PATIENT NUMBER

FOR INTERNAL USE ONLY

Social Security # Home Address
Numero de Seguro Social Direccion del Hogar
First Name Middle City State Zip
Primer Nombre Segundo Nombre Ciudad Estado Codigo Postal
Last Name Email Address
Apellido
Sex Date of Birth __ ! ! Home Phone ( ) Cell Phone ( )
Sexo Fecha de Nacimiento Telefono del Hogar Telefono Cellular
Marital Status OMarried [ Single [ Divorced [} Widowed
Estado Civil Casada Soltera  Divorciada Viuda L was referred to: by / por
. Fui recomendado por
Race/EthpIClty [ Friend [J Relative
Raza/Emia Amigo Familiar
(Check One) []Employed [JRetired [ Full-Time Student [J Physician (] Insurance
Marque Uno Empleada Retirada  Estudiante Tiempo Completo Médico Seguro
[J Other [J Reputation of the LLC’s Physicians
Otro Reputacion de los Médicos del LLC
Employer [J Existing Patient of the LLC
Empleador Paciente Existente de la LLC
[J Other
Work Phone ( ) Otro

Telefono de Trabajo

Please provide your insurance card to the receptionist - Por favor entregue su tarjeta de seguro a la recepcionista

[J Commercial [ Medicaid [JMedicare [ Worker's Compensation [] Other

Insurance company
Compaiiia de Seguro

Insured / Card Holder’s Name Relationship
Nombre del Asegurado Relacion
Policy # x Phone ( )

d

Telefono

[J Commercial [ Medicaid [ Medicare [ Worker’s Compensation [ Other

Insurance company
Compaiiia de Seguro

Insured / Card Holder’s Name Relationship
Nombre del Asegurado Relacion
Policy # Group # Phone ( )
Numero de Poliza Numero de Grupo Telefono

Social Security # Sex

Numero de Seguro Social Sexo

First Name Middle Home Phone ( )
Primer Nombre Segundo Nombre Telefono del Hogar
Last Name Work Phone ( )
Apellido Telefono del Trabajo

Pharmacy Pharmacy Address

Farmacia Direccion de la farmacia

Pharmacy Phone
mero de telefono de la farmacia

Social Security # Sex Date of Birth / /
Numero de Seguro Social Sexo Fecha de Nacimiento
Relationship Daytime Phone ( )
Relacion Teléfono durante el dia
First Name Middle Employer
Primer Nombre Segundo Nombre Empleo
Last Name Address
Apellido Direccion
Address City State Zip
Direccion Ciudad Estado Codigo Postal
State Zip
Estado Codigo Postal

POS® Reorder # 1026791 Signature Required Please See Reverse Side
Firma Requerida. Por Favor mira al Dorso
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PATIENT’S HISTORY SHEET

DO YOU HAVE AN ALLERGY TO ANY MEDICATION? Y /
***IF YES, PLEASE LIST:
DO YOU DRINK ALCOHOLIC BEVERAGES REGULARLY? Y / N
DO YOU SMOKE? Y / N
WHAT DO YOU USE FOR CONTRACEPTION:
GYNECOLOGIC HISTORY:
HAVE YOU EVER HAD AN ABNORMAL PAP SMEAR? Y / N
ARE YOUR PERIODS EVER NOT REGULAR? Y / N
ARE YOUR PERIODS VERY PAINFUL? ‘ Y / N
DO YOU HAVE PELVIC PAIN OTHER THAN YOUR PERIOD? Y / N
IS YOUR PERIOD LONGER THAN 5 DAYS? Y / N
DO YOU HAVE VAGINAL BLEEDING IN BETWEEN PERIODS? Y / N
DO YOU HAVE AN ABNORMAL VAGINAL DISCHARGE? Y / N
DO YOU HAVE ANY BLEEDING WITH SEXUAL INTERCOURSE? Y / N
DO YOU HAVE ANY PAIN DURING INTERCOURSE? Y / N
DO YOU LOOSE ANY URINE WHEN COUGHING/SNEEZING? Y / N
HAVE YOU EVER HAD AN INFECTION OF YOUR TUBES / OVARIES?

Y / N
HAVE YOU EVER HAD GYNECOLOGIC SURGERY? Y / N
HAVE YOU EVER BEEN DIAGNOSED WITH A SEXUALLY TRANSMITTED
DISEASE? Y / N

OBSTETRIC HISTORY:

HAVE YOU EVER HAD A MISCARRIAGE? Y / N
HAVE YOU EVER HAD AN ABORTION? Y / N
HAVE YOU EVER HAD AN ECTOPIC PREGNANCY? Y / N
DO YOU HAVE ANY CHILDREN? Y / N

NAME AGE BIRTH WT. VAGINAL / C-SECTION
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MEDICAL HISTORY: CIRCLE IF YOU HAVE ANY OF THE FOLLOWING:

DIABETES HYPERTENSION THYROID DISEASE AUTO-IMMUNE DISEASE
ASTHMA ANEMIA CLOTTING PROBLEMS DEEP VENOUS THROMBOSIS
CANCER HEART DISEASE  KIDNEY DISEASE NEUROLOGICAL DISEASE
ULCERS | BOWEL DISEASE  LIVER DISEASE ARTHRITIS MIGRAINES
PSYCHIATRIC PROBLEMS DRUG / ALCOHOL ABUSE

ANY OTHER MEDICAL CONDITION WE SHOULD KNOW?

SURGICAL HISTORY: IF ANY OPERATIONS, PLEASE LIST BELOW

DO YOU HAVE AFAMILY HISTORY OF BREAST CANCER? Y / N
DO YOU HAVE A FAMILY HISTORY OF OVARIAN CANCER? Y / N
LIST ALY MEDICATIONS YOU ARE CURRENTLY TAKING:

HAVE YOU PREPARED AN ADVANCED DIRECTIVE? Y /N
HAVE YOU PREPARED A LIVING WILL? Y /N

PATIENT NAME: PATIENT SIGNATURE:

DATE:




Notice of Privacy Practice Acknowledgement

GIL ARONSON MD, LLC

I understand that under the Health Insurance Portability and Accountability Act (HIPAA), I have
certain rights to privacy regarding my protected health information. I acknowledge that I have
received or have been given the opportunity to receive a copy of your Notice of Privacy Practices. I
also understand that this practice has the right to change its Notice of Privacy Practices and that I
may contact the practice at any time to obtain a current copy of the Notice of Privacy Practices.

Patient Name or Legal Guardian (print) Date

Signature

Office Use Only

We have made the following attempt to obtain the patient’s signature acknowledging receipt of
Notice of Privacy Practices:

Date: Attempt:

Staff Name:




