
APPOINTMENT:   Date:  _________________   Time:  _________________ 

 Re: New Patient Pre-natal Paperwork 

Enclosed is your “new patient” paperwork.  We are mailing this packet to you in hopes that you 

will find it more comfortable to complete these forms in the privacy of your home.  Please fill 

out all of the enclosed forms and bring with you to your sono appointment.  You will also 

need to arrive 30 minutes early to your scheduled appointment. If the enclosed forms have not 

been returned to us in advance or are not filled out completely by the time of your scheduled 

appointment, your appointment may be rescheduled.  You will also need to bring your driver’s 

license or picture ID and current insurance cards to your appointment.  If you do not bring them, 

your appointment will be rescheduled.   

Prenatal Patient 

Please fill out new patient paperwork. 

The Cystic Fibrosis Carrier Testing Consent form is enclosed for your review only.  Please do 

not sign this form until you see the doctor.  

Required Insurance Information 

We ask that you bring a current insurance card to be scanned into our computer system. If you 

are NOT insured, please make sure you have the following information: 

Insured’s Social Security number 

Insured’s Name 

Insured’s Date of Birth 

Relationship of Insured to Patient 

Employer of Insured 

This information is imperative for accurate filing with your insurance company.  IF YOU DO 

NOT BRING YOUR INSURANCE CARD WITH YOU, YOU WILL BE FINANCIALLY 

RESPONSIBLE FOR ALL CHARGES.   

Once again, please bring all the above information and enclosed paperwork completely filled out 

to your appointment.  If you fail to bring this information your appointment may be rescheduled.  

Thank you. 

11/16/15 



        August 19, 2015 

PATIENT INFORMATION SHEET 

Patient Name 

Address  City  State  Zip Code 

Phone: Primary  Other   Work 

DOB   Social Security #  Email 

Race:                    Primary Language:       Ethnicity:  

Marital Status:     Single       Married       Divorced       Widowed

GUARANTOR OF INSURANCE  Date of Birth 

GUARANTOR EMPLOYER  

Social Security #    Relationship to Patient:  

ALTERNATE CONTACTS (***MUST HAVE AT LEAST ONE***) 

Name  Name 

Relationship  Relationship 

Phone  Phone   

PHYSICIAN CONTACT INFORMATION 

Primary Care Physician     Phone 

Referring Physician    Phone 

PHARMACY INFORMATION 

Name    City  State 

Phone      Fax 

Assignment of Benefits – Financial Agreement 

I hereby give lifetime authorization of payment of insurance benefits to be made directly to The Women’s Clinic, and any assisting physicians for services rendered.  I 

understand that I am financially responsible for all charges whether or not they are covered by insurance.  In the event of default I agree to pay all costs of collections, 

and reasonable attorney’s fees.  I hereby authorize this healthcare provider to release all information necessary to secure the payment of benefits.   

I authorize The Women’s Clinic to contact me via current and any future cellular phone number(s), email address, or wireless device(s) regarding my delinquent 

account owed.  I authorize The Women’s Clinic and its agents, representatives and attorneys (including collection agencies) to use automated telephone dialing 

equipment, artificial or pre-recorded voice or text messages and personal calls and emails, in their effort to contact me for purposes of collecting any portion of my 

account which is past due.  I further agree that a photocopy of this agreement shall be as valid as the original.  My signature below indicates that I have read this 

disclosure and agree to the terms herein described.    

Signature  Date 



 
 

 

CYSTIC FIBROSIS CARRIER TESTING CONSENT 

 

 
Cystic Fibrosis is an inherited genetic disorder.  Some genes do not function properly because there is a mistake 

(mutation) in them.  A person inherits the genes for the disease from their parents.  One gene comes from the 

mother and the other from the father.  The Cystic Fibrosis gene is a recessive gene.  That means for someone to 

have the disease one must have both altered genes, one from the mother and the other from the father.  If you 

only inherited the gene from one parent, you will become a carrier (you will pass the gene to your children, but 

you will not have the disease).  If you are a carrier and your partner who is also a carrier have a baby together, 

each child will have a 25% chance of having the disease and a 50% chance of being a carrier.   

 

Cystic Fibrosis is a life-long illness that affects tissues that produce mucus secretion.  These include the tissues 

that line the airways in the lungs, the gastrointestinal tract, the ducts of the pancreas and the liver.  This disease 

can also affect the sweat glands and the male reproductive system.   

 

Cystic Fibrosis does not affect everyone the same way.  Some have the severe form of the disease and die early 

in life.  Others suffer from lung infections and digestive problems.  This disorder causes problems with 

breathing and digestion.   

