


 
 

Signature____________________________________________________     Date_________________________ 
 
Printed Name___________________________________________ Relationship (if other than the patient) _________________ 

Patient Information (PLEASE PRINT) 
 
Name________________________________________________  Date of Birth___________________ SSN _____________________________________ 
 
Home Phone______________________________ Cell Phone_______________________________ Work Phone__________________________________  
 
Address____________________________________________________________________________   Apt/Unit #____________________ 
 
City______________________________________________  State_________________ Zip__________________  
 
Email Address_______________________________________________________________________________ 
 
Employer_______________________________________Occupation______________________Marital Status ___________ Race___________   

Emergency Contact 
Name________________________________________ Phone____________________________________Relationship_____________________________ 
 
Insurance Information 
Primary Insurance_______________________________________ Policy ID__________________________________ Group__________________________ 
Subscriber’s Name________________________________________________  Date of Birth______________________ SSN _________________________  
Employer_________________________________________    Relationship to Patient ___________________  
 
Secondary Insurance______________________________________ Policy ID________________________________ Group__________________________ 
Subscriber’s Name________________________________________________  Date of Birth______________________ SSN _________________________  
Employer_________________________________________    Relationship to Patient ___________________  
 
Primary Physician 
Name______________________________________________ Phone__________________________________________ 
Address_______________________________________________________________ City, State, Zip_____________________________________________ 
 
Pharmacy   
Name______________________________________________ Phone__________________________________________ 
Address_______________________________________________________________ City, State, Zip_____________________________________________ 
 

CONSENT FOR TREATMENT 
TO THE PATIENT: You have the right, as a patient, to be informed about your condition and the recommended surgical, medical or diagnostic procedure(s) to be used so that 
you may make the decision whether or not to undergo any suggested treatment or procedure after knowing the risks and hazards involved. At this point in your care, no 
specific treatment plan has been recommended. This consent form is simply an effort to obtain your permission to perform the evaluation necessary to identify the 
appropriate treatment and/or procedure for any identified condition(s). This consent provides us with your permission to perform reasonable and necessary medical 
examinations, testing and treatment which may include but is not limited to a pelvic examination. By signing below, you are indicating that (1) you intend that this consent is 
continuing in nature even after a specific diagnosis has been made and treatment recommended; and (2) you consent to treatment at this office or any other office under 
common ownership. The consent will remain fully effective until it is revoked in writing. You have the right at any time to discontinue services. You have the right to discuss 
the treatment plan with your physician about the purpose, potential risks and benefits of any test ordered for you. If you have any concerns regarding any test or treatment 
recommend by your health care provider, we encourage you to ask questions.  
I voluntarily request a physician, and/or mid-level provider (nurse practitioner, physician assistant, or clinical nurse specialist), and other health care providers or the designees 
as deemed necessary, to perform reasonable and necessary medical examination, which may include but is not limited to a pelvic examination. This consent will remain active 
until I withdraw my consent in writing. I understand that if additional testing, invasive or interventional procedures are recommended, I will be asked to read and sign 
additional consent forms prior to the test(s) or procedure(s). I certify that I have read and fully understand the above statements and consent fully and voluntarily to its 
contents. 

MINORS ONLY  Mother’s Name______________________________________________ Phone___________________________ 
   Father’s Name_______________________________________________ Phone___________________________ 
Guarantor’s Name (who is financially responsible) _________________________________________________ Relationship_______________ 
 



 
 

Signature__________________________________________________ Date___________________________ 
 

Authorizations and Acknowledgments 

We are committed to providing the best possible care and we are committed to discussing our professional fees at any time. We 

gather all information and demographics for the purpose of treatment, to keep accurate medical records and/or for the timely 

payment from your insurance company. All new patients are asked to provide patient information prior to being seen by the 

physician and/or midlevel practitioner. 

__________ (please initial) Trogolo Obstetrics and Gynecology, LLC charges to complete forms, such as but not limited to: FMLA, 

disability and other forms relating to outside the office of Trogolo Obstetrics and Gynecology, LLC. The charge is $25 per form. 

Please allow 7-10 business days to complete forms and payment must be made prior to forms being completed. 

__________ (please initial) We will verify your insurance to determine any copays, deductible and/or coinsurance due at the time of 

service. Payment will be collected at the check-in window and is only an estimate of what is due. Your insurance will determine your 

final responsibility at the time your claim is processed. All payments are due at the time of service. 

__________ (please initial) Trogolo Obstetrics and Gynecology, LLC charges a “no show” fee of $35. Please kindly give our office a 

24-hour notice of an appointment cancellation to avoid a charge. 

__________ (please initial) Trogolo Obstetrics and Gynecology, LLC charges a $40 return check fee. If your check is returned for any 

reason, this fee will be assessed. This fee, in addition to the original amount must be paid with cash or credit/debit card within 15 

days after notification from our office. If this is not paid, you understand that your retuned check will be sent to the State Attorney’s 

office for collection.  

I understand that I am directly and primarily responsible to Trogolo Obstetrics and Gynecology, LLC for is customary fees for the 

services rendered to me. I realize that if my insurance company fails to pay or there is any delay in payment to Trogolo Obstetrics 

and Gynecology, LLC, it is my responsibility to pay the office directly. I further understand and agree that if I fail to make timely 

payments to Trogolo Obstetrics and Gynecology, LLC, that I will be responsible for any reasonable cost of collections, including filing 

fees as well as any reasonable attorney fees. 

For the services rendered by Trogolo Obstetrics and Gynecology, LLC, I authorize the release of any information, medical or 

otherwise, necessary to process claims to my insurance carrier. This may include the diagnosis and records pertaining to the course 

of examination or treatment. I also request payment of government benefits either to myself or the party who accepts assignment 

such as, to Trogolo Obstetrics and Gynecology, LLC. I authorize payment of medical benefits to the physician that submits the claim. I 

agree to hold Trogolo Obstetrics and Gynecology, LLC harmless from any and all cost, liability and damages whatsoever- including 

reasonable attorney’s fees, resulting directly from the release of my medical records pursuant to this content.  

I understand the office may employ a mid-level provider (Advanced Practice Registered Nurse, Midwife or Physician Assistant, and if 

I am scheduled with them, I am willing to see them instead of seeing the physician.  

I hereby consent to and authorize the performance of all appropriate procedures and courses of treatment, the administration of all 

anesthetics, and any and all medications in which the judgement of my provider of care may consider necessary or advisable for my 

diagnosis/treatment.  

I consent to electronic access to my medication history. 

I acknowledge that I have read this authorization and fully understand its contents. 

 











 
 

 

Notice of Privacy Practices Acknowledgement  

 

 

 

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 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 the “Notice of Pricacy 

Practices”: 

 

Date___________________________    Attempt_________________________________________________ 

 

Staff Name_____________________________________________________ 

 



 
 

Consent to Release Medical Information 

There are times we are asked to give family members or others information on test results, especially if you will not be 
available to receive them. If you would like for us to give out information regarding your treatment and/or test results to 
your family or friends, please fill in their name and their relationship to you. Please designate which type of information 
each person may receive by checking the items we may release and any item we should not disclose. Make your own 
notes, if necessary, for clarification.  

Definitions:  

All Information: Any and All information we have in our file related to you which may include billing information, 
appointments, treatment, test results, etc. and information on sexually transmitted disease; HIV/AIDS, birth control, 
pregnancy and mental health information  

Appointment Only: Only information related to appointment dates and times.  

STD’s/HIV: Information related to sexually transmitted disease including HIV, AIDS, HPV, dysplasia, abnormal paps, 
herpes, GC, Chlamydia, syphilis, vaginitis, trichomonas, etc.  

Preg/Ab: Information related to pregnancy and abortion.  

BC: Information related to preventing pregnancy including birth control pills, diaphragms, condoms, IUD’s, etc.  

Relationship  Name of person allowed  Type of information which may be released to receive information  

Mother  _______________________   All info   Appts only   STD’s/HIV   Preg/Ab   BC  

Father   _______________________  All info   Appts only   STD’s/HIV   Preg/Ab   BC 

Spouse   _______________________  All info   Appts only   STD’s/HIV   Preg/Ab   BC  

_______ _______________________  All info   Appts only   STD’s/HIV   Preg/Ab   BC  

_______ _______________________  All info   Appts only   STD’s/HIV   Preg/Ab   BC  

 

 NO INFORMATION TO BE RELEASED  

 

This consent to release information will remain in effect until revoked in writing.  

______________________________________ ______________________________________ ___________ 
Print Name     Patient Signature    Date 
 
______________________________________ ______________________________________ ___________ 
Staff Witness     Witness Signature    Date 
 





 
 

 

LAB CONSENT 
January 1, 2020 

 

Dear Patient: 

Please identify the lab you wish to process your lab work and notify our staff. Your insurance 
company may have selected a preferred lab for your specific policy that may affect your 
coverage. Our office uses Quest, LabCorp, and Bernhardt Labs to process most lab work 
collected in our office including blood, pap smear, biopsies, and urine samples. 

Please indicate the lab you wish for us to use to process your labs. Depending on your lab 
coverage, you may receive a bill from your lab work (including preventative testing). We 
encourage you to determine your preferred lab before any lab work is sent to minimize costs to 
you. 

** Please note: Specialized lab work (genetic testing, BioTe hormone replacement therapy, and 
infertility) may not be covered by your insurance. 

 

Please complete the area below: 

 

Selected Lab:   Quest  LabCorp  Bernhardt Labs 

Type of Lab:  Pap Smear Blood  Other_______________ 

 

Patient Name: (print)____________________________________________________________ 

 

Patient Signature___________________________________________ Date______________ 


