather than potient) Wikness

Pringead Mame-Practics Bepresentatve Practice Aepeusentative Signatans
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Mew Patient Information
Idaarme: Msicden Mame:
18 55N { !
Fender (circle onej; Mtalie: Female Trensgender-Male  Transgender-Fermale e
Enthnicity)Races Prefiered Language:
Highest Lewel of Edection:
Agddrae:
SR iy i Tip Lode
Home: | 1 Cell: | i
wiork, i Biest way to reach you:
C-rreailz
Emrrgency Contact: Relationship:
Horme: | ] Gtk !
Address:
Lirork ity Rale: iy Coude:
Insurance information
Primary Insuranoe Seogndary Insurance
Insurance Mame [P
Subscriber's Name Subseribar's Nams
Subscrifers DOB F ! Subscribers DOB ! !
Subscriber's S50 - - Subsoibers SEM - -
Belatinsiip to Fatkent Belationship ta Patient
Policy IR Policy 0 #
Groug # Group #
1 oertify that the above miormation | have proseded i curmant and (ornact.
! !

Frink Pationl Kme, Patsech Fepre 1

itk Paity

Sgnanee of Panienr, Pariere Brpreseratre or Bmponubie Farty
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Medical History Form Today's Date:
Patient Name: Date of Birth:

Current occupation and employer, if applicable:

Reason for Today's Visit:

Gynecological History

First day of your last menstrual penod:

How old were you when your menses started?

Are you still having menstrual periods? Lyes Lino
If s0, periods are: Cluight O moderate [IHeavy [ Bleed through protection
How many days between your periods?
How many days of menstrual flow?
Da you have any pain with your periods? Oves [Cmno
Are you regular? [¥es LINo
Do you pass any clots in menstrual flow? Oves Lino
Do you have more than 35 days in-between periods? Ll¥es [INo
Do you get less than 6 periods per year? LYes [No
Do you have bleeding in-between periods? Oves Clne
Da you have bleeding after intercourse? Oves CMo
Do you have a history of anemia? Cy¥es Cno
Have you ever had a blood transfusion? OYes [INo
Have you ever been diagnosed with fibroids? Llves ONe
Have you ever been diagnosed with polyps inside the uterus? LYes [lNo
Are you suffering from pre-menstrual syndrome (PMS)? Oves CNo
Da you have a history of endometriosis? Cyes CNo
Da you have a history of pelvic pain? Clves ClNeo
Marital Status: [ Single (I Married [ Life Partner [ Separated [ Divorced [ widowed
Spouse [ Partner name (if applicable): .
Are you sexually active now? Lves [ne
with [ One Partner, if se dMale U Female
with O Multiple Partners, if so OMale [ Female [ Both
What age did you first become sexually active?
Lifetime Partners; How many sexually partners have you had?
Do you have any questions about sex you would like to ask? Oves Ono
Are you satisfied with your current sexual function? Oves CNo
If you answered "no”, how long have you been dissatisfied with your sexual function? o
indicate which of the following problems oppiy:
Little ar no interest in sex Oyes Ono
Decreased genital sensation Oves One
Decreased vaginal lubrication Oves Dno
Prablermn reaching an orgasm Lyes LiNo
Problem with pain during sex Oves LNo
Other:
Would you like to talk about it with your doctor? O¥es CNo



Current method(s) of birth control (select all that apply):

[ nothing O Pill O Patch O Muvaring O Rhythm O implant O Condom O Tubal Ligation [ Vasectomy
(1 Hysterectomy (] Mirena IUD {progesterone-containing, 5 years) [ Copper T IUD (hormene free, 10 years)

[} Depo-Provera Injections every 3 months [ Essure Hysteroscopic Sterilization L Other:

Past method(s) of birth control {select all that apply]):

O wothing O eill O Patch O Nuvaring O Rhythm Ol implant T Condom [ Tubal Ligation O vasectomy
L] Hysterectomy [] Mirena 1UD {progesterone-containing, S years) (] Copper T IUD {hormone free, 10 years)