 

The purpose of the Cystic Fibrosis carrier testing is to see if a couple is at increased risk for giving birth to a 

child with Cystic Fibrosis.   

 

If you test shows that you are a carrier, the next step is to test the baby’s father.  Both parents must be 

carriers for the baby to have Cystic Fibrosis.   

 

The test is not perfect and some carriers are missed by the test.  Usually the test detects the most common 

defects in the genes. The other mutations not tested are very rare.   

 

The risk of being a Cystic Fibrosis carrier depends on race and ethnic background.  For example:   

 

1. For European Caucasians and Ashkenazi Jews:   

 a.  There is a 1 in 29 chance that one parent is a carrier. 

 b.  There is a 1 in 625 chance that both parents are carriers.   

 

2. For Hispanic Americans: 

 a.  There is a 1 in 46 chance that one parent is a carrier. 

 b.  There is a 1 in 1,116 chance that both parents are carriers.   

 

 

 



3. For African Americans: 

 a.  There is a 1 in 65 chance that one parent is a carrier. 

 b.  There is a 1 in 4,225 chance that both parents are carriers.   

 

4. For Asian Americans: 

 a.  There is a 1 in 90 chance that one parent is a carrier. 

 b.  There is a 1 in 8,100 chance that both parents are carriers.   

 

You should be certain you understand the six items listed below.  If you are not certain about any of them, 

please ask your doctor to explain them further before signing this form accepting or declining Cystic Fibrosis 

carrier testing.   

 

1. I understand that the decision to be tested for Cystic Fibrosis carrier status is completely mine.   

 

2. I understand that the test does not detect all Cystic Fibrosis carriers. 

 

3. I understand that if I am a carrier, testing the baby’s father will help me learn more about the 

chance that my baby could have Cystic Fibrosis. 

 

4. I understand that if one parent is a carrier and the other is not, it is still possible that the baby will 

have Cystic Fibrosis, but that the chance of this is very small. 

 

5. I understand that if both parents are carriers, additional testing can be done in order to know 

whether or not the baby will have Cystic Fibrosis.  

 

6. I understand that if the baby has inherited a changed Cystic Fibrosis gene from each parent, the 

only way to avoid the birth of a baby with Cystic Fibrosis is by terminating the pregnancy. 

 

I,          (please print patient’s name) have read and 

understand the information given to me regarding Cystic Fibrosis Carrier Testing and: 

 

 I do not want Cystic Fibrosis carrier testing 
 

 I want Cystic Fibrosis testing 
 

 

 

              

Patient’s Signature      Date 

 

 

              

Witness        Date 

 

 



 

 
 

 

Please be aware that you will sign an acknowledgement form 

at your appointment stating you have read the following: 

 

 

Dear Patient: 

 

Physicians have always protected the confidentiality of health information by sealing medical 

records away in file cabinets and refusing to reveal your information.  Today, state and 

federal laws also attempt to ensure the confidentiality of this sensitive information.   

 

The federal government recently published regulations designed to protect the privacy of 

your health information. This “privacy rule” protects health information that is maintained by 

physicians, hospitals, other health care providers and health plans.  

 

This regulation protects virtually all patients regardless of where they live or where they 

receive their health care. Every time you see a physician, are admitted to the hospital, fill a 

prescription, or send a claim to a health plan, your physician, the hospital or other health care 

provider will need to consider the privacy rule. All health information including paper 

records, oral communications, and electronic formats (such as e-mail) are protected by the 

privacy rule.  

 

The privacy rule also provides you certain rights, such as the right to have access to your 

medical records.  However, there are exceptions; these rights are not absolute. We also take 

precautions in our office to safeguard your health information such as training our employees 

and employing computer security measures. Please feel free to ask your physician or our 

privacy officer about exercising your rights or how your health information is protected in 

our office.   

 

The Notice of Privacy Practices attached to this letter explains our privacy practices.  You 

may contact our Privacy Officer at (940) 723-8151, or discuss any questions you may have 

with your physician.   
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THE WOMEN’S CLINIC 

NOTICE OF PRIVACY PRACTICES  

 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED 

AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  

 

PLEASE REVIEW IT CAREFULLY. 

 

09/01/2013 

 

 This Notice of Privacy Practices tells you about the ways we may use and disclose your protected 

health information and your rights and our obligations regarding the use and disclosure of your medical 

information. This Notice applies to The Women’s Clinic, including its providers and employees The 

Women’s Clinic. 

 

I. OUR OBLIGATIONS. 

 

 We are required by law to: 

 

• Maintain the privacy of your medical information, to the extent required by state and federal law;  

• Give you this Notice explaining our legal duties and privacy practices with respect to medical 

information about you;  

• Notify affected individuals following a breach of unsecured medical information under federal law; 

and  

• Follow the terms of the version of this Notice that is currently in effect.  

