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YOUR HEALTH HISTORY

Name Date

Your Office Visit Today: What is the primary reascn for your visit? Annua! Exam / Problem Visit
Is there any specific topic or information we can provide today?

Your Personal Medical History: Please check if you have any of the following health problems:

Asthma

Rheumatic Heart Disease
Mitral Valve Prolapse

Heart Condition or Disease
High Blood Pressure

High Cholesterol

Hepatitis or Liver Condition
Gallbladder Disease
Stomach Ulcers

Kidney Condition or Disease
Blood Transfusion

Sexually Transmitted infection

irritable Bowel

Intestinal Disease

Diabetes

Low Blood Sugar

Thyroid Condition or Disgase
Blood Clots in Legs or Lungs
Migraine Headaches
Seizures or Convulsions
Breast Condition or Surgery
Cold Sores/Herpes Infection
Blood Condition or Disease
Mental Condition or Disease

oo o00o0ooo
o000 0000o

Piease give further details for any condition checked above:

Have you ever been in the hospital, other than for childbirth? Please list when and for what purpose:

Childhood llinesses and Immunizations: Please check if you have had or have been immunized for:

I Chicken pox J German measles (rubelia) J Polio

L3 Mumps L Measles (roseola) U Rheumatic fever
[ Scarlet Fever O Hepatitis O (Tetanus) DT Shot
J Other

Current Medications: What medications are you currently taking, on a regular basis?

Allergies: Are you allergic or have you had a reaction to any medications? Yes No
If yes, please list:

Lifestyle Factors Affecting Your Health
How much aerobic exercise do you get? None 2-4 per week Daily
How would you rate your overall nutrition? Good Fair Poor
Do any occupational or work conditions affect your health? No  Yes

Do you smoke cigarettes? No Yes: packs per day
Do you drink alcohol? No  Rarely 1-3 per week Daily
Calcium
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In your family health history, consider your parents, grandparents, their brothers, sisters and children,

and your brothers, sisters and their children. Does your family have any history of the following? If so,

please list any relative with any “yes” answer.

Health Condition or Disease

High Blood Pressure

Heart disease, attack, or surgery

Stroke

Diabetes

Breast cancer or ovarian cancer

Other Cancer

Osteoporosis or bent spine

Genetic Conditions (please describe)

Other Disease or Condition

Your Menstrual History
Your age at your first menstrual period . Age at last menstrual period o
Usual number of days between periods _ . Flowis: Light moderate heavy clots.
Do you have menstrual cramps?  No  Yes. How do you treat them?

Your Sexual History
Are you currently sexually active? No  Yes
Your age at first sexual intercourse :
How many partners have you had, total? Male __ Female
Do you use condoms:  consistently  occasionally never
What are you doing to protect yourself from sexually transmitted infections?

Your Pregnancy History
Total Pregnancies Births Miscarriage Abortion

Born Mo/Yr  Birth Weight  Vaginal/CS  Anesth?  Born early/at term/late? = Where  Problems

Your Birth Control History: Please check which methods you are or have used to prevent pregnancy:

Currently in use Used in the past Problems?
Abstinence

Natural Family Planning

Condoms, foam, inserts

IUD

Diaphragm

Birth control pill

Tubal ligation/vasectomy
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NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH
| INFORMATION

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY
PRACTICES

I have received the Practice’s Noiice of Privacy Practices and understand

that my protected health information may be used by the Practice as
described in the notice.

Patient Name:

Patient Signature: Date:

Please identify any person to whom you would like your protected health
information disclosed:

Patient Signature: Date:

Robert W. Barnhorn, M.D.
Timothy J. Thress, M.D.
Darlene Beya, R.N., MSN, CNM
Elizabeth Niederegger, R.N., MSN, CNM
Angela D. Judson, R.N., MSN, CNM





Associates of Anderson Ob/Gyn, Inc.

Financial Policy
We are dedicated to providing the best possible care for you, and we want you to completely understand our financial policies.

1.  Always bring your current health card to the office.  If you fail to bring your insurance card, you can reschedule your appointment or you will have to pay the charges in full at the time of service.

2. Please notify us at the time of check-in of any change in insurance, address, phone numbers, etc.

3. Payment is required at the time of service for copays.  We accept cash, check/debit card, Visa/MasterCard & Discover.  

4. Not all insurance companies cover all services or pay in full.  You will be responsible for any additional charges after being submitted to your insurance company.  Payment is due upon receipt of a statement from our office.

5. Keep in mind that your insurance policy is basically a contract between you and your insurance company.  We will file all insurance claims for you: however, you are ultimately responsibility for payment.

6. Please make sure to verify with your insurance company the participation status of the physician you are seeing.  If our physician is not part of the plan, your portion of the fees will most likely be higher.  

7.  We request that you kindly give 24 hours’ notice if you are unable to keep your appointment.  Failure to give adequate notice may result in an additional fee for the missed appointment.

8. You are responsible to pay for all services rendered, including collection fees, attorney fees up to and including court costs in the event of default.

9. Maternity patients who have deductibles and co-insurance costs will be notified by our billing clerk of their responsible amount.  You will receive a letter indicating a payment plan that will enable you to make payments during your pregnancy.  The responsible amount is to be met by your 36th week of pregnancy.

10.  Return check fee is $20.00

Printed Name of Patient






Date

Signature of Patient (or legal guardian)

Witness (staff Member)






Date

