Women’s Health Specialists

Welcome to Women's Health Specialists!

Outstanding medical care begins with obtaining accurate information. Federal &
state laws, as well as your health insurance company, require ever increasing
amounts of information. Please note the attached health privacy policy securely
protects your information. While no one enjoys completing forms, we need you to
take your time to thoughtfully complete the following documents. Please print
legibly as errors can adversely affect your care or result in unnecessary billing errors.
Finally, we strive to see patients on time and by completing these forms in advance,
as opposed to waiting to do them upon your arrival at our office, we can work
together to achieve this common goal.

Respectfully,
The doctors and staff at Women's Health Specialists

PS:  While you're online at our web site www.WomensHealthFremont.com
please consider signing up for our monthly Women’s Wellness e-newsletter
(click on menu bar at top all web pages). This is how we keep you up-to-date on
important health issues and also distribute announcements about our practice
that may effect your care.

Margie Aleman-Martin M.D. Obstetrics « Gynecology
Siobhan Calhoun M.D. 2299 Mowry Avenue, Suite 3-C
Scott Kramer, M.D. Fremont, CA 94538
Elizabeth Kurkjian M.D. Tel: 510/796-7057
Stacie Macdonald M.D. Fax: 510/796-5198

Alison Slack, M.D.
Christina Wong, M.D. www.WomensHealthFremont.com



Patient Information-rev 1-31-08

Women’s Health Specialists

Name Account #
First Middle Last

Home Address Phone Number
Street Address City Zip

Date of Birth

Social Security #
O Married Q Single QO Divorced QO Widow 0O Minor 1 Domestic Partner  Cell Number

Your Employer Work Number
Work Address Occupation
Street Address City Zip
Emergency Contact Relationship
Address Phone Number
Street Address City Zip
How did you hear of our group? Family Doctor (PCP)
Insurance Info — Primary OHMO MedGroup_ QO PPO OQPOSUEPO ID#
Insured Person’s Name Date of Birth SS#
Relationship to the Patient Eff. Date Group # co-pay
Insurance Company Name Address
Insurance Info — Secondary [ HMO Med Group U PPO QPOSUEPO ID#
Insured Person’s Name Date of Birth SS#
Relationship to the Patient Eff. Date Group # co-pay
Insurance Company Name Address
Medical information can be discussed with: Detailed Messages regarding test results can be left on answering machine
4 Patient Only U Yes Phone Number
O Family member or friend d No
U Physician
Q Other E-MAIL:

Truth In Lending Credit Policy:

I understand that | am financially responsible for my account regardless of my insurance and for any charges which are either for medical care not covered by my policy
or as a result of not following the required procedures of my health plan. All charges are due and payable at the time of service unless otherwise specified by an
insurance company that is contracted with us. If payment is not received by 60 days from the time of service, a late charge will be applied to the unpaid balance at an
annual rate of 10% [0.83% per month]. Additionally, | accept complete financial responsibility for any ancillary services.

I HAVE RECEIVED THE TRUTH IN LENDING DISCLOSURE STATEMENT PRIOR TO ANY FINANCE CHARGES MADE TO MY ACCOUNT.

| authorize the release of any medical information necessary to process this claim and request payment of medical benefits be made directly to this physician unless
payment is made in full at the time of service. There can possibly be a charge for re-processing a claim for insurance purposes. | also understand that it may be
necessary for me to bill my own insurance company directly. It is the patients’ sole responsibility to know and understand their insurance policy and benefits.
This includes required referrals, copayments, covered lab and x-ray benefits, and prior authorization for procedures. You must provide us with a current claims
address for your insurance company.

Signature Date




Women’s Health Specialists

Insurance Coverage Guarantee

I, , understand that | am eligible for benefits under the terms of coverage from
(health-plan member)

asof /[  through my employment at :
(health plan) (effective date) (self/spouse/parent) (name of employer)

| am aware that if the above is not true, | (or the person financially responsible for me) am responsible for all

charges related to services provided to me. | am also aware if | am to have a referral for services and if one is not

obtained by me | will be responsible for all charges related to services provided.

Patient Signature Date

Appointment Cancellation Policy

We realize that your time is as valuable to you as your time is to us. In a busy physician’s office scheduling of
appointments is a high priority for the office to run smoothly. However, when patients are greater than fifteen
minutes late for their scheduled time or never show for their appointment it causes the office to run behind schedule,
which in turn inconveniences other patients. Therefore we must employ a Cancellation Policy to protect our office
time and our patients’ time.

As a courtesy to you, we try our best to deliver a reminder phone call prior to your appointment It is ultimately your
responsibility to be on time and present for your appointment.

Please sign below stating that you have read and understood the following policy:

1. We require 24 hours notice for all cancellations, unless an unavoidable circumstance prohibits your
arrival, i.e. auto accident or medical emergency. There will be a charge of $25.00 for any missed or
inappropriately cancelled appointments.

2. We require 72 hours notice for any surgery cancellations. There will be a charge of $100.00 for any
missed or inappropriately cancelled surgeries.

Patient Signature Date

OB/GYN CARE

Thank you for selecting us as your physicians for gynecological/obstetrical care. Our group consists of male and
female physicians who share the same philosophies and strive for the same quality of excellence.

