Advance Gynecology & Welliess Dr, David Marden, D.O.
Plione: 423.844.5640 Fax: 423,844 ,5645

Date:

Name: DOB: Age:
Prilmary Care Physiclan: Consul/Referred by:

Raason for Visit:

Medicalions: (name, dose, frequency)

Drug Allergles:

Latex Allerglos:

Past Modical History: (clrcle all that apply)

Hypertension Dlabetas Slroke Hepalilis Ssizuras
Frequent UT1 Lung problems Incontinence Asthma Bowel problem
Hearl disease Liver disease Eye prablems Ulcers Osteoporosks
8kin problems Arthritis Kldney dissase Gl reflux

Hearlng problem Psychlalric disorder Cancer:

Other;

On a scale from 1-10 (=unhealthy, 10=heallhy) How Heallhy do you feel?

Past Surgical History: (list all past surgeries and dale}

Family History: (circle yes or no, If yes please explain)
Breas! Cancer  yesie Blood Disorders yas/no

GYN cancer yesfing Heari Disease yas/ino

Diabhslesyosino

Social History: (clrcle yes or ino, if yes please explain)

Do you smoke  yesfno Do you diink yesino

Do you use drugs yesio Do you exercise yeshio

Your Qccupation Marllalstatus S M W D P
Spouse first nama

GYN History

Last Menslrual Pariod: Perlod problems:

Pragnancies: how many Doliverles Largest baby

Have you ever hiad an abnommal pap yes/ no
History of Sexually Transmifted Diseagses yes/no
Da you have Incontinence problems {leaking urine} yesine

Lasl Pap smear: Resulls:

Last Manunogram: Resuits:

Last Colonoscopy: Resulls;

Last Bone Densily Scan; Results:
Last Thyroid Screening: Results:
1.ast Choleslerol Screening: Resuits:

Sexual History
Are you sexually aclive?  yesfno Pain with Intercourse?  yesino Problemis wilh orgasms?

Abuse History
ts anyone hitting or hurling you yesio

Yasino




Chart # Dat

Patient Information .
Salatations [IMr,  Ors.  CIMs.  Miss Soclal Security Number: - K
Last Name: Suffiey e, [J8r.  [Other First Nante!
Middle Name: \ Other Name (Nickname, Maiden)___
Address; Apti: Cliy: B
RINES Zig: Liome Phonex( V. Work Phonex( b
Dade of Birth: ! ! Sex: [Mate [lfemale Muriled Stalws: [JSingle  DMaried  [iRivoreed  L1Widowed
Maotify In Case of Emergency: Phone:( )
Relatlonship lo Fatient: Referred by

Responsible Party information

Relationship to Patient;  [JSelf  [Jspowse  [chid  CGwployer  [lOther 1t self, please go to BEmploymeat Tnformation,
Salutation; M. [Odis. TOIMs. [TMiss Social Sceurily Number: - .

Last Naane - e suffix: [, {JJ8e. Oother First Naune:

Middle Name: Other Name (Nickname, Maiden Name):

Address: AptH: Cley:

Stale: g . lome Phoner( )] Work Phone:( )

Date of Birlh: / / Sext [Male [Funale  Marital Statws:  [1Single  OMaried  Clbivorced  [JWidowed

CIeatient or  [JResponsible Party

imployer Mame:,

Employment Information

Oceupalion; Address:
City: State: Zip; Phone: { )
s tho patfent a student? [1Ves [INo  Iyes, School Name:
Insnrance Information
Insurauce i 1: Adldress:
City: Slate: Zig Phone: { )
Pattent Relntionship to Subseriber:  [ISelf Clspouse  [Jcohitd  Clother__ Subseriber Sex ____Male ___ Female

Subscriber Name: Subscriber Date of Birth: Subseriber Bmployer:

Lffective Date: /[ Polieyft:___ Group #:

Tusurance #2: . Address:

Citys State: Zip: Phione; )

Patient Relationship lo Subseriber:  {18clr  Clsponse  [chitd  Cl0ther Subscriber Sex _ Male _ Female

Subseriber Name:

Subseribver Date of Birlh: __

Eftcetive Date: ! / Polioy #f:

Subscriber Employer:

Group fh

Iryou are covered nnder more than two insurange policies, please see teverse,

Accident Information

Is tiis related to m aceident?: [Jves [CINe Ifyes, please sce roverse.




Additional Insurance Information

luserance ff3: Address:

City: State: Zip: Phone: ( 3

Patient Relationshulp to Subseriber;  [I8ett  Clspouse  CIChid  [COter Subseriber Sex _____Male _____Female
Subscriber Name: Subseriber Datg of Birlh _._. Subscriber Bmployer;

Efective Date: / / Policy f#: Group #;

Insurance #4; Address;

Cily: State: Lip: Phones( ). ...

Patient Relationship to Subsgriber: [ 18elf Ospouse  [Jchitd  [JOther, SubseriberSex _ Muole_ Female
Subscriber Name:, Subseriber Date of Birl: Subscriber Employer:

Blfective Date: ! ! Policy #: Group #f:

Additional Accident Tnformation

Date of Accidenl; i ! Type: ] Brmployment Oawe  ClOther e

Tnsuranse: Address:
City: . State: Zip: i Phone: ( 3
Adjuster Name: Claim Number: .

Accident Deseription:

Acoident Address: e — s




EMBRACE ADVANCED GYNECOLOGY AND WELLNESS
1 Medical Park Blvd., Ste, 305E
Bristol, TN 37620 (423) 844-5640
OFFICE POLICIES

Thank you for choosing us to provide healthcare for you, Our staff is committed to providing you with
the best medical care possible and to assisting you with the administrative process. The following Is an
overview of our office policies, PLEASE READ AND SIGN, :
The following applies to every visit
o Bring your {nsurance card,
o Be prepared to pay your co-pay and deductible, We accept cash, check, MasterCard and VYisa
and Discover,
o For medical care not covered by your insurance, payment in full {s due at the time of your
visit,

INSURANCE:

Our office participates in a variety of insurance plans, which we will flle with your insurance company.
We cannot bitl your insurance company without the proper information. Please make sure atl of your
insurance information is up to date, including your address and phone numbers.

REFERRALS:

As a speclalty office we see new patients with a referral from their primary care physician, Many
insurance plans also require your primary care physician to make the referral to the specialist. To avoid
delays, please call our office prior to your appointment to confirm we have the referral or bring any
required referral for treatment at the time of your visit, if you do not have a referral your visit may be
rescheduled or you may he financlally responsible,

COPAYMENTS and PEDUCTIBLES)

All co-payments and deductibles for office visits are due at the time of check-in. Co-payments and
deductibles for surgery will need to be paid at the time of your pre-operative appointment. If your
insurance plan changes from the time you see the physiclan for the pre-operative visit and/or surgery,
please notify our office so necessary changes can be made prlor to your surgery. You will be financiatly
responsible if this is not done,

SELF PAY:

Patients without health Insurance are required to pay at the time of service unless other arrangements
are made prior to your visit. If you are unable to pay in full for necessary medical care at the time of
service, our office will assist you fn setting up a payment plan,

BILLING:

Statements will be mailed monthly and the payment is due within 30 days. If you have not pald your
bill, or have nok arranged for a payment plan, we may ask fro the assistance of an outside collection
agency. If your account is turned over to a collection agency, you will be dismissed from our practice.,
We wilk try to work with you to avoid this.

NO-SHOW / CANCELLATIONS:

To cancel or reschedule, please call 48 hours prior to your appointment. You may receive a $20,00
charge for failure to keep an office vislt appointment. On missed procedures in our office, you may be
charged $50.00. This fee will be your responsibility, not your Insurance's. Failure to call us in a timely
manner results in other patients who need to see the physician being denied access to an appointiment.
Please notify our staff {f you have any questions, '

| HAVE READ, UNDERSTAND, AND AGREE TO ABIDE BY THESE OFFICE POLICIES:

Signature of Patient and/or Responsible Party

Signature of Witness

Date




Advanced Gynacology Patient (printed) Name:
& Wellness : o "Date-of-Birth:

T

1. Geheral Consent for Treatment and Tests: | cansent to treatment by Advanced Gynecology and
Wellness Physlolan, nurses, associates and staff for ny illness and/or health avaluations, including but
not limited to blood tests, laboratory procedures, ultrasounds, pathologlcal testing, medications and
procedures. | acknowledge and agree that NO GUARANTEES have heen mads to me as to the results
or outcoime of my medlcal care, | understand that Stale Law requires physiclans to report cetlain
communlcable diseases to the Health Depariment. - -

2, Release from Llabllity for Leaving Agalnst Medical Advice or Daclining Medlcal Services;
| agree that If | leave this physiclan’s office against the advice of a physlclan, assoclate or staff member,
or If | decline services, then Advanced Gynecology and Weliness, Its parsonnel and physlolan(s) are
. relsased from responsibility or Kabillty for any injuries or damages which may result from ray {eaving
agalnst medical advice or declining medical services, ‘

3, Authotizatlon to Release Medical Information: | authorize Advanced Gynecology and
Wellness, its physiclan(s) and staff involved in my medical care to disclose and release my medical
information (which may include alcohol and drug abuse, psychliatrlc, slckie celi anemia, AIDS and HIV
tost resulls) to any person or organization which is or may be liable or responsible for payment of my
bil, Including Medicare intermediarles and flscal agents. | also consent o the release of iny medical
informaton to other physiclans, laboratorlas or medical offices for the sole purpose of my medical care,

4, Phone Authorizatlon: 1authorlze Advanced Gynecology and Wellness to contact me by phone; 1
undersland that if | cannot be reached, messages may be left for me.

6. Independently Practicing Doctors: |understand and agree that mest radlologlsts, pathologists
anestheslologists and some allled health professionals are engaged In the practice of thelr professlons on bahalf
of themssives or other corporations and do not practice as employess of Advanced Gynacology and Weliness. |
hereby authorlze payment directly to these physictans the insurance benelits otherwlse payable to me but not fo
excead Lhe total charges due to the physiclans. [ also authorlze the release of any medicafly necessary
Informatlon to process these Insurance cfaims. '

6. Asslighment of Insurance Benefits/Pronilse to Payr For and In conslderation of services rendered and to
be rendered by Advanced Gynecology and Weliness, [ hereby guarantes payment for all charges incurred for the
account of the above named pafient. | understand and direct any persen, firm or corporation, Inciuding but not
IImlted to, Insurance companles or atlorneys representing the patlent or any other party, for such services, to
assign proceeds of any payment for payment for services rendered to sald patlent directly lo Advanced
Gynacology and Wellness, |undersland that by Advanced Gynecology and Wellness accepting asslgnment of
sald benefils, the provider does not relinquish its right to collect any balance not pald by any (hird parly, | further
agres that I such Indebtedness Is placed In the hands of a callector or attorney for collection, | will pay reasonable
collection fees and atforney fees, Interest, court cosls and other collecilon expenses.

edgement of Reécelpt of Notice of Privacy Piactices: | have'racelved a'capy of the
Privacy Practices. (The Nolice:describes how my hiealth Information wiay be'used or,
dlsclosed. ], understand that the Nollce:may be '¢hanged at any tline..| may obtain a revised copy of
ihe Notlce by calling 423-844:5640 of by requesting‘one al the office...."._(Inltiats)

o

| have read and understand this document and | agree fo lts terms,

Patient sighature or authotlzed party relationship today's date

If unable to obtain patient or authorlzed party's slgnaiure or-inittals,_please indlcate reason:

.




EMBRACE ADVANCED GYNECOLOGY AND WELLNESS

RECEIPT OF NOTICE OF PRIVACY PRACTICES

WRITTEN ACKNOWLEDGEMENT FORM

l, have received a copy of the Privacy Practice for

Embrace Advanced Gynecology and Wellness.

Patient Signature Date



EMBRACE ADVANCED GYNECOLOGY AND WELLNESS

| authorize EMBRACE Advanced Gynecology and Wellness to communicate
my healthcare, appointment and/or billing information to the following
people:

NAME:

DOB:

PHONE:

NAME:

DOB:

PHONE:

NARE:

DOB:

PHONE:

Signature Date




