“ LosAngeles )

Contor California Hospital
e \NMornen's D M:_ac!ical Center.
Health A Dignity Health Member

Directions & Parking Information

DRIVING DIRECTIONS:

Harbor Freeway (110) Southbound: take EXIT 22B toward 9% St. / Convention Center; turn
slight left onto W. 8% PI. Stay straight to go onto James M Wood Blvd., which becomes W 9t
St. Stay on W 9% St. for 3 blocks, then turn right onto S Grand Ave. Travel 5 blocks, turn right
into the parking lot at 1513 S. Grand Ave., just past the pedestrian Ourlocation  Crosswalk at the
California Hospital Medical Center circle drive. If you miss the entrance,
proceed half a block to Venice Blvd, and turn right, then right on  parkingoptions  Hope St. and
right again into the driveway on Hope St.

Harbor Freeway (110) Northbound: take the Adams Blvd. (EXIT 20C) exit, turn left onto W.
Adams Blvd. Just past the 110, take a soft right (near Flower), then another soft right onto S.
Figueroa St. Turn right onto W. Pico Blvd. Turn right onto S. Grand Ave. Trave! 1 block, turn
right into the parking lot at 1513 S. Grand Ave., just past the pedestrian crosswalk at the California
Hospital Medical Center circle drive. If you miss the entrance, proceed half a block to Venice Blvd.
and turn right, then right on Hope St. and right again into the driveway on Hope St.

Santa Monica Freeway (10) Eastbound: exit at Grand Ave., cross Grand (as it is one-way
street in the other direction), travel 1 block then turn left on Olive St, Travel 2 blocks, then turn left
on Venice Blvd. Travel 2 blocks (pass Grand Ave.), turn right on Hope St., then right into 15 St.
driveway/parking lot entrance.

Santa Monica Freeway (10) Westhound, exit at Los Angeles St. (EXIT 14A) and continue
parallel to the freeway for 3 blocks (Los Angeles St. becomes 17* St.). Turn right on Olive St.,
travel 3 blocks then turn left on 14th St. Travel 1 block turn Left onto Grand Ave. and Right
into the parking lot at 1513 S. Grand Ave., just past the pedestrian crosswalk at the California
Hospital Medical Center circle drive. If you miss the entrance, proceed half a block to Venice Blvd.
and turn right, then right on Hope St. and right again into the driveway on Hope Street,

Please Note:

» Grand Avenue is a southbound, one-way street.

+ The parking lot entrances are accessible via Hope Street or Grand Avenue.
Collect the parking ticket at the gate.

» Closest parking is in the lot under or adjacent to the Center at Venice & Grand.

1513 South Grand Ava.

Suite 400

Los Angra!es, CAXRNS 213-742-6400
www. lacwh,org
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Downtown Los Angeles Metro & Bus Routes
Closest stations are at Pico and Flower or Washington and Grand (blue line).
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Downtown Los Angeles DASH Route Map

Closest station is at Grand and Venice.
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LosAngeles &2, California Hospital

W Sf:\/e&;@;m “)C Medical Center
Lten] t;‘_'; A Dignity Heaith Member

Los Angeles Center For Women's Health
1513 South Grand Ave, Suite 400
Los Angeles, CA 90015
213.742.6400

Billing Information For
Los Angeles Center For Women’s Health
(LACWH)

~The Los Angeles Center For Women's Health is an outpatient department of California
Hospital and Dignity Health. You will receive a “facility” bill from CHMC and/or
Dignitv Health. California Hospital also has relationships with outside facilities.
Depending on your visit type and/or any additional studies and/or labs that are performed
you may also receive bills from the following facilities;

- CMCLA Pathology Medical Group

- Hawthorne Rad Assoc Med Group

- Pathology inc

- Quest Diagnostics

-Doctors are independent Medical Care Providers. Doctors caring for patients at LACWH
are independent providers of medical care and are not employces or agents of LACWH or
California Hospital. You will receive a separate “professional” bill from the doctors
for their services.

If you have questions regarding the above please contact:

LACWH, Eduardo Meza-213.742.6170
Dignity Health Billing Department-888.488.7667
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LosAngeles
Center

“ Wornen's New Patient Health Questionnaire

aalth

Name:

Date of Birth:

Date completed:

Dear Patient,

in order to offer optimal care for you, we need to understand your complete health status and
health history. With this goal in mind, we appreciate you spending ten to twenty minutes
completing this comprehensive health questionnaire.

Review of Systems

For the Review of Systems section, please indicate "Yes” if you are currently experiencing the
symptom or if you have experienced the symptom within the past three months.

Please fill in the appropriate bubble completely. For example.......... & Yes O No

General

ChIllS oo, O Yes O No Change in appetite........... O Yes O No
FEVEE oot O Yes O No Weight gain........cecee......... O Yes O No
Night sweats .........occovvvevcvveeirieen. O Yes O No Weight loss ...................... O Yes O No
Sleep disturbance .........cccovmvveeeerreinn, O Yes O No Lightheadedness.............. O Yes O No
Frequent or persistent headaches......, O Yes O No Fatigue...ovveecrereverrennn, O Yes O No
Skin

ACNE it O Yes O No Dry skin....ccooevorveeennnneirnn, O Yes O No
Rash....iiicniiccvvisnieen,. O Yes O No Discoloration .................... O Yes O No
New skin moles.........c..ccevcvesecennn, O Yes O No Eczema....ccovmivvveienen, O Yes O No
Behavioral

ANKIEY .ovirverenvesinissereceeeeereeeessresens O Yes O No Depression........covuune... O Yes O No
Mental or Physical abuse..................... O Yes O No Suicidal thoughts.............. C Yes O No
Auditory/visual hallucinations.............. O Yes O No Eating disorder................. O Yes O No
Neurologic

Numbness or tingling in hands orfeet. O Yes O No Memory I0sS.....ccccuveueeenn, O Yes O No
Difficulty balancing / frequent falls ....... O Yes O No Fainting .c.ccoveeeeeeinieeniennen. O Yes O No
TIEMION w..cvvvieeercinerr e eeeereerennen. O YES O No Selzures v, O Yes O No
PaIN s O Yes O No Dizziness....c.occeevvvrinennnen. O Yes O No




Patient Name:

Endocrine
Heat intolerance........ccceeceevevevevrivinnne O Yes O No Excessive thirst............... O Yes O No
Cold intolerance.........ccoeeeveevvrevcerann.n. O Yes O No Frequent urination............ O Yes O No
Eves
Flashes of light in visual field ............... O Yes O No Decreased vision ............. O Yes O No
Floaters in visual field .............oceuer.er.. O Yes O No Blurred vision ................... O Yes O No
Elevated pressure .......coccoevveervvnveneee. O Yes O No Dry eyes.....cccceecerevvceceee.. O Yes O No
Ear / Nose / Throat
Decreased hearing..........ccceeeveveeeeeneens O Yes O No Dry mouth .eeveeceeeencceeeenee, O Yes O No
Ringinginthe ears .........ccoevvvrvvveueeee.. O Yes O No Difficulty swallowing.......... O Yes O No
Earpain.......oneiniivaceen. .. O Yes O No Sore throat .......ccceevieieennn, O Yes O No
Sinus pain or infection...........ccvverevenen. O Yes O No Swollen glands................. O Yes O No
Allergy
HChiNG oo O Yes O No Sneezing......ccccecevveeeeee. O Yes O No
HIVES oottt O Yes O No Watery eyes......ceceeeeeee.. O Yes O No
Respiratory
Wheezing ........cccoocvvvvvniviiceicecerienenn, O Yes O No Dry cough.....ocoercvcimeennns O Yes O No
Shortness of breath at rest................... O Yes O No Productive cough.............. O Yes O No
Shortness of breath with exertion ........ O Yes O No Bloody cough.........cocovoee.. O Yes O No
Cardiovascular
Shortness of breath when lying flat...... O Yes O No Chest pain at rest............. O Yes O No
~lrregular heartbeat ...........occevviinviinnnnne 0O Yes O No Chest pain with exertion... O Yes O No
Palpitations ......cccocevveveiiieeniciieicvenen O Yes O No Ankle swelling .................. O Yes O No
Peripheral Vascular
Decreased sensation in hands orfeet.. O Yes O No Foot or leg ulcers ............, O Yes O No
Cold hands or feet........ccccceveevvcrnevinnnns O Yes O No Leg pain when walking..... O Yes O No
Breast
Breast pain.......ccccccvevenevnrnnenens .. O Yes O No Skin redness ..........cceemen. O Yes O No
Nipple discharge .........ccccceveveriivcrenne. O Yes O No Enlarged lymph nodes ..... O Yes O No
Nipple retraction / inversion ................ O Yes O No Breast lump.....ccoccerveeenns O Yes O No
1513 South Grand Avenue, Suite 400
E‘;ﬁgﬁe les Los Angeles, CA 90015
o \Woman's Phone 213-742-6400
Health 2 Fax 213-765-4080

www.lacwh.org




Patient Name:

Gynecologic
Hotflashes .......cccovinemrirevrcrieeeeae Yes O No Irregular periods............... O Yes O No
Vaginal discharge / itching .......cccvenee. Yes O No Missed periods.......cece..... O Yes O No
Vaginal bleeding between periods........ Yes O No Heavy periods.................. O Yes O No
Painful intercourse .........coccovvevvervvvneen, Yes O No Painful periods ................. O Yes O No
Gastrointestinal
Heartburn / indigestion......................... Yes O No Constipation..........ccon...... O Yes O No
NaUSEa...c.coirrceeceeecererecrie s Yes O No Diarrhea ..c.ccovevcnrirviiinnnane O Yes O No
Abdominal pain .......cceccovieiecierecnnrenn. Yes O No Blood in stool ................... O Yes O No
VOMItING ..vvvveeeerceenreceeneecee e rerrreeseene Yes O No Rectal bleeding................ O Yes O No
Urinary
Urinary incontinence .........cccocecvveeenn. Yes O No Blood in urine.................. O Yes O No
Change in force of stream.................... Yes O No Painful urination .............. O Yes O No
Hematology (Blood)
Easy bruising ....cceceevreemeeerennecrnecrevenne. Yes O No Prolonged bleeding........... O Yes O No
Musculoskeletal
Painful JoiNtS....c.ovoiieeeecerrrere v Yes O No Leg cramps ...cooeceeernnes O Yes O No
Swollen jointS ..o vvvcceiccieenen, Yes O No Muscie aches.................... O Yes O No
OB/Gyn History
Age at first menstrual period .....ccccvvvcvvernnnee, Total pregnancies ........cccoevennnns
Date of last menstrual period........cceevvververnnes Number of five biths ......cccccevnnee.
Birth control pills used......ccocoevvveennnenn. Yes O No Number of miscarriages..............
If yes, number of years .........cccceevvvvennn, Number of abortions ..........ccruev.es
' Number of C-Sections.................
Hormone replacement therapy used.... O Yes O No . ,
Number of ectopic pregnancies ..
Ifyes, n of years ....cceveeervcvecnen, ) .
yes, number of years Age when first child was born .....
1613 South Grand Avenue, Suite 400
. Eéoe%ﬁglgeles Los Angeles, CA 80015
) WOrTlen ‘5 F’hone 213‘742'6400
Health 3 Fax 213-765-4080

www.lacwh.org




Patient Name:

Medical History

For Medical History, please indicate if you have ever been diagnosed with or treated for any

of the following conditions.

Yes Yes
ASHIME ...t O Carpal tunnel........ccooccrcemnee. O
Bronchitis .....occoceeeeceeeieecccecccrcccere e o) Sleep apnea......cireenrreririronens O
HyperthyroidiSm .........cceeeceenerereere e O Kidney stones.......veeevvevivvinennn, 0]
HypOthyroidiSm ...cccovieereeeecceeceercree e e O Kidney disease........cc.cocveueeerernen, O
TUDEICUIOSIS...c. . creecrrereerencrerer it ceeseae e e aanens O Aufoimmune disorder......cceeeeennn, 0
Thrombosis / Blood Clots.........cccevveeerecrrennreneencncnns o} HIVIAIDS ..., O
VarCoSE VEINS ... risssisessnrerssressessesseees O ] TE T SOV O
Diabetes, type | (insulin dependent) .......cvvveiinnens 0 Hepatitis B.......cccccvevvrnrcvarennennnnn. O
Diabetes, type 1l (non-insulin dependent) ............... ) Hepatitis C..oveeeveerceeeccccceere, O
Heart mUurmUr........coovveeees e cccriies e erevaseae e O Mitral valve prolapse .....coeeuveeeeee O
Hypercholesterolemia / high cholesterol ................. 0] Atrial fibrillation ........ccceniennriennn, O
Hypertension / high blood pressure ..........cccceeeceeece. O Congestive heart failure .............. O
Coronary artery disease / anginga........c.cocvsiicicienanee 0 1] (£o] <= RO O
Abnormal pap SMEar.....ccivninccrrer e O Ovarian mass ..., 0
Abnormal uterine bleeding ..........ccccconnnniiccncnninns O Pelvic organ prolapse.................. O
ARBIES e o OSteopOrosiS ....c.ovcerrvcrresrecccrcen 0
Rheumatoid arthritis.........cooveeeneieee O GOUL.. oo e O
Neurologic diSOrder.........cccovccevrvcenrnnnesenrssennanee 0 Muitiple sclerosis.....ccccvcivieevvere. O
Anxiety disorder/ panic attacks .........eccceeriivenennnn. O Alcohol abuse.....ccvccviceeeenn. O
SEhiZOPHIENIA ... vverrer e s seresreen o Drug abuse....ccevievesveeeeccenns O
Depression / mania / bipolar disorder ......cccccecvevnee. o
Other diagnosed conditions:
Preventive Health (indicate date of last screening)
Date {MofYr) Date (Mo/Yr)

Pap smear.......coecceveeeecmrnenes Boneg Density «..ceoccvvceevveenenn,
Mammogram......cccevevecinrenenn. Cholesterol measurement ....
ColONOSCOPY .voveerreeeeerreniaeras,
 LosAngeles TS e s
YA omen's Phone 213-742-6400

Health 4 Fax 213-765-4080

www.lacwh.org




Patient Name:

Social History

Alcohol Consumption

Freque'ncy .......... O Less than 1 drink per week

O 1 drink per day

Tobacco Use

O 2-3 drinks per week
O 2 or 3 perday

O More than 3 perday

Do you smoke? .......cceceeeene C Yes O No Cigarettes per day?
Hospitalizations and Surgeries
Month { Year Reason

Allergies (including lidocaine, other topical anesthetics, horse serum)

Substance

Reaction

Current Medications (including over-the-counter meds, vitamins, nutritional supplements)

Name Strength Qty | Frequency | Start Date | Stop Date
. 1513 South Grand Avenue, Suite 400
‘ (L:%?{%g rgeles Los Angeles, CA 80015
LW omen's Phone 213-742-6400
Health Fax 213-765-4080

www.lacwh.org




Patient Name:

Family Medical History

Family Members

Status (A/D/U)
Alive, Deceased, Unknown

Breast cancer

QOvarian cancer

Uterine cancer
Colon cancer

Family History

Age at which member was diagnosed

Prostate Cancer

Stomach cancer
Pancreatic cancer

Melanoma

Heart disease

High blood pressure
Diabetes

Other

Example

S
Y]

o™
-3,

Lymphoma (68)

Father

Grandfather

n/a

Grandmother

n/a

Aunt

nfa

Paternal Family

tncle

n/a

Mother

nfa

Grandfather

nia

Grandmother

n/a

Aunt

nla

Maternal Family

Uncle

nfa

Self

nfa

Sister

n/a

Personal

Brother

n/a

LosAngeles
- Center
"\Women's
Health

1513 South Grand Avenue, Suite 400
Los Angeles, CA 90015

Phone 213-742-8400

Fax 213-765-4080

www.lacwh.org




] Mammogram ] Ultrasound

Los Angeles Center for Women’s Health

[ Procedure [J Provider

1 DEXA

Mammography Questionnaire (Please complete highlighted areas)
Cuestionario de Mamografia (Por favor complete ¢f area resaftada)

Patient's Name (Nombre de Paciento)

Date of Birth (Fecha de necimiento)

Home Phone (Teféfono de casa)

Cell Phone (calular)

Address {Direccién)

Primary Languags (idioma primario)

English / Espaiial / Other

City, State, Zip (Ciudad, Estado, Cédigo postal)

Referring Physician (Medico Remitents)

Prior Imaging Information (Informacin de imégenes anterior)

First Mammogram? if No, when and where didyou have your last Mammogram?
(Primera Mamografia?) {Sino, cuando y adonde fue su ilima mamografia?)
Yes(S) No (No} Date ffecha} Location {.ugar)
Did you bring films with you today? {(Trajo su placas hoy?) Yes (S)  No (No}
If no, please sign a release of records so we can request these films S Films requested
{5i no, favor de firmar un sulorizacion. de uso-o divelgacion de informecion privada de salud para seficiiar sus.imagenss. )
: Patient History Information (Informacion de historia de el paciente)
Personal History of Breas! Cancer? Yes (S} No {No) Right Lo S "
; - ft Age at diagnosis?
(Ud. Ha fenido céncer en o/ sano?) {Derecho) (fzguierdo) (Edad de diagnastico?)
Personal History of Breast Biopsy? Yes (S} No (No) Ric R
. ght Left Diagnosis?
(A Ud. le han hecho una biopsia en ef senv?} {Dersctio) (lzquiside) {Dlagrostice?)
Family History of Greast Cancer? Yes (S) No (No) \fves. vihe . -
! Yo If yes, vho? Age at diagnosis?

{Algrien en su fmilia.con céncer en el seno?) (Si i, quian?) (Edad de diagnésico?) :
When was your last menstrual period? Late Child Bearing {after 30)? Yes (Si} No (No)
_{Facha de ullime menstruacion?) {Malernidad lardia después de fos 30 afias?}

- ; < en w g | HIStory of Ovarlan Cancer?  Yes {S) No (No)
History of Endometrial Cancer?  Yes (S No(No) || - :
(Ud, ha tenido céncer endomelrial?) {Ud. ha lfan!do oancer en los ovarios?}
Estrogen Usage? Yes {8) No {Noj Hormonal Conlraceptives Usage? Yes {S)) (No)
(Ud. usa astrégenc?) {Ud. use-anli concaplias hormongles?)
Progesterona Usage? Yos (&) No (Noj Tamoyifen Usage ~ Yes (S} No {No)
{Ud..usa progesterona?) : {Ud. usa Tamoxifen?)

Reason for Today's Exam
CAnnual Screening (No new problems) [ Diagnostic
 aftest that the information | have provided on this form is true to the bast of my knowledge.
(Testifico de que fa Infarmatlon que he preporclonado en este farmulario es verdadera de fo mafor de mi canocimianto }
Patient's Signature ' Date
(Firma def paclanta} {Fecha)
Technologist Performing Exam Date CAD: Yes / No




LOSA!’I98|€S Los Angeles Center for Women's Health
Conter 1513 South Grand Avenua, Suite 400 Patient Label
AR, lomen's Los Angeles, CA 80015 {CHMC use only)
iy | t(‘ci'[iu Phone: 213-742-6400 Fax; 213-765-4080
eain

Demographics/Registration

Today’s Date:

Full Legal Name:

First Middle Last
Mailing Address - Street:
City: State: Zip:
Home Address (if different from mailing address) — Street:
City: State: Zip:
Home Phone: Ceil Phone:
Work Phone: Cther Contact #:
Date of Birth: Social Security:

E-mail Address:

Primary Language: Interpreter Needed? [] Yes [JNo
Ethnicity: [ ] Caucasian [] African-American [] Hispanic ] Asian [[] Native American [ ]
Marital Status:[} Married [_] Divorced [] Legally Separated [_] Single [_] Widowed [_1 Domestic Partner

Place of Birth: Religious preference:

Primacy Care Physician's First & Last Name:

Primacy Care Physician’s Phone: City:
Preferred Pharmacy Name: Phane:
Pharmacy Street Address: City:

Advance Directive

An advance directive is a document or documentation allowing you to give directions about future health
care or to designate another person(s) to make health care decisions if you lose decision-making
capagcity.

11 have an advance diractive. — Please bring a copy to your appointment so we have it on file.
{11 do not have an advance directive, but 1 would like further information about completing one.

[ | do not have an advance directive, and | decline to complete one at this time,

22, California Hospital Page 1 of 2
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LOSAI’EQGIES Los Angeles Center for Women’s Health
: Center 1513 South Grand Avenue, Suite 400
A nen's Los Angeles, CA 90015
o ‘{_‘I rwi]r Phone: 213-742-6400 Fax: 213-765-4080
it dit

Patient Label
(CHMC use only)

Referral
How did you find out about our center? [ Insurance company  [] Family/friend

] Website/Facebook [] Newspaper [] Health event:

[} Radio

[ Physician referral — First & Last Name:

Physician address:

Employment
[1 Employed [ Retired [] Unemployed [ Active Military

Patient's Employer:

Patient's Occupation/Title:

Insurance
Subscriber: [J Self {1 Spouse [} Domestic Partner [ Parent

Subscriber Name (if not Self):

Subscriber's Emplayer (if not Self}:

Name of Insurance Company:
identification Number: Group Number:

Insurance Type: [ ] Medicare [} PPO [] POS [[] HMO ] Medi-Cal [] Other:

Emergency Contact
Contact Name: Relationship:

Mailing Address — Street:

City: State: Zip:

Contact's Home Phone: Contact's Cell Phone:

%2 California Hospital
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