 

II. HOW WE MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT YOU. 

 

 The following categories describe the different reasons that we typically use and disclose medical 

information.  These categories are intended to be general descriptions only, and not a list of every instance 

in which we may use or disclose your medical information.  Please understand that for these categories, the 

law generally does not require us to get your authorization in order for us to use or disclose your medical 

information. 

 

 A. For Treatment.  We may use and disclose medical information about you to provide you 

with health care treatment and related services, including coordinating and managing your health care. We 

may disclose medical information about you to physicians, nurses, other health care providers and personnel 

who are providing or involved in providing health care to you (both within and outside of the Practice).  For 

example, should your care require referral to or treatment by another physician of a specialty outside of the 

Practice, we may provide that physician with your medical information in order to aid the physician in his 

or her treatment of you.  

 

 B. For Payment. We may use and disclose medical information about you so that we or 

may bill and collect from you, an insurance company, or a third party for the health care services we 

provide.  This may also include the disclosure of medical information to obtain prior authorization for 

treatment and procedures from your insurance plan.  For example, we may send a claim for payment to 
Sample Notice of Privacy Practices – Documents to be Reviewed and Customized 
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your insurance company, and that claim may have a code on it that describes the services that have been 

rendered to you.  If, however, you pay for an item or service in full, out of pocket and request that we not 

disclose to your health plan the medical information solely relating to that item or service, as described 

more fully in Section IV of this Notice, we will follow that restriction on disclosure unless otherwise 

required by law.   

 

C.     For Health Care Operations.  We may use and disclose medical information about you for 

our health care operations.  These uses and disclosures are necessary to operate and manage our practice 

and to promote quality care.  For example, we may need to use or disclose your medical information in 

order to assess the quality of care you receive or to conduct certain cost management, business management, 

administrative, or quality improvement activities or to provide information to our insurance carriers.  

 

 D.      Quality Assurance.  We may need to use or disclose your medical information for our 

internal processes to assess and facilitate the provision of quality care to our patients. 

 

 E.     Utilization Review.  We may need to use or disclose your medical information to perform a 

review of the services we provide in order to evaluate whether that the appropriate level of services is 

received, depending on condition and diagnosis. 

 

 F.    Credentialing and Peer Review.  We may need to use or disclose your medical information 

in order for us to review the credentials, qualifications and actions of our health care providers. 

 

 G.      Treatment Alternatives.  We may use and disclose medical information to tell you about 

or recommend possible treatment options or alternatives that we believe may be of interest to you. 

 

 H.     Appointment Reminders and Health Related Benefits and Services.  We may use and 

disclose medical information, in order to contact you (including, for example, contacting you by phone and 

leaving a message on an answering machine) to provide appointment reminders and other information.  We 

may use and disclose medical information to tell you about health-related benefits or services that we 

believe may be of interest to you.    

 

 I. Business Associates.  There are some services (such as billing or legal services) that may 

be provided to or on behalf of our Practice through contracts with business associates.  When these services 

are contracted, we may disclose your medical information to our business associate so that they can perform 

the job we have asked them to do.  To protect your medical information, however, we require the business 

associate to appropriately safeguard your information. 

 

J. Individuals Involved in Your Care or Payment for Your Care.  We may disclose 

medical information about you to a friend or family member who is involved in your health care, as well 

as to someone who helps pay for your care, but we will do so only as allowed by state or federal law (with 

an opportunity for you to agree or object when required under the law), or in accordance with your prior 

authorization.   

 K. As Required by Law.  We will disclose medical information about you when required to 

do so by federal, state, or local law or regulations.   

 

 L. To Avert an Imminent Threat of Injury to Health or Safety.  We may use and disclose 

medical information about you when necessary to prevent or decrease a serious and imminent threat of 

injury to your physical, mental or emotional health or safety or the physical safety of another person.  Such 

disclosure would only be to medical or law enforcement personnel. 
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 M. Organ and Tissue Donation.  If you are an organ donor, we may use and disclose medical 

information to organizations that handle organ procurement or organ, eye or tissue transplantation or to an 

organ donation bank as necessary to facilitate organ or tissue donation and transplantation. 

 

 N. Research.  We may use or disclose your medical information for research purposes in 

certain situations.  Texas law permits us to disclose your medical information without your written 

authorization to qualified personnel for research, but the personnel may not directly or indirectly identify a 

patient in any report of the research or otherwise disclose identity in any manner.  Additionally, a special 

approval process will be used for research purposes, when required by state or federal law.  For example, 

we may use or disclose your information to an Institutional Review Board or other authorized privacy board 

to obtain a waiver of authorization under HIPAA.  Additionally, we may use or disclose your medical 

information for research purposes if your authorization has been obtained when required by law, or if the 

information we provide to researchers is “de-identified.” 

  

 O. Military and Veterans.  If you are a member of the armed forces, we may use and disclose 

medical information about you as required by the appropriate military authorities.  

 

 P. Workers’ Compensation.  We may disclose medical information about you for your 

workers' compensation or similar program.  These programs provide benefits for work-related injuries.  For 

example, if you have injuries that resulted from your employment, workers’ compensation insurance or a 

state workers’ compensation program may be responsible for payment for your care, in which case we 

might be required to provide information to the insurer or program. 

 

 Q. Public Health Risks.  We may disclose medical information about you to public health 

authorities for public health activities.  As a general rule, we are required by law to disclose certain types 

of information to public health authorities, such as the Texas Department of State Health Services.  The 

types of information generally include information used: 

 

• To prevent or control disease, injury, or disability (including the reporting of a particular disease 

or injury). 

• To report births and deaths. 

• To report suspected child abuse or neglect. 

• To report reactions to medications or problems with medical devices and supplies. 

• To notify people of recalls of products they may be using. 

• To notify a person who may have been exposed to a disease or may be at risk for contracting or 

spreading a disease or condition. 

• To notify the appropriate government authority if we believe a patient has been the victim of abuse, 

neglect, or domestic violence.  We will only make this disclosure if you agree or when required or 

authorized by law. 

• To provide information about certain medical devices. 

• To assist in public health investigations, surveillance, or interventions. 

 

 R. Health Oversight Activities.  We may disclose medical information to a health oversight 

agency for activities authorized by law.  These oversight activities include audits, civil, administrative, or 

criminal investigations and proceedings, inspections, licensure and disciplinary actions, and other activities 

necessary for the government to monitor the health care system, certain governmental benefit programs, 

certain entities subject to government regulations which relate to health information, and compliance with 

civil rights laws. 
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 S. Legal Matters.  If you are involved in a lawsuit or a legal dispute, we may disclose medical 

information about you in response to a court or administrative order, subpoena, discovery request, or other 

lawful process.  In addition to lawsuits, there may be other legal proceedings for which we may be required 

or authorized to use or disclose your medical information, such as investigations of health care providers, 

competency hearings on individuals, or claims over the payment of fees for medical services.   

 

 T. Law Enforcement, National Security and Intelligence Activities.  In certain 

circumstances, we may disclose your medical information if we are asked to do so by law enforcement 

officials, or if we are required by law to do so.  We may disclose your medical information to law 

enforcement personnel, if necessary to prevent or decrease a serious and imminent threat of injury to your 

physical, mental or emotional health or safety or the physical safety of another person.  We may disclose 

medical information about you to authorized federal officials for intelligence, counterintelligence, and other 

national security activities authorized by law. 

 

 U. Coroners, Medical Examiners and Funeral Home Directors.  We may disclose your 

medical information to a coroner or medical examiner.  This may be necessary, for example, to identify a 

deceased person or determine the cause of death.  We may also release medical information about our 

patients to funeral home directors as necessary to carry out their duties.  

 

 V. Inmates.  If you are an inmate of a correctional institution or under custody of a law 

enforcement official, we may disclose medical information about you to the health care personnel of a 

correctional institution as necessary for the institution to provide you with health care treatment. 

 

 W. Marketing of Related Health Services.  We may use or disclose your medical information 

to send you treatment or healthcare operations communications concerning treatment alternatives or other 

health-related products or services.  We may provide such communications to you in instances where we 

receive financial remuneration from a third party in exchange for making the communication only with 

your specific authorization unless the communication: (i) is made face-to-face by the Practice to you, (ii) 

consists of a promotional gift of nominal value provided by the Practice, or (iii) is otherwise permitted by 

law.  If the marketing communication involves financial remuneration and an authorization is required, the 

authorization must state that such remuneration is involved.  Additionally, if we use or disclose information 

to send a written marketing communication (as defined by Texas law) through the mail, the communication 

must be sent in an envelope showing only the name and addresses of sender and recipient and must (i) state 

the name and toll-free number of the entity sending the market communication; and (ii) explain the 

recipient’s right to have the recipient’s name removed from the sender’s mailing list. 

 

 X. Fundraising.  We may use or disclose certain limited amounts of your medical information 

to send you fundraising materials.  You have a right to opt out of receiving such fundraising 

communications.  Any such fundraising materials sent to you will have clear and conspicuous instructions 

on how you may opt out of receiving such communications in the future. 

