Leslie 8, Welborne, M.D, CENTENNIAL 0876YN, Pép Mellssa Balley, M.D,
Alisn Ward, M,D, 8787 Warren Parkway, Sulte 210 Ruth Whiddon, W.HN,P,
Frisco, TX 7808%

PH: 972-731-6565  FX: 972-731-6570

Name DOB _______ Marital Status Date

Reason for Visit

Allerales 1o Medications

If yes, please hame medicine and describe type of reaction

edications and Supplements
Pleage give name and desage

Pregnancy History

Total Pregnancles___ Fqll Term___ Pre-terin____ Miscarriage___ Abortion_ EcTopic,__'
Date  Length of Pregnancy Type of Dellvery Sex Welght Living  Complications

Menstrual History

At what age did you start having menstrual perlods?

Number of days between first day of one and first day of next perfod? ___
Length of period? Regular or Irregulap
Would you calf your pertods ( ) light () medium { ) heavy { ) clots

When was the first day of your lest menstrual perlod? ______ Do you have cramps?
Was If a nornal period? If not, when was the lagt normal one?
Would you like Information on a simple, safe procedure performed in our of fice that can
significantly reduce or elitninate your monthly periods/cramps? __ Y __ N

Contraception
What I3 your curpent form of blrth control?
Abstinence  Birth Control pill  Hysterectomy IUD  Menopause  Tybal
ligation ~ Vasectomy Nuvaring Patch  Depoprovera Rhythm  Condoms
How long have you been using your curvent form of binth control? (please check ohe)
T2 yrs or less —3byrs  __6-10yrs __ over 10yrs




Lestie 8, Wolborne, M.D, CENTENNIAL 08/ 6YN, PA: Melissa Bailey, MD,
Allsn Ward, M,D. 8757 Warren Parkway, Sufée 210 Ruth Whiddon, W.HILP,
Frisco, TX 75084 -
PH: 972-731-6565  FXi1 972-731-6570

When are you planning to have another child? (please check one)

—Within 1-2 yrs —withinb-10yrs iy fanily is complete
If menopausal, at what age did your perlods stop?
Date of last pap sinear? Normal/Abnortal? Have you had an abnormal pap stnear?
If yes, please give dates, type (ASCUS, HPV, CIN I, efc.) and treatments (Colposcopy, Crve, Cone
Blopsy, LEEP)
Dafe of last mamimogram? Normal/Abnormal? Have you had an abnornial matamogram?
If yes, please give dates and explain:
Date of last Bone densitotnetry? Normal / Osteopenia / Osteoporosis

Past Medical History
Please check if you currently have or have had a history of any of the following:

€S No YEs No

{ ) ( )Reflux/Heartburn { ) ( )Fibromyalgla

{ ) ( )Spestic Colon/Trritable Bowel { )} { )Avthltis-Rheumatold/Osteo
( 3 ( )Hepatitls { ) { )blobetes

{ Y { )Uleers (3 ( )rthyrotd Peoblems

{ } { )Hypertension ( ) ( YOstesporosis

( 3 { }Heort Disease { ) { )Mervous Disorder/Depression
( )y { )YAngima £ Y { )Rhewnatlc Fever

¢ ) ( 3Heart Muvrimur { 3 { )Mgraines

( ) { )Hypercholesterolemta { ) ( )bementin

( ) ( )Blood Clotfing Problems/OVYT () ( )sStroke/TTA

() ( )Asthima { ) ( )Epilepsy

{ ) ( )sleepapriea { ) ( )YAnemla

() ( YTuberculosis { ) ( )sSickle Cell Disease/ Trolt

( 3 ( )Pneumonta () ( )Allergles

( )} ( )Emphysena () ( )Eerzenw

{ ) ( ) Kidney/Blodder Infections { ) { )psorlesis

{ ) { )Kidney Stones { } { )Cancer

{ } ( )Hospitalizations - Bf yes, please explalnt

Past Surglcal History
Dates: Procedure!

Immunizations (please list dates .
Tetanus: HPY: Flas




-

Leslio S, Weibiorne, M.D, CENTENNIAL 08/8YHN, P Melissa Balloy, M.D,
Alisa Ward, M.D, 5757 Warren Parkway, Sutte 210 Tuth Whiddou, WHNP,
Frisco, TX 75084
PH 8972-731-6565 EX1 972-731-8870

Who s your Primary Care Physiclan?

Eatnily History
YES No YES NQ
“ ) (7 ) Biéast Cahcer ' T () () Dlabetes

) () Ovarlan Cancer ( ) { ) Thyrold bisorder
)} () VUterine Cancer : ( )} ( )Osteoporoesis
Y () Colon Cancer ( ) ( )Epllepsy/Seizures
) ( )Heart Disease () ( )stroke
Y () Hypercholesterolemia ('} ( )Depression/Bipolar/Schizophrenia
3 ( )Hypertension ( ) ( )BirthDefects
) YOVT/Pulnonary Embolus ( ) ( )Other

f yes, please explain

Soclal History

Employer/Occupation Marital Status

Exercise Type/Frequency Education Level

Smoking ___clgs/day  Alcohol __drinks/wk  Caffelne ___servings dally Iilicit Drugs
Have you ever had a sexually transmitted diseasep

Type/dates

Review of Symptoms: - (Circle current symptoms)

GENERAL - Fatlgue Fever Welght galn  Welight loss

CARDIOVASCULAR - Palpitations  Chest pain

PULMONARY - Cough  Shortness of breath

GASTROINTESTINAL - Bloating Constipation Dlarrhea Hemorrholds  Bloody stools Mausea
URINARY - Paiit with urlnation  Blood hurine Frequency UTL's Tnconfinence

GENLTAL - Irregulor perlods Painful Intercaurse History of sexual abuse Vaginal discharge Vaginal [tching
MUSCULOSKELETAL - Back paln  Jolnt pain

BREAST ~ Perform self breast exoms-Regulorly/Irregularly/Never Masses Tenderness Nipple discharge
SRIN-Rash Warts

NEUROLOGIC - Dizziness  Headaches

BLOOD/LYMPHATIC - Easy bruising  Bleeding eastly  History of bloed transfusion Enlarged tymph nodes
ENDOCRINE -~ Halr loss  Temperature Intolevance Excessive halr growth

ALLERGIES - Seasonal allergies

PSYCHIATRIC - Anxiety Depression PMS  Insomnia




LesHe S. Welborne, M.D,

Melissa Bailey, M.D.

_putennial OB/GYN, PA, Alisa Ward, M.D,

Dear Patient;

You are scheduled today for your annual routine Well Woman Exam. This exam includes a
breast exam, pelvic exam, and could possibly include a PAP smear screening for cervical cancer
prevention. A'Well Woman Exam is preventative and does not address any current health
problems or concerns. |

We want to bring to your attention that if you are experiencing any problems, or if there is a
problem identified during your exam, your insurance company may require us to collect an
additional copay amount,

Please initial next to your preference for today’s visit below:

I'want ONLY my Well Woman Exam today,

I'want ONLY to address my problems today, *
*Your office visit copay or co-insurance amount will be collected today.

I'want both my annual Well Woman Exam AND problems addressed today, *
*Your insurance company may require us to collect additional copay
ot co-insurance amounts.

Patient Printed Name Date of Birth

Patient Signature : Today’s Date

757 Warcen Parkway, Sulte 210 « Frisco, Texas 75034 + 972-731-6565 + Fax 072-731-6570)




Lestle 8. Welborne, M.D. CENTENNIAL OBrGYN, PA: Melissn Bailey, M,D.
Alisa Ward, M.D. 8757 Warren Parkway, Sulbe 2]0 Ruth Whiddon, W,H.N.P,
Frisea, TX 75034
PH: 972-731-6565  FX: 972-731-6570

Patient Information
Please Print ALL Information

Nante i Marital Status
Address City St Zip
| SSN | | Date of birih Age
Cell Worl Other
Emait Referred By
‘Emergency Combaet e Relationship
Cell Work Other

' Primary Insuranee Information:
s this ¢ o) Group {Througl employer) ORr ) Individuaf (self purchased)

Primary Tusurance Policy Holder

Policy Holder’s DOB Relationship to patient
Claims Addvress Insurance Phone #
Member IDH# Group#

Secondary Insurance Information:
Isthisa |m ] Group (Through employer) OR |} Individual (self purchased)

Secondary Insuraunce Poliey Holder

Policy Holder’s DOB Relationship to Patient
Claims Address Insurance Phone #
Member ID# Group#f

1 hereby assign all medical andfor surgical benefits, fo include major medical benefits to which 1 am entitled including Medicare,
privale insurance, PPO plans, and all other health plans to CENTENNIAL OB/GYN, P.A. This assigrment will remain in effect
unttf revoked by me in writing. A photocopy of this assignment s to be considered as valid as the origtnal, I undersiand that 1 am
Jinanciaily responsible for alf charges whether or not patd by the insurance. | hereby antharize said assignee to release afl
Inforiation needed to secure the payment,

Signnture Date




Leslic 8. Welbome, M.D. CENTENNIAL OB/GYN, P& Melissa Bailey, M.D,
Alisa Ward, M.D. 5757 Warren Parkway, Sufte 210 . Ruth Whiddon, W.H.N.P.
Friseo, TX 7503%

PH: 972-731-6665 EX: 972-731-6570

GENERAL CONSENT FOR TREATMENT

**The following is a general consent for treatment for any services rendered here in the office,
e.g., pap smear, breast exam, pelvic exam, If your plan of treatment requires further procedures,
you will be consented on those specific procedures,

The consent yout are about fo read was written by the Texas Medical Association and regtires
that all physicians have patient consent for general treatment.**

"1, knowing that T am suffering from a condition requiting diagnostic, medical, or surgical
treatment, do hereby voluntarily consent to such procedures and care and to such medical,
surgical or other services under the general and specific instructions of the Physicians of
Centennial OB/GYN, P.A,, their assistants, or their designee as is necessary in their judgment,

I also acknowledge that the practice of medicine is not an exact science and no guarantees
have been made to me as to the vesult of treatments ox examination by Cenfennial
OB/GYN, P.A,

--Texas Medical Association,

---------

Assignment of Insurance Benefits
I hereby authorize direct payment of surgical/medical benefits to Centennial OB/GYN, P.A, for
services rendered by them in person or under their supervision, I understand that [ am financially
responsible for all of the fees or any balance not covered by my insurance,

Authorization to Release Information
I hereby authorize Centennial OB/GYN, P.A. to release any medical or incidental information
that may be necessary for either medical cate or in processing claims or applications for financial
benefits,

Medicare

T certify that the information given by me in applying for payment is cotrect. [ authorize release
of all records on request. I request that payment of authorized benefits be made on my behalf to
Centennial OB/GYN, P.A.,, Dr. Leslie Welborne, Dr, Melissa Bailey, Dr, Alisa Ward and Ruth
Whiddon, W.H.N.P,

A photocopy of these assignments shall be as valid as the original,

Print Patient Name: Date of Birth:

Print Parent or Guardian Name;

Signature: Date:




Leslie S, Welborne, M.D.

Melissn Bailey, M.D,

| b
_pgntential OB/GYN, P.A, sa Ward, M.DD

OFFICE POLICIES

At Centennial OB/GYN, we are dedicated to providing you with the best medical cate available.
In order to do that, we will need your assistance in providing us with necessary information, This
information will be kept confidential and is protected by law, We hope you understand that the
information provided is used for purposes of providing services to you and is shared only with the
- insurance company for the purpose of reimbutsement. If any type of Iab work is done, this same
information will be provided to them as well. We will not release your information to any other
facility or person nnless requested by you in writing.

We will file your insurance if we are a participating provider under the plan for which you are
enrolled. Any out of pocket expenses, copays, deductibles or co-insurance is the responsibility of
the paiient and are due at the time of service, If we are not a participating provider on the plan you
are emrolled, payment will be due at the time of service. We accept checks, cash, Master Card,
Discover, Amex & Visa, If a check will be used as payment, your driver’s license must be
provided,

¥#%% Please review and initial each line below *%#*

Your insurance is 4 contract between you, your employer, and the insurance company,
We do file your claims as a courtesy only. The lab companies will file your lab claims.
Ultimately, medical and lab charges ate the responsibility of the patient.

Unfortunately, we ate not always awate of the particular details of each insurance plan,
Therefore, please be sure you are aware of any exclusions and/ot provisions with your plan. Any
service not covered by the insurance will be the responsibility of the patient,

Please be aware that out of network providers may provide all or patt of any services
performed outside the office of CENTENNIAL OB/GYN, P.A, These may include: abs,
anesthesiologists, pathologists, radiologists, other physicians, or facilities, etc...

A copay will apply for Well Woman visits which address problems or require
additional medical decision making, as a problem office visit will be billed as well,

If you have any questions ot concerns with these policies, please feel fice to contact our office.

This form must be signed prior to services being rendered, Tt will become part of your permanent
record with our office.

Print Patient Name: Date of Birth:

Print Parent or Guardian Name:

Signature: __Date:

5737 Warren Parkway, Suite 210 « Frisco, Texns 75034 » 972-731+6565 + Fax 972-731-6570




Leslie S. Welborne, M.D. Melissa Bailey, M.IJ.
. Alisa Ward, M.D.
ntennial OB/GYN, P.A,

CANCELLATION AND NO SHOW POLICY

Thank you for trusting your health care to Centennial OB/GYN, P.A. When you have an appointment with our
providers, we dedicate that time to focus on you and your medical care and concerns. Should you need to cancel
or reschedule an appointment, we ask that you give us adequate notice to enable us to utilize that time for other
patients in need of our care. We will pro-actively remind you of your appointment via text and/or phone call,

Cancellations / Rescheduled Appointments

We understand that there are a variety of reasons which can cause you to cancel or reschedule. We ask that you
call us as soon as possible to do so. Out of courtesy to other patients” medical needs, please call us at least 48
hours (2 business days) prior to your appointment to cancel or reschedule.

No Show Appointments
A No-Show appointment is one which is missed without cancelling or rescheduling.

NO SHOW FEES

All fees are charged directly to the patient, not the insurance company, and must be paid before another visit will
be scheduled. Fees will he assessed if you do not call to cancel or reschedule at east 1 business day in advance®.

Office Appointments — $25.
Diagnostic Appointments - (i.e. ultrasound, NST) - $50.
Procedure Appointments — {i.e, EMB, EndoSee, IUD, Nexplanon, etc) - $75.

Surgery Appointments — * $100 if not cancelled or rescheduled at least 72 hours (3 business days) prior to your
appointed time, This applies to both in-office and hospital surgical procedures,

| HAVE READ AND UNDERSTAND THE CANCELLATION AND NO SHOW POLICY. | AGREE TO THE TERMS.

Signature {Patient / Legal Guardian) Relationship to Patient

" printed Name Date

5757 Warren Parkway, Suite 210 » Frisco, Texas 75034 » 972-731-6565 + Fax 972-731-6570




Leslie S, Welborne, M.D, CENTENNIAL OB/6YN, A Melissn Baitey, M.D.
Alisa Ward, M.D. §757 Warren Parkway, Sulte 210 Ruth Whiddon, W.H.N.P,
Frisee, TX 75034
PH: 972-731-6565  FX: 972-731-6570

Disclosure of Health Information

Tunderstand that as part of my healtheare, Leslie S. Welborne, M.D., Melissa Bailey, M.D., Alisa Ward, M.D. and/or
Ruth Whiddon, W.H,N.P, (“"PHYSICIAN”) originates and maintains health history, symptoms, examination and test
results, diagnoses, treatiment and any plans for future cave or treatinent, I understand that this information is utilized to
plan my care and treatment, to bilf for services provided to me, to communicate with other healthcare providers and other
routite healthcare operations such as assessing quality and reviewing competence of healthcare professionals,

The PHY SICIAN’s Notice of Privacy Practices provides specific information and complete deseription of how my
personal health information may be used and disclosed. I have been provided a copy of or access to the Notice £ Privacy
Practices and understand that [ have the right to review the notice prior to signing this consent, I understand that the
PHYSICIAN reserves the right to change the Notice of Privacy Practices. Prior to nplementation of the revised Notice of
Privacy Practices, the revised Notice will be mailed to me if I proved my address below. T understand that T have the right
to restrict the use and/or disclosure of my personal health information for treatment, payment of healthcare operations and
that the PHYSICIAN is not required to agree to the restrictions requested. 1 may revoke this cotisent at any time in writing
except to the extent that the PHYSICIAN has already taken action in reliance on my prior consent, This consent is valid
until revoked by me in writing.

O Trestrict the use and/or disclosure of my personal health information from the following person(s),

0 Tauthorize the use and/or disclosure of my personal heaith information to the following person(s):

0O Tauthorize the use of my personal email for correspondence of my medical information:

Bmaii:

I further understand that any and all records, whether written, oral or in electronic format, are confidential and cannot be
disclosed without my prior written authorization, except as otherwise provided by law,
I have been provided and have reviewed the PHYSICIAN’s Notice of Privacy Practices dated

Signature of Patient or Legal Representative Date

Print Name of Patient or Legal Representative

*I request that changes to the Notice of Privacy Practices be sent to e at this address:




CENTENNIAL OB/GYN, PAr
5757 Warren Parkway, Sufte 210
Friseo, TX 75034
PH: 972-731-6565 FX: 972-731-6570

AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION BY RELEASE OF MEDICAL RECORDS
Disclosure of Personal Healtl Informatlon (PHI), 1s required by applicable Federal and State Law, will be permitted only by followlng the
HIPAA Privacy Practlees that are set forth In the Cenfennial OB/GYN, B.A. Privacy Notice, A Patlent's Privacy will be maintained in alt
Instances where use of PHI {s applicable. A copy of this Privacy Notice Js available effective August 15, 2015,

REQUEST RECORDS FROM: PLEASE SEND THE RECORDS TO:
Names Nanmiet
Address: 7 e " Addvessy
City: State: Zip: Clty: State: Zipe
Phene: Fax: Phonet Fax:

PATIENT INFORMATION:

Patlent Nawme: Soctal Securlty number;

Address;

City: Stofe: Zip: -
Phone #: Fax #: Date of Bir{h:

I » authorlze the above listed personss, physiclan/s, flvn or entity {or its Agents, representatives, or cmployees) to

“release for inspection and copying, and all of the Personal Health Infornmatton (PH1) listed below that pertnlu te my treatment, lospitalization, or cove
feomi the dafefs of ; to

QEnallre Record — Tnpatient ORad[ulog)VX-Ray Reporis QOperative Reporls OPathology Reports
QEnllre Record -Outpatient QNewborn/Neonntal Records QLaboratory Repotfs QER Recorids

OLabor & Delivery Records QDischiarge Summary QO Anesthesia Records QOther:

REASON FOR REQUESTING RELEASE: OTransfer care {0 : Q2* Opinlen
QConilnulty of care (PO QRelocating QQter:

Tunderstand that the lnformatian in my health record may include Information relating to sexually transmifted disease, acquired
Immnedeflelency syndroie (AIDS), ot human immunodefictency virus (H1V), It may also include Information about heliavioral or mental

health services, and treaturent for alcolol and drug abuse, QT DO NOT WANT HIV OR MENTAL HEALTH INFORMATION
RELEASED,

Funderstand I hiave the lght to refuse the refease of records for self-pay services to health plans reguesthig medical informntion,
Q100 NOT WANT INFORMATION FOR SELF-PAY SERVICES RELEASED,

Lunderstand that I ave a right to revoke this authorization at any thme, I understand that if T revake thls authorization I must do sa 1]
writlng and present my wriiten revocatlon fo the ludividual or organization relenslug fuformation. T understand that the revocation wii no
apply to information already released in respense to this authorization, T understand that the revacation will not apply to my Insurance
company whei the law provides my tnsuver with the right to contest a elafm under iy policy, Unless ofherwise revoked, this authorization
will expive on the following date, event or condition:

I T fall to specify an expiration date, event or conditlon, this autlorization will expire 180 days from the date (below) it 1s fnitiated.

Iunderstand that X g wnder no obligation to sign this forn: and that the person(s) andor organization(s) listed above who I am authorizing

to use and/or disclose sy information may not condition treatment, poymeit, enrollment in n health plan or eligibility for hendth care
betiefits on my decislon to slgn this authorlzztion,

The Patlent’s Authorlzation below confivms his/her agreement for this Disclosure of his/iter PHI Onee a completed, signed Aunthorization is
recelved n our office, please allow up to 10 business days for processing this request. A photocopy of this Authorization wili iave tlie same
effect and foree of an origlnal,

Authorization of Patlent or Personal Representatives Date;

Pailent’s Trinted Name: Witness:




