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Name: date of birth:

Reason for visit:

All medical problems Are you a diabetic?

Prior surgeries:

Number of pregnancies number of live births

Last menstrual period was Have your reached menopause?

If so, are you on hormonal therapy?

Last pap smear Have you ever had an abnormal pap smear?
Last mammogram was Last colonoscopy was

Do you smoke? How much?

Do you drink alcohol? __ How often?

Does any family member have or ever had breast, colon or ovarian cancer?

If any family member did have one of these types of cancers — who and what type of cancer?

Have you had any of the following recently (please circle yes or no)

y/n  Recent weight change y/n  Changes in your bowel habits

y/n Unusually tired y/n  Muscle weakness

y/n Depression y/n  Joint pain

y/n  Recent headaches, dizzy spells or passing out y/n Vaginal bleeding or discharge

y/n  Vision changes y/n  Blood in urine or pain with urination
y/n  Skin rashes or ulcer y/n  Pain with intercourse

y/n  Bruising or bleeding easily y/n  History of sexually transmitted disease

y/n  Swollen lymph nodes
y/n  Cough
y/n  Chest péin
y/n  Difficulty breathing or wheezing
y/n  Nausea vomiting
Please answer all questions on this page
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Medication/Procedure Flowsheet

Name Date

DOB Referring MD Primary MD

Allergies:
*Patient Instructions: complete medication name, dose, and frequency (how the medication is
taken) the office staff will complete date section

Medication Name Dose Frequency Date Date Date Date Date
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Staff Initials

For Office Use Only

Procedure Date | Date | Date | Date | Date | Date | Date | Date | Date | Date | Date

Mammo

Pap Smear

Bone Density Scan

Colonoscopy

CT Scan

PET Scan

TVS/Ultrasound
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Gyn Oncology Associates
2617 Mitcham Drive « Suite 101 « Tallahassee, FL 32308 « Phone (850) 877-7392 « Fax (850) 877-0130

MEDICAL RECORDS RELEASE AUTHORIZATION

| hereby authorize and request that medical records to be released to Gyn
Oncology Associates from the doctor/hospital designated below:

The following information may be released:

Lab results

Medical records (including operative and pathology)
X-rays results

Chemotherapy/radiation treatment and medications

Patient’s name (print)

Date of Birth SS#

Patient or guardian signature Date
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Gyn Oncology Associates
2617 Mitcham Drive « Suite 101 ¢ Tallahassee, FL 32308 « Phone (850) 877-7392 « Fax (850) 877-0130
www.gynoncologyassociates.com

FINANCIAL POLICY

Providing high quality healthcare is our priority. To keep our costs down, we have adopted the following Financial Policy.

-Payment is due at the time of service: Cash, check, or credit card will be accepted as payment for office services,
deductibles, co-pays, and co-insurances. If requested, a copy of services provided will be given to you.

-Office Services: We will file your Office Service charges with your insurance company for all of the following health
plans. If you do not see your health plan listed, please ask the front office staff about it.

Aetna Medicaid
BlueCross BlueShield Staywell

Capital Health Plan Tricare

Cigna United Healthcare
HealthEase Vista

Humana WellCare

-Co-Pays, Deductibles, and Co-Insurances: Please note we only file for your insurance’s share of services provided,
the patient’s share of co-pays, deductibles, and co-insurances are still due at the time of service in the office, before surgery or
hospitalization.

-Surgical Services: Payment of co-pay, deductibles, and co-insurance will be collected prior to surgery. If requested,
a written estimate of charges will be given to you, along with the estimated patient balance owed after insurance has paid.

-Non-Payment of Accounts: Any personal balance will be billed for three months. Accounts with no payment activity
will then be forwarded to a collection agency. Any insurance balance will be billed to the insurance carrier for three months. If
the insurance carrier does not pay the claim within 90 days, you will be responsible for the payment.

-Questions: If you have any questions concerning our payment policy, our fees, or having difficulty with payment,
please talk with our Office Manager or Billing Dept. at 850-213-0011.

My signature below certifies that | have read and understand the terms of the Financial Policy listed above.

Patient or Legal Guardian Signature Date
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Please list the Doctors you have seen and include the Office and Fax

numbers:

Name Office#t Faxi#

Referring Doctor

Primary Care Physician

Other Physicians seen

Pharmacy