 

 Y.   Electronic Disclosures of Medical Information.  Under Texas law, we are required to 

provide notice to you if your medical information is subject to electronic disclosure.  This Notice serves as 

general notice that we may disclose your medical information electronically for treatment, payment, or 

health care operations or as otherwise authorized or required by state or federal law. 

 

  

 

III. OTHER USES OF MEDICAL INFORMATION 
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A.     Authorizations.  There are times we may need or want to use or disclose your medical 

information for reasons other than those listed above, but to do so we will need your prior authorization.  

Other than expressly provided herein, any other uses or disclosures of your medical information will 

require your specific written authorization. 

 

B.   Psychotherapy Notes, Marketing and Sale of Medical Information.  Most uses and 

disclosures of “psychotherapy notes,” uses and disclosures of medical information for marketing purposes, 

and disclosures that constitute a “sale of medical information” under HIPAA require your authorization.  

 

C.   Right to Revoke Authorization.  If you provide us with written authorization to use or 

disclose your medical information for such other purposes, you may revoke that authorization in writing at 

any time.  If you revoke your authorization, we will no longer use or disclose your medical information for 

the reasons covered by your written authorization.  You understand that we are unable to take back any 

uses or disclosures we have already made in reliance upon your authorization, and that we are required to 

retain our records of the care that we provided to you. 

 

IV. YOUR RIGHTS REGARDING MEDICAL INFORMATION ABOUT YOU. 

 

 Federal and state laws provide you with certain rights regarding the medical information we have 

about you.  The following is a summary of those rights.  

 

 A.     Right to Inspect and Copy.  Under most circumstances, you have the right to inspect and/or 

copy your medical information that we have in our possession, which generally includes your medical and 

billing records.  To inspect or copy your medical information, you must submit your request to do so in 

writing to the Practice’s HIPAA Officer at the address listed in Section VI below. 

 

 If you request a copy of your information, we may charge a fee for the costs of copying, mailing, 

or certain supplies associated with your request.  The fee we may charge will be the amount allowed by 

state law. 

 

 If your requested medical information is maintained in an electronic format (e.g., as part of an 

electronic medical record, electronic billing record, or other group of records maintained by the Practice 

that is used to make decisions about you) and you request an electronic copy of this information, then we 

will provide you with the requested medical information in the electronic form and format requested, if it 

is readily producible in that form and format.  If it is not readily producible in the requested electronic form 

and format, we will provide access in a readable electronic form and format as agreed to by the Practice 

and you. 

 

 In certain very limited circumstances allowed by law, we may deny your request to review or copy 

your medical information.  We will give you any such denial in writing.   If you are denied access to medical 

information, you may request that the denial be reviewed.  Another licensed health care professional chosen 

by the Practice will review your request and the denial.  The person conducting the review will not be the 

person who denied your request.  We will abide by the outcome of the review. 

B.       Right to Amend.  If you feel the medical information we have about you is incorrect or 

incomplete, you may ask us to amend the information.  You have the right to request an amendment for as 

long as the information is kept by the Practice.  To request an amendment, your request must be in writing 

and submitted to the HIPAA Officer at the address listed in Section VI below.  In your request, you must 
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provide a reason as to why you want this amendment.  If we accept your request, we will notify you of that 

in writing. 

 

 We may deny your request for an amendment if it is not in writing or does not include a reason to 

support the request.  In addition, we may deny your request if you ask us to amend information that (i) was 

not created by us (unless you provide a reasonable basis for asserting that the person or organization that 

created the information is no longer available to act on the requested amendment), (ii) is not part of the 

information kept by the Practice, (iii) is not part of the information which you would be permitted to inspect 

and copy, or (iv) is accurate and complete.  If we deny your request, we will notify you of that denial in 

writing. 

 

C. Right to an Accounting of Disclosures.  You have the right to request an "accounting of 

disclosures" of your medical information.  This is a list of the disclosures we have made for up to six years 

prior to the date of your request of your medical information, but does not include disclosures for Treatment, 

Payment, or Health Care Operations (as described in Sections II A, B, and C of this Notice) or disclosures 

made pursuant to your specific authorization (as described in Section III of this Notice), or certain other 

disclosures.   

 

If we make disclosures through an electronic health records (EHR) system, you may have an 

additional right to an accounting of disclosures for Treatment, Payment, and Health Care 

Operations.  Please contact the Practice’s HIPAA Officer at the address set forth in Section VI below for 

more information regarding whether we have implemented an EHR and the effective date, if any, of any 

additional right to an accounting of disclosures made through an EHR for the purposes of Treatment, 

Payment, or Health Care Operations.    