[ Depo-Provera Injections every 3 months [ Essure Hysteroscopic Sterilization [] Other:

Please indicate if you are presently experiencing birth control side-effects or if you have in the past:

Future childbearing plans: [11 do not desire children in the future (11 desire children in the future
(11 would like to ask a question about this [ Other:
Date of last Pap smear: Result:
Abnormal Pap Smears - Have you ever had an abnormal Pap or Colposcopy? Oves Ono
Have you had any treatments to your cervix?
(o O cryosurgery [ Laser Surgery CJLEEP [l Conization [ Other:
Have you ever had a sexually transmitted disease? Oves Ono
O chlamydia [ Gonorrhea [l Herpes [ Syphilis LIHIV [ Trichomonas
. Would you like to be tested for a sexually transmitted disease today? Oves OnNo
Do you have frequent yeast infections? Oves OMo
Do you have recurrent vaginal infections? Oves Ono
Menopause {if applicable) - Age of menopause (last menstrual period)? Oves CONo
Are you currently experiencing:
[1Hot Flashes [0Vaginal Dryness [ Sleep Interruptions [ Abnormal/irregular Periods
[ Post-Menopausal Bleeding [l Other:
Do you experience any of the following:
Loss of urine when coughing, sneezing, or laughing? Lves ONo
Frequent urination? Oves Dne
Pain during urination? Cyes Clno
Meed to urinate with little warning? (1¥es [INe
Do you ever lose urine before reaching the toilet? Oyes OnNo
Difficulty passing urine? OvYes LNo
Frequent bladder infections? Oves No
Frequency of nighttime urination? Oo-1 02 ormore
Frequency of daytime urination? Ogorless [19-15 [I16+
Do you still feel full after urination? Cyes Ono
Do you feel pain, pressure, “ball™ in the vagina? Oves no
Do you feel like your bladder or uterus is low/dropped? Oves Ono
Have you ever experienced pelvic organ prolapsed? Oves Ono
Do you have a history of ovarian, cervical or uterine cancer? Lves [No

[



Past Operations/Hospitalizations

Please indicate the year and reason for operation/hospitalization

Please indicate the following details for each Pregnancy:

Date of
Outcome
or Delivery

Full
Term

Delivery | Weeksof | Was Baby

Type:
VAG, Cf5,
or VBAC _

Pregnancy History

Gestation
at Birth

Healthy?

; Abortion l Miscarriage |
|

| Other [E&'&Ipiﬂ,._
Tubal, ar Molar)

S A s

Please list your medical problems and the date of diagnosis (for example: high blood pressure, diabetes, etc.)

Medical History

Allergies to Medications (please list medication and what type of reaction you had):




Current Medications:
{Flease list all medicine nnd_qyf_r-rhmun:rer medicime pr!'-;!rm g}me-:c:_mg.icmf i, m:_'{r.rﬂ'mg_hm_mme; ujf.::.'.pﬂns, armd h-:'r_'b:i.l‘

: T;fﬂ?;:ﬂ::f iEIurse i -FI:EQLIE'I'II."[ S«t:.l"l' Date _El'ili[ Date Prescribed B"[. :I:;:Tgl
|
Social History
Current and Past Alcohol Intake (drinks per week):
Do you use recreational drugs? O¥es ClNo
Have you ever received treatment for substance abuse? Oyes One
Do you use Tobacco? Oves UNo L[lPastuse

if yes, what age did you start or how many years?
If yes, what type of Tobacco? [ Cigarettes [ Cigars [J Oral [JSecond Hand [ Other:
If yes, number of times Tobacco used per day?

Exercise {type, frequency, duration):
Describe your diet:

Are you losing weight? Clves Dlne
Personal Safety
Do you feel safe at home? Lves ONo
Has anyone, including your partner, ever forced you to have sex? Lves [lnNo
Have you ever been sexually, physically or emotionally abused? LYes Lo
Health Maintenance and Screening (if you've had and know the results):
Date and result of last mammogram: Date: Result:
Hawve vou ever had an abnormal mammogram, breast ultrasound or breast biopsy? Uyes Une
Do you do self breast exams? Oves Cno
Date and result of last colonoscopy or sigmoidoscopy [S0+]: Date: Result:
Date and result of last thyroid function test: Date: Result:
Date and result of last cholesterol test: Date:_______ Result:
Date and result of last diabetes test: Date: Result:
Date and result of [ast bone density test: Date: Result:
Date and result of last HIV test: Date: Result:
Date of last HPV vaccine: Date: Result;

If you had, did you receive all three shots? Oves One
Date of last tetanus immunization: Date: Result:

D¢ you have another primary care provider (family doctor, internist, nurse practitioner)
who is taking care of you for regular check-ups? Oyes One
If ves, please provide name and contact number;




| P Maternal
| oTner
Grandmother

Ma:w;'lal
Grandfather

Family History
Please mark an “X" in the appropriate box for family member pertaining to:

Father

Paternal
Grandmother

Paternal
Grandfather

Breast
Cancoer

Cvarian
Cancear

Sister

Brother

Child

Uterine I
Cancer

Colan Canccr_'-

Diabetes
High
Cholesteral
High Blood
Pressure

|
o

Heart
Disease

Osteoporosis

Pramature
Menopause

| Alzheimer's
Dizease

Please list any other family history details:

Review of Biological Systems: Are you experiencing any of the following?

1. Constituticnal

Fatigus

Fever

Unintentional Weight Loss
Unintentional Weight Gain

2. Ears/NosefMouth/Throat
Freguent Mosebleeds

Bleeding Gums

Sore/Ulcer in the Mouth

3. Cardiovascular

Chest Pain

Calf Pain or Shortness of Breath with Walking
Palpitations

Swelling in the Feet and/or Ankles
Rapid Heart Rate

O Yes
O Yes
L ves
Clves

O ves
O ves
O ves

Cves
L ves
Oves
O yes
Oyes

OnNe
O Mo
ONe
LMo

O no
O mne
O Mo

[ Mo
Ll no
O no
Mo
O ne




4. Respiratory
Exposure to Tuberculosis

Sudden Onset of Painful and Difficult Breathing

Wheezing

Shortness of Breath

5. Gastrointestinal

Acid Reflux/Hearthurn
Bloating

Constipation

Diarrhea

Mausea/\Vomiting

Change with Bowel Movements
6. Musculoskeletal

Joint Pain/Back Pain

huscle Weakness

Joint Stiffniess

7. Skin

Acne

Atypical Moles

Breast Tendernass

Breast Skin Changes/Masses
Mipple Discharge

8. Neurological

Headaches

Senrures

Tremors

Trouble Walking

8. Hematological

Easy Bruising

Cuts that do not stop bleeding
Enlarged/Swollen Lymph Nodes
10. Endocrine

Heat/Cold Intolerance
Excessive Hair Growth
Abnormal Thirst

11. Psychiatric

Anxiety

Crying 5pells

Depression

Feeling Stressed

Loss of Interest in Pleasurable Activities
Poor Concentration
Prolonged Sadness

Sleep Disturbances

Suicidal Thoughts

Date Reviewed:

Physician Signature:

O ¥es
Oes
O ves
Ll Yes

Ll Yes
O Yes
Ll Yes
Oves
LI ves
O yes

f__.] Yoy
L ves
O ves

Oves
[ ¥es
O ves
O ves
O ves

LlYes
Oves
Oves
Oves

O ves
L ves
Oves

Oes
L ves
Oves

O Yes
O ves
O ves
O ves
O ves
O ves
O es
ves
O ves

O o
L No
L no
O no

LMo
O Ne
O Ne
O e
Lo
Lo

O ne
O me
O ne

O wno
Ll No
O No
L no
L] mo

O no
O Na
O mo
Cno

LI Mo
(I Mo
O mo

O Mo
[ o
One

U o
O Mo
GND
O No
O Mo
O no
Lo
Mo
(Mo
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