
Kay KOllrnunis David , rvLn., f.A.CO. C.OJGVN Auhl"{:)' Rauklys, M.D ., F.A.C.O.C. 
ROllnie DubroVlrj n, eN MPf-IYSICIANS, p.c. 

Welcome! Please prim as nea tly as yOll ca n and fill out all fi elds below when appli cable. 

DOS, _______ _Name: - - -::-------- ----;:--- --------c;;­
I...... Fim ,' 0 

Marital Status (circle o ne) : Single Married Widowed Divorced 

Address: __:-~~-------------------~-------------------------:_~~~-------
St reetlLlnit Ci'l" S'~'e. %ip COtlc 

Phone N um be r(s ): -------------::-:=,-,--.,--;---;----,.,-,--,--:c--;:----;--,-;cccccc-:-::= --------------------­
" . '~,e c;,d" t;,c. flumbcT< ' VC" m1)' J~\'e ~ lmcf "'c"~gt <>n•• • • 

Emai l Address: __________________Place of Employment:_ _ _ ________ 

Emergency Contact Name: _ ____________ Relation to Patient: _ ________ _ 

Emergency Contact Number: _______________ Emergency Contact DOB: ____ _ _ 

Primary Care Physic ia u: _ ______________ Phone Number:___ _ _ ______ _ 

Phannacy Name: _______________________ Address:____________________________________ 

AJI copays a re due at check in. 

Jf you do not have insufaocc and drc a self ply patient your balance is due <I t chec k in . 


P rimary Insurance: ____ _ ________ ___ 10:_ ________ _ _ _____ _ _ 


Primary Cardholder: ___ _ _ ______________ ____ DOS, _ _____ 


Rel:uiollShip 10 Patient: _ ___ _____ ___ Po tiey Effectjve Date: ___________ _ 


SecondaryInsurance: _______________________________ ID:__________________________________ 

Primary Cardholder: ___ _ _ _______ _______ _ ___ DOS, _ ____ _ 

Re lationship 10 PaueDl: ____ __________ Po licy Effective Da le: ___________ _ 

Patient Signature:________ ______ _ _______ _ _ ______ ________ _ _ 

Dale' _________ _ ____ 



Patient Questionnaire 
Name: 

Reason (or Vis/! : 

Medications (dosage/frequency) 

Allergies: 

Date of las t Pap : Date of las t Mammogram: 

ONormat 0 AbrlQ(mal o Normal 0 AbI10rmal 

Past MedIcal & Famllv History 

Please (./ ) Ir you or any blood relative had any of the following condilions 

S.,f Fam II 
1. W t. loss-Gain 
2. Hcadaches/Mi ranes 
3. Heart Disease 
4. Valvular DIsease 
5. Rheuma/lc Disease 

f.. H',9h Blood Pressure 

7. High COO/es lerol 
8. Res ilo Dlease 
9, Pulmona Lun Disease 
10. Breasl Disease 
11. Jaundice/He alitis 
12. Hiatal Hernia Reflux) , 
13. Pe tic Ulcer stomach 
14. Bowel Disease 
15. Kldne DIsease 

16. Urina Incontinence 
17. Urina Infections 
18. Blood TransfusIon 
19. AIlem/alBloed DIsorder 
20. Varicose Veins! Phlebitis 
21 . Skin Disease 
22. DIabetes 
23. Th rold Disease 
24 . Cancer 

T 
25. E ile s f Neurolo leal Disease 
26. AI1htiUs Joint PaIn 
27, Osteo O(osis Frs lie Bones 
28. Anxlet lOe ressJon 
29. Slee Problems 

Self Famil 

Hos Ital AdmIs sIons: An 0 eralions & serious illnesses excludin re nane 
Year. 

Reason: 

Menstral HIs tory 
Ase at firs I period: 
Firsl day of last period: 
Duration 0' bleeding: 
Cramps L I Yes LJ No 

ConlracepUve History 
Current Method: 

Srand: 
Past Method: 

Menopaus al HIstory 
Hot Flashes 0 YesD No 
Treatment 

1 I 

Sexual Hlslo 
SaUsfactory 
Uncomfortable 
VVish to disctlss 

Social History 

Smoking Street OrUQSc=::::J- B~ B o
per daylyear c::cJ /I per Week Cups per Oay 



OJGYN 

PHYSICIANS, p.c. 


Financial Policy 

1. I understand that any services rendered to me are solely my financial responsibility. 

2. I understand that ifI do not have insurance, if the doctor does not accept my insurance, or my 
insurance eligibility cannot be detennined, I will pay ill full at time ofserv;ce. 

3. I understand that my coverage is an agreement between mysel f and my insurance company. It 
is my responsibility to suppl y OBOYN Physicians with the current insurance information in a 
timely manner to ensure payment of medical bills. 

4. r llilderstand that any infonnation your practice obtains regarding my benefits is not a 
guarantee of coverage and is subject to change. It is my responsibility to know what my in and 
out of network coverage is, as we ll as my co-insunlnce and deductible amounts. 

5. I understand that if I addre!lss additional issues, otber than preventative, at tbe time of 
my annuaUwell woman visit I may be liable for my applicable deductable or copay 
amounts if so dictated by my insurance policy. 

By signing my name below, I certify that I have read the above information. 

My signature also certifies my understanding of and agreement with tbe above policies. 


Palien! Name Palient SignatlJrt 

Legal Guardian f Authorized Individual Signature (irapplicable) 

" 



L 

HIPAA 


OBGYN Physicians understands that your medical/health information is personal and private. 

In order to provide you with quality care and to ensure compliance with certain legal 

requirements, we create a record of care and services you receive in our office. We respect 

the privacy and confidentiality of medical/health information about you and that can be 

identified with you. This is called "protected health information." At the front desk, a copy of 

our privacy policy is available upon request. The policy outlines your privacy rights. Please 

take the time to review them. 

I authorize OBGYN Physicians to release all my medical information pertaining to 

my exam/treatment, including HIV or alcohol related information to my insurance 

company(ies) for the purposes of processing 

insurance claims. This release may include the reviewing and/or photocopying 

pertinent documents for the purposes of payment by my insurance 

company(ies). I authorize the payment of medical insurance benefits to be made 

directly to the above named practice. I permit a copy of thi s authorization to be 

used in place of the original 

2. 	 I grant OBGYN Physicians to call my preferred number to confirm appointments, 


inform me of lab results, or leave a brief message. I grant OBGYN Physicians to 


send reminder notices by mail. I grant OBGYN Physicians 


to fax or receive information to/from treating physicians/hospitals. 


By signing my name, I certify that I have read the HIPAA information and that it 


certifies my understanding of along with my agreement w ith the policies. 


(Print Patient Name) 	 (Patient Signature) 