To request a list of accounting, you must submit your request in writing to the Practice’s HIPAA 

Officer at the address set forth in Section VI below. 

 Your request must state a time period, which may not be longer than six years (or longer than three 

years for Treatment, Payment, and Health Care Operations disclosures made through an EHR, if applicable) 

and may not include dates before April 14, 2003.  Your request should indicate in what form you want the 

list (for example, on paper or electronically).  The first list you request within a twelve-month period will 

be free.  For additional lists, we may charge you a reasonable fee for the costs of providing the list.  We 

will notify you of the cost involved and you may choose to withdraw or modify your request at that time 

before any costs are incurred.   

 

D.    Right to Request Restrictions.  You have the right to request a restriction or limitation on 

the medical information we use or disclose about you for treatment, payment, or health care operations.  

You also have the right to request a restriction or limitation on the medical information we disclose about 

you to someone who is involved in your care or the payment for your care, like a family member or friend.  

 

 Except as specifically described below in this Notice, we are not required to agree to your request 

for a restriction or limitation.  If we do agree, we will comply with your request unless the information is 

needed to provide emergency treatment.  In addition, there are certain situations where we won’t be able to 

agree to your request, such as when we are required by law to use or disclose your medical information.  

To request restrictions, you must make your request in writing to the Practice’s HIPAA Officer at the 

address listed in Section VI of this Notice below.  In your request, you must specifically tell us what 

information you want to limit, whether you want us to limit our use, disclosure, or both, and to whom you 

want the limits to apply. 
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 As stated above, in most instances we do not have to agree to your request for restrictions on 

disclosures that are otherwise allowed.  However, if you pay or another person (other than a health plan) 

pays on your behalf for an item or service in full, out of pocket, and you request that we not disclose the 

medical information relating solely to that item or service to a health plan for the purposes of payment or 

health care operations, then we will be obligated to abide by that request for restriction unless the disclosure 

is otherwise required by law.  You should be aware that such restrictions may have unintended 

consequences, particularly if other providers need to know that information (such as a pharmacy filling a 

prescription).  It will be your obligation to notify any such other providers of this restriction.  Additionally, 

such a restriction may impact your health plan’s decision to pay for related care that you may not want to 

pay for out of pocket (and which would not be subject to the restriction). 

 

  E. Right to Request Confidential Communications.  You have the right to request that we 

communicate with you about medical matters in a certain way or at a certain location.  For example, you 

can ask that we only contact you at home, not at work or, conversely, only at work and not at home.  To 

request such confidential communications, you must make your request in writing to the Practice’s HIPAA 

Officer at the address listed in Section VI below. 

 

 We will not ask the reason for your request, and we will use our best efforts to accommodate all 

reasonable requests, but there are some requests with which we will not be able comply.  Your request must 

specify how and where you wish to be contacted.  

 

           F. Right to a Paper Copy of This Notice.  You have the right to a paper copy of this Notice.  

You may ask us to give you a copy of this Notice at any time.  To obtain a copy of this Notice, you must 

make your request in writing to the Practice’s HIPAA Officer at the address set forth in Section VI below. 

 

 G. Right to Breach Notification.  In certain instances, we may be obligated to notify you 

(and potentially other parties) if we become aware that your medical information has been improperly 

disclosed or otherwise subject to a “breach” as defined in and/or required by HIPAA and applicable state 

law.   

  
V. CHANGES TO THIS NOTICE. 

 

 We reserve the right to change this Notice at any time, along with our privacy policies and practices.  

We reserve the right to make the revised or changed Notice effective for medical information we already 

have about you as well, as any information we receive in the future.  We will post a copy of the current 

notice, along with an announcement that changes have been made, as applicable, in our office.  When 

changes have been made to the Notice, you may obtain a revised copy by sending a letter to the Practice’s 

HIPAA Officer at the address listed in Section VI below or by asking the office receptionist for a current 

copy of the Notice. 

 

VI. COMPLAINTS. 

 

 If you believe that your privacy rights as described in this Notice have been violated, you may file 

a complaint with the Practice at the following address or phone number:  

 

The Women’s Clinic 

Attn:  HIPAA Officer 

6 Burnside 

Wichita Falls, Texas 76310-1128 

940-723-8151 
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 To file a complaint, you may either call or send a written letter.  The Practice will not retaliate 

against any individual who files a complaint.  You may also file a complaint with the Secretary of the 

Department of Health and Human Services. 

 

 

Secretary of Health and Human Services 

Region VI, Office for Civil Rights 

U.S. Department of Health and Human Services 

1301 Young Street, Suite 1169 

Dallas, Texas 75202 

 

 In addition, if you have any questions about this Notice, please contact the Practice’s HIPAA 

Officer at the address or phone number listed above. 

  

  

 



 
 

Ultrasound Information 

 
Ultrasound is a procedure that helps your doctor evaluate your medical care.  Also called a sonogram, this 

technique (which is administered by your doctor or a technician) can be used to see the pregnancy, to estimate 

the age of the embryo or fetus, to look at your uterus, and/or to examine other tissue.  It is done with an 

instrument that sends sound waves through the tissues.   

 

This ultrasound is being done to assist your doctor in determining the most appropriate medical care for you.  

There are limitations to all imaging techniques, and none is 100% accurate or reliable.  Your doctor will provide 

information concerning the interpretation of the ultrasound.  However, the presence of birth defects (or lack of 

birth defects) . . . the determination as to the sex of the child . . . and any other medical conclusion cannot be 

guaranteed to be 100% accurate.   

 

The quality of the images produced during the ultrasound will be the most effective if you have consumed 

approximately 36 oz of water prior to the procedure.   

 

Your ultrasound is a medical procedure requiring the technician’s full concentration.  If you will be 

accompanied during the ultrasound, visitors are limited to a total of three people (inclusive of children).  

If a small child is present as one of the visitors, one of your other visitors must be an adult over the age of 

18.  Small children will not be allowed in the ultrasound room without another adult since you will not be 

able to care for them during the procedure.  Additionally, patients will be held responsible for any 

damage caused by children.   

 

By signing below, you acknowledge that you have read and that you understand the above information, and 

therefore have decided the following:   

 

 I DO wish to have an ultrasound performed. 

 

 I DO NOT wish to have an ultrasound performed. 

 

 

              

Patient’s Signature      Date 

 

              

Print Patient’s Name      Patient’s Date of Birth 

 

 



 
 

 

 

 

Certified Nurse Midwife and   

Nurse Practitioner Consent 

 
 

The Women’s Clinic is pleased to offer the services of Tessa Yates, CNM, MSN and Sara Large, NC-P.  They 

join in our effort to compliment the care provided by our physicians.   

 

Certified Nurse-Midwives are individuals educated in two disciplines of nursing and midwifery, and who 

possess certification according to the American College of Nurse-Midwives.  In addition, in the state of Texas, 

they hold license as Registered Nurses and Advanced Nurse Practitioners.   

 

A Nurse Practitioner is a registered nurse with advanced education and training in the provision of health care.  

A Nurse Practitioner can diagnose, treat and monitor common acute and chronic diseases, prescribe 

medications, and provide health maintenance care including administering annual physical exams.   

 

I understand that I may, at any time, request to be seen by a physician.  I have read the above and hereby 

consent to the services or possibility of services by the Certified Nurse Midwife or the Nurse Practitioner for my 

health care needs.   

 

                 

Print Patient’s Name      Date of Birth 

 

 

                

Patient’s Signature       Date 

 

 

                

Signature of Parent or Legal Guardian   Date 

 

 

        

Relationship to Patient 

 

R’vd 06/22/18 

 



  
 

Patient’s name          Date          

 

MEDICAL HISTORY:  (Please mark Y-yes N-no) 
Y/N  Notes – Provider Only Y/N  Notes - Provider Only 

 Diabetes   D (Rh) Sensitized  

 Hypertension/High Blood Pressure   TB/Asthma/Breathing Issues  

 Heart disease   Seasonal allergies  

 Autoimmune disorder/Arthritis/Lupus   Drug or Latex Reactions  

 Kidney disease/UTI/Bladder infections   Breast Problems  

 Neurological/Epilepsy/Migraines   Gyn surgeries  

 Psychiatric/Bipolar/Anxiety   Operations/Hospitalizations  

 Depression/Post partum depression   Anesthetic complications  

 Hepatitis/Liver disease   History of abnormal pap  

 Blood clots/Varicose veins   Last pap smear Date:  

 Thyroid Dysfunction   Uterine abnormalities  

 Trauma/Violence/Accidents   Infertility  

 History of blood transfusion   Relevant family history  

 Tobacco use   History of twins (mother, sister)  

 Alcohol use   Other  

 Illicit/Recreational drug use   

RISK ASSESSMENT:  (Please mark Y-yes N-no) 
Y/N  Notes – Provider Only Y/N  Notes - Provider Only 

 History of HIV   History of Gonorrhea  

 Hepatitis B, C   History of Chlamydia  

 Live with someone w/TB or exposed 

to TB 

  History of HPV and/or Genital 

Warts 

 

 Patient/Partner has history of genital 

herpes 

  History of Syphilis  

 Rash or viral illness since last 

menstrual period 

  Other  

 History of STD     

GENETIC SCREENING:  (Please mark Y-yes N-no) THIS INCLUDES PATIENT, BABY’S FATHER, OR ANYONE IN EITHER FAMILY WITH:   

Y/N  Notes – Provider Only Y/N  Notes - Provider Only 

 Patient’s age 35 years or older as of 

baby’s due date 

  Cystic Fibrosis  

 Thalassemia (Italian, Greek, Asian or 

Mediterranean background) MCV ≤ 

80 

  Huntington’s Chorea  

 Nueral tube defect (Anencephaly, 

Meningomyelocele or Spina Bifida) 

  Mental Retardation/Autism 

 

 

 Congenital heart defect   If yes, was person tested for 
Fragile X 

 

 Down syndrome   Other inherited genetic or 

chromosomal disorder 

 

 Tay-Sachs (Ashkenazi Jew, Cajun, 

French Canadian) 

  Maternal metabolic disorder 

(e.g. Type 1 diabetes, PKU) 

 

 Canavan disease (Ashkenazi Jew)   Patient or baby’s father had a 

child with birth defects, not 

listed above 

 

 Familial Dysautonomia (Ashkenazi 

Jew) 

  Recurrent pregnancy loss or a 

stillbirth 

 

 Sickle Cell disease or trait (African)   Medications:  Illicit/ Recrea-

tional drugs/Alcohol since last 

menstrual period 

 

 Hemophilia or other blood disorders   Other  

 Muscular dystrophy   

 

6 Burnside Dr. 
Wichita Falls, TX  76310-1128 

TEL (940) 723-8151 
FAX (940) 723-8815 



PERSONAL INFORMATION: 

Husband/Partner    Phone 

Father of Baby   Phone  Same as Husband/Partner 

Emergency Contact    Phone  Same as Husband/Partner 

DO NOT FILL OUT BELOW THIS LINE 

NURSE PRACTITIONER/PROVIDER ONLY 

OVERVIEW:  

Pregnancy Type:   Single  Twins  Triplets  Other 

Menstrual History: 

LMP:       Definite    Approx  Unknown    Description (Amt/Duration):  Normal  Abnormal 

Menses monthly:   Y  N   Frequency:  Q ___ days  Prior menses: ____________ Date     On BCPS at concept:  Y  N 

Menarche: ______ (age onset)   hCG+ ____/_____/_____   Last Pap Smear: 

Pre-pregnancy Vital Signs:   Weight  BP 

Allergies:    NKDA 

Current Medications:   

PHYSICAL EXAMINATION: 

HEENT  Normal  Abnormal Vulva  Normal  Condyloma  Lesions 

Fundi  Normal  Abnormal Vagina  Normal  Inflammation  Discharge 

Teeth  Normal  Abnormal Cervix  Normal  Inflammation  Lesions 

Thyroid  Normal  Abnormal Uterus  ____ wks  Fibroids 

Breasts  Normal  Abnormal Adnexa  Normal  Mass 

Lungs  Normal  Abnormal Rectum  Normal  Abnormal 

Heart  Normal  Abnormal Diagonal conjugate  Reached  No  _______cm 

Abdomen  Normal  Abnormal Spines  Average  Prominent  Blunt 

Extremities  Normal  Abnormal Sacrum  Concave  Straight  Anterior 

Skin  Normal  Abnormal Subpubic Arch  Normal  Wide  Narrow 

Lymph nodes  Normal  Abnormal Gynecoid pelvic type  Yes  No 

First Prenatal Visit:  Weight  Height  BP   BMI 

PAST PREGNANCIES:   

Total Preg Full Term Premature AB Induced AB Spont Ectopic Multiple Births Living 

PAST PREGNANCY DETAILS: 

Date GA-wks Labor Birth Wt Sex Del Type Anes Location PreLabor Comp Baby Name/Notes 

BIRTH PLANNING 
Hospital of Delivery   Newborn’s Physician 

OTHER OPTIONS 

 Blood transfusions      Breastfeeding  Bottle Feeding  Circumcision 

PLANNED ANESTHESIA 

 None  Epidural/Spinal  Pudendal Block  IV Medications  IM Medications  Other 

CONSENT FORMS 

Consents Date Signed Consents Date Signed 

C-section Anesthesia 

Sterilization HIV Release of Records 

V-BAC Circumcision 

Rev 07/06/18 



 
 

 

FORMULARY BENEFITS DATA CONSENT FORM 

 
 

Formulary Benefits data are maintained for health insurance providers by organizations known as Pharmacy 

Benefits Managers (PBM). PBMs are third party administrators of prescription drug programs whose primary 

responsibilities are processing and paying prescription drug claims.  They also develop and maintain 

formularies, which are lists