As you know, arrival of babies or emergency care may occur at an undetermined time and one of my associates may
have to administer care to you. This arrangement among our group enables us to spend time with our families while
one of the other doctors provides excellent care for our patients.

You are special to each one of us and we will make every effort to ensure that you receive the highest quality of
medical and personal care.

| have read the above and understand that my personal physician may not be with me at the time of delivery or

during an emergency.

Patient Signature Date
Margie Aleman-Martin M.D. Obstetrics 4 Gynecology
Siobhan Calhoun M.D. 2299 Mowry Avenue, Suite 3-C
Scott Kramer M.D. Fremont, CA 94538
Elizabeth Kurkjian M.D. Tel: 510/796-7057
Stacie MacDonald M.D. Fax: 510/796-5197
Alison Slack M.D. www.obgynoncall.com
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WOMAN’S HEALTH SPECIALISTS
Obstetrics * Gynecology * Infertility
2299 Mowry Avenue, Suite 3-C
Fremont, CA. 94538
Telephone: (510) 796-7057

CONSENT TO THE USE AND DISCLOSURE OF HEALTH INFORMATION
FOR TREATMENT, PAYMENT, OR HEALTHCARE OPERATIONS

4 7\
NAME
BIRTHDATE SOCIAL SECURITY #
. J/
4 7\

| understand that as part of my healthcare, this organization originates and maintains health records
describing my health history, symptoms, examination and test results, diagnoses, treatment and any
plans for future care or treatment.

| understand that this information serves as:

e A basis for planning my care and treatment.

* A means of communication among the many healthcare professionals who contribute to my care.

* A source of information for applying my diagnosis and surgical information to my bill.

* A means by which a third-party payer can verify that services billed were actually provided.

* A tool for routine healthcare operations such as assessing care quality and reviewing the competence
of healthcare professionals.

| understand that | have the right:

* To object to the use of my health information for directory purposes.

* To request restrictions as to how my health information may be used or disclosed to carry out
treatment, payment or healthcare operations - and that the organization is not required to agree to
the restrictions requested.

* To revoke this consent in writing, except to the extent that the organization has already taken action in

reliance thereon.
L J

| hereby acknowledge that | have been presented with a copy of Woman’s Health Specialists
Notice of Privacy Practices.

4 N

|:| | request the following restrictions to the use or disclosure of my health information:

Medical Information can be discussed with Detailed messages regarding test results can be left on answering machine
[] Patient Only [] Yes
[J Family member or friend J No
[ Physician [0 Phone Number
[ Other
[] OTHER RESTRICTIONS
- J
e N
PATIENT:
X

Signature of Patient or Legal Representative Date Witness Signature
-

REORDER #03-07997






Woimen’s Health Specialists

Name:

Date of Birth:

Reason for Visit:

Today’s Date:

Review of Systems Form

Please place a check mark beside any of the following symptoms or problems if you have
experienced them recently or have concerns about them. If you don’t understand something,
place a question mark by it. Your doctor will discuss any positive responses with you.

General:

[1 Fevers, chills or sweat

[J Recent loss of appetite

U Fatigue

[J Recent unexpected weight loss or gain
Eyes:

[ Blurred or double vision

[0 Eye pain, irritation or discharge

[0 Failing vision

00 Sensitivity to light
Ears, Nose, Throat:

[0 Earache

U Ringing in ears

UJ Decreased hearing

U Difficulty swallowing

U Frequent nose bleeds

U Frequent sore throat or prolonged hoarseness

[J Sinus trouble or congestion
Cardiovascular:

[1 Chest pain

[ Fainting spells

[ Palpitation (fast, irregular heart)

[0 Shortness of breath with exertion

[1 Swollen ankles
Respiratory:

[J Chronic cough or wheezing

[J Coughing up blood

[J Excessive phlegm or chest congestion
Gastrointestinal:

[0 Persistent nausea/vomiting

[ Diarrhea

[1 Constipation

[ Change in appearance of stool

[1 Chronic abdominal pain or bloating

[1 Bloody or very black stool
Gynecologic:

[0 Unusual vaginal discharge

[0 Loss of control or leaking of urine

[0 Painful or increased frequency of urination

[0 Genital sores

[0 Nipple discharge

[1 Breast mass or tenderness

Musculoskeletal:

[ Back pain

[J Joint pain or swelling

[J Muscle cramping, weakness or stiffness

[ Arthritis
Skin:

[J Skin rashes

0 Itching

00 Chronic dry skin

[0 Suspicious moles or other skin abnormalities
Neurologic:

[0 Headache

[J Unable to move parts of your body at times

[1 Weakness

[J Numbness/tingling sensations

[] Seizures/convulsions

[J Fainting spells

[J Tremor/hands shaking

[ Dizziness/vertigo
Psychological:

1 Feeling depressed, sad

[1 Memory loss

[ Difficulty concentrating

[0 Phobias/unexplained fears

[J No pleasure in life anymore
Endocrine:

[J Cold or heat intolerance

[J Excessive appetite

[1 Excessive thirst and urination

[ Significant weight change
Heme/Lymphatic:

[1 Excessive bruising or bleeding

[0 Swollen glands in neck, armpits, or groin
Allergic/Immunologic:

[J Hives

[0 Hay fever

[0 Getting lots of infections
Anything else you want your doctor to be aware of?
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