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Instructions for New Patients

Welcome to our practice. You are scheduled for your first appointment on _________________ at ______________.  All new patient appointments may take up to 1 ½ hours, please schedule your time accordingly. You may consider leaving small children at the Providence St Vincent’s ‘My Little Waiting Room’ located in the East Pavilion next to the pharmacy open weekdays from 9am-3pm (503-216-6597) call for a reservation.       In order to make better use of your appointment time, we ask you to please follow the instructions in this letter carefully.  Enclosed are New Patient Registration forms and a Medical Records Release form.

1) Fill out the registration forms completely prior to your appointment.  You should bring your drivers license, insurance card, and registration forms with you to your appointment.

2) Request your medical records from previous doctors who have information regarding the reason for your visit.  You may use the form we have sent you.  Feel free to copy it if you are requesting records from more than one doctor.  Please do this as soon as possible, and keep in mind that your providers, by law, have a full 30 days to honor your request.

3) Contact your insurance company regarding your benefits.  You may be required to obtain a referral from your Primary Care Physician.  

4) Please bring a list of the name and dosage of all prescription medications you take.  Also, list the name and dosage of any over-the-counter medications, vitamins, supplements, or herbs you may use. 

Please call 48 hours in advance to confirm your appointment.   In the event you need to cancel or reschedule your appointment, please contact us within 24 hours.  If you fail to do so, we reserve the right to charge you for an office visit.  If you are late, we may need to reschedule your appointment for a later date.
We are located at 9155 SW Barnes Rd., Suite 320 in the medical office building at Providence St.Vincent’s Hospital.  If you have any questions, please contact one of our medical assistants at (503) 292-4453.
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PATIENT REGISTRATION

PATIENT INFORMATION
Name:


















FIRST




MIDDLE




LAST

Address:


















CITY




STATE




ZIP CODE

Home Phone: (          )



 
                Work Phone: (          )






Cell  #: (          )


  Pager #: (          )

                E-mail:







Birth Date:


  Age:

  Sex:
                Soc. Sec. Number






Employer:



  City:



  Occupation:





Allergies:















Referred To Our Office By:













SPOUSE or PARTNER / PARENT (Circle One)  If Applicable
  Not Applicable

Name:

















FIRST




MIDDLE



LAST

Address:


















CITY




STATE




ZIP CODE

Home Phone: (          )



 
             
Work Phone: (          )






Cell #: (          )


  Pager #: (          )        
               E-mail:








Birth Date:


  Age:

  Sex:
               Soc. Sec. Number






Employer:



  City:



  Occupation:






INSURANCE
Primary Ins. Name:



  I.D. #




  Group #




Subscriber Name:




  Birth Date:

  Relationship to Patient:





Secondary Ins. Name:



  I.D. #




  Group #




Subscriber Name:




  Birth Date:

  Relationship to Patient:





IN CASE OF EMERGENCY

Name of friend or relative not living with you who could reach you in case of emergency.

Name:





  Address:




  Phone:




ASSIGNMENT OF INSURANCE/BENEFITS/AGREEMENT CONTRACT

**THIS MUST BE SIGNED IN ORDER TO BILL YOUR INSURANCE FOR YOU.**


I hereby agree to full responsibility for all expenses incurred by or on account of this patient and hereby assign to Laura H. Greenberg, M.D.
 any and all insurance benefits due me to the full extent of my financial obligation to said doctor.


I understand my insurance coverage is a relationship between myself and my insurance company and I agree to accept financial responsibility for payment for charges incurred.  I understand that a rebilling fee/finance charge complying with Oregon State Law will be applied to any overdue balance, and in the event of non-payment, I will bear the cost of collection and/or court costs and reasonable legal fees should this be required.

Signed:









  DATE:






CONSENT TO USE OR DISCLOSE MEDICAL INFORMATION

I authorize Laura H Greenberg, M.D.. to use and disclose the health and medical information of __________________________________ for the purposes of 

                




(Patient Name)

Treatment, Payment and Health Care Operations. *

Treatment (includes activities performed by a physician, nurse, office staff, and other types of health care professionals providing care to you, coordinating or managing your care with third parties, and consultations with and between other health care providers.  This consent includes treatment provided by any physician who covers my/our practice by telephone as the on-call physician).

Payment (includes activities involved in determining your eligibility for health plan coverage, billing and receiving payment for you health benefit claims, and utilization management activities which may include review of health care services for medical necessity, justification of charges, precertification and preauthorization).

Health Care Operations (includes the necessary administrative and business functions of our office).

	You may review Laura H. Greenberg, M.D. “Notice Of Privacy Practices” for additional information about the uses and disclosures of information described in this CONSENT prior to signing this CONSENT. Please verify that you have received a copy of our Notice by placing your initials here:__________.

Because we have reserved the right to change our privacy practices in accordance with the law,

the terms contained in the Notice may change also. A summary of the Notice will be posted in 

the lobby of our office indicating the effective date of the Notice in the upper right hand corner.  We will offer you a copy of the Notice on your first visit to us after the effective date of the then current Notice.  We will also provide you with a copy of the Notice upon your request.

As more fully explained in the Notice, you have the right to request restrictions on how we use and disclose your protected health information for treatment, payment, and health care operations purposes.  We are not required to agree to your request. If we do agree, we are required to comply with your request unless the information is needed to provide you emergency treatment.  Other physicians who provide call coverage for our office are required to use and disclose your protected health information consistent with the Notice.


I understand that I have the right to revoke this CONSENT provided that I do so in writing, except to the extent that Laura H. Greenberg, M.D.  already used or disclosed the information in reliance on this CONSENT.

____________
_________________________________________

(or)

(Date)



(Signature of patient)

____________
_________________________________________

(Date)



(Signature of person authorized by law)
2010
LAURA H. GREENBERG, M.D.

Gynecology Infertility

9155 SW Barnes Rd ( Suite 320 ( Portland, OR 97225 Phone (503) 292-4453

PATIENT QUESTIONAIRE (please fill out completely or indicate n/a if not applicable)
Date__________________ Primary Care Physician__________________________________________________________________

Name____________________________________ Age________________________ Occupation_____________________________

Phone:  Home (     )____________________ Work (     )_______________________ Contact (     )____________________________

Partner’s Name____________________________ Age________________________ Occupation_____________________________

Phone:  Home (     )____________________ Work (     )_______________________ Contact (     )____________________________

Who Lives With You and Relationship? ___________________________________________________________________________

Mother’s Full Name___________________________________________________ Phone (     )______________________________

Father’s Full Name____________________________________________________ Phone (     )______________________________

Name & Address of Closest Living Relative Not Living With You______________________________________________________

___________________________________________________________________________________________________________

Reason for Visit Today________________________________________________________________________________________

Date of Last Pap Smear/Pelvic Exam_____________________ Rubella (German Measles) Vaccine Date_______________________

Have You Ever Been Pregnant Before?  Yes________ No________  If Yes:

Date_____________ Outcome____________________________    Date_____________ Outcome____________________________

Date_____________ Outcome____________________________    Date_____________ Outcome____________________________

MENSTRUAL HISTORY:  (If Menopausal, Date of Last Period _____________ Then Skip to Next Page)
First Day of Last Menstrual Period__________________________ Age at Onset of First Period______________________________

The Number of Days Between the First Day of a Cycle Until the First Day of the Next Cycle:  _______________________________

If Irregular, Describe__________________________________________________________________________________________

How Many Days of Menstrual Flow? _______________________ Pain With Your Periods? ________________________________

If Yes, Describe_____________________________________________________________________________________________

Do You Medicate for Menstrual Pain?  Yes_____ No_____ If Yes, With What and Amount_________________________________

Prior to the Beginning of Your Period, Do You Experience:  Breast Tenderness _____________, Bloating _____________,

           Cramps _________________, or Moodiness _____________?

Have You Ever Had Breast Discharge Before?  (When Not Pregnant or Nursing)  Yes_____ No_____

Was an Evaluation Done?  Yes_____ No_____

CONTRACEPTION

Do You Use Contraception?  Yes_____ No_____ If Yes Describe_____________________________________________________

Do You Need Contraception? Yes____ No_____ Does Your Partner Have a Vasectomy? Yes_____ No______

Any Complications From Prior Contraception? Yes_____ No_____

If Yes, Describe_____________________________________________________________________________________________

PAST MEDICAL HISTORY

Have You Had Any Serious 

Medical Illnesses? 
      Yes_____ No_____ Describe___________________________________________________________

Have You Been Hospitalized? Yes_____ No_____ Describe___________________________________________________________

Have You Had Surgery?          Yes_____ No_____ Describe___________________________________________________________

Do You Currently Smoke?      Yes_____ No_____ If Yes How Many Years? ________________ Amount Per Day_______________

Are You An Exsmoker?
      Yes_____ No_____ If Yes Number of Years Smoked___________ Amount Per Day_______________

Year Quit_______

Do You Drink Alcohol?
      Yes_____ No_____ Number & Type of Drinks Per Week____________________________________ 

     Caffeine (coffee/tea/soda)? Yes_____ No_____ Average Number Per Day_____________________________________________

MEDICATIONS (INCLUDE HERBALS, VITAMINS, OVER THE COUNTER DRUGS)

Name____________________________________ Dose____________________________ Year Started________________________

Name____________________________________ Dose____________________________ Year Started________________________

Name____________________________________ Dose____________________________ Year Started________________________

Name____________________________________ Dose____________________________ Year Started________________________

Name____________________________________ Dose____________________________ Year Started________________________

Name____________________________________ Dose____________________________ Year Started________________________

Have You Ever Been Tested For:      Yes       No
If Yes, Did You Receive Treatment

      Gonorrhea:     _____   _____   _________________________________________________________________



            Herpes:     _____   _____   _________________________________________________________________

      Chlamydia:     _____   _____   _________________________________________________________________

  HIV:
 _____   _____   _________________________________________________________________

 Genital Warts:     _____   _____   _________________________________________________________________

HAVE YOU EVER HAD A:

Mammogram

Yes_____ No_____ Outcome______________________________________________________________

Cholesterol

Yes_____ No_____ Outcome______________________________________________________________

Abnormal Pap Smear
Yes_____ No_____ Outcome______________________________________________________________

 FAMILY HISTORY

 YES      NO        WHOM

Breast Cancer
_____   _____   ________________________________________________________________________________

Female Cancer
_____   _____   ________________________________________________________________________________

Other Cancer
_____   _____   ________________________________________________________________________________

Thyroid Disease  _____   _____   ________________________________________________________________________________

Heart Disease
_____   _____   ________________________________________________________________________________

Stroke

_____   _____   ________________________________________________________________________________

High Cholesterol  _____   _____   ________________________________________________________________________________

Diabetes
  
_____   _____   ________________________________________________________________________________

Osteoporosis
_____   _____   ________________________________________________________________________________

Others

_____   _____   ________________________________________________________________________________

Update2010
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PERMISSION TO RELEASE MEDICAL RECORDS

Patient Name:















Former Name:















Date of Birth:




Social Security No: 








I authorize 





 to release medical records to
Laura H. Greenberg, M.D.  

      









9155 SW Barnes Rd #320


      





 



Portland, OR 97225

My appointment is _______________________

For the following dates of service:
From:




 To:






The purpose of the release is:

_____Diagnostic evaluation

_____Follow up






_____Reimbursement


_____Other





The following information is requested and may be released:

_____All Records


_____Medical Summary


_____Progress Notes

_____Laboratory data


_____Medication Records


_____X-ray Reports

_____Operative Reports


_____Other








Permission to release records expires 180 days from the date signed or on:

(date)

Permission is hereby granted for release of information.

Signature of patient or representative



Date signed






	REQUIRED

I do____ do not____ specifically consent to

transmission of my medical records via a facsimile

(fax) machine.

_________________________________________

Signature                                                 Date                 




Please Note:  By law your providers have up to 30 days to mail or fax your medical records and may not be able to honor your request with in 24 to 48 hours.  Please give them ample notice to send your medical records to us.                                                                
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