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Questions for Female Patients age 18-39

Do you have an Advanced Directive, Living Will, or Power of Attorney (POA) if an injury or iliness causes

you to be unable to make healthcare decisions? ____Yes___No

Do you have regular seatbelt use in the car? __Yes __No

Do you have satisfactory school and/or work experience and performance? __Yes __No
Do you have normal sleep patterns (6-8 hours)? __Yes __ No Comment:

Do you have a history of sleep apnea and/or use of CPAP machine? __Yes __No

Are you currently dealing with abnormal amounts of stress? __Yes __No Comment:
Have you been a victim of abuse, violence, or rape? __Yes __No Comment:

Do you have a satisfactory marriage/partner relationship? __Yes __ No Comment:

Do you have a regular diet with balanced nutrition? __Yes __No Comment:

Exercise includes: __ daysaweek __ minutes each ____NO EXERCISE

Type of exercise:

Have you had a: Pneumonia vaccine ___, Tetanus-diphtheria booster , Flu Vaccine ___

Date of last menstrual period:

Do you have regular menstrual periods? __Yes __No Comment:
Are you sexually active? __Yes __No Concerns:
Do you wish to discuss STD testing or concerns? __Yes __No Comment:

Current form of birth control or protection:

Date of last PAP: Have you had an abnormal pap? __ Yes No

Number of __Living children __ Pregnancies __Fullterm __Preterm __Stillborn
___Ectopic __ Miscarriage __ Abortion

Do you currently have any breast or GYN complaints? __Yes __No Comment:

Please list any additional concerns you would like to address with your provider today. Please be aware
that if problems unrelated to health maintenance are covered during this visit there may be an
additional problem focused charge.




Patient Name:

IM . Internal Medicine &
: . Pediatrics Clinic, PLLC Date of Birth:
P i COOL SPRINGS » NORTH FRANKLIN

Today’s Date:

Cool Springs Internal Medicine & Pediatrics
HIPAA Compliance Form

In accordance with federal government privacy rules implemented through the Health Insurance Portability and
Accountability Act (HIPAA), in order for your physician or the staff of Cool Springs Internal Medicine & Pediatrics
(CSIMP) to give copies of and/or discuss your condition, exams, procedures, or x-rays with members of your family or
other individuals that you designate other than your primary care doctor or specialist, we must obtain your
authorization prior to doing so. We must also obtain your authorization to discuss financial information with members of
your family or other individuals that you designate other than insurance companies or third party payers and their
agents. In the event of a critical episode or if you are unable to give your authorization due to the severity of your
medical condition, the law stipulates that these rules may be waived.

|:] | authorize CSIMP to communicate with me by any means | provide. | also authorize CSIMP to share my
information with the following individuals:
Name: Relationship: Phone:

Name: Relationship: Phone:

| authorize CSIMP to communicate with only me by any means | provide.

OO

| DO NOT authorize CSIMP to communicate with me by any means other than in person, by phone, or via the
portal. | acknowledge by choosing this option it may delay care and thereby adversely affect the quality of my
care.

Medication Access Authorization
| authorize CSIMP to obtain/download medication information from my pharmacy via Surescripts.

0O

| DO NOT authorize CSIMP to obtain/download medication information from my pharmacy via Surescripts. |
acknowledge by choosing this option it may delay care and thereby adversely affect the quality of my care.

Immunization Access Authorization
l:l | authorize CSIMP to download or update my immunization information to the Tennessee Department of
Health Immunization Registry.

D | DO NOT authorize CSIMP to download or update my immunization information to the Tennessee
Department of Health Immunization Registry.

I acknowledge receipt of the Notice of Privacy Practices in accordance with the Health Insurance Portability and
Accountability Act about how CSIMP may use and disclose my protected health information. | understand that CSIMP
reserves the right to change the privacy notice and that a copy of the revised notice will be made available to me.

Signature of Patient/Guardian Date Signed

Reviewed and updated 06/22/2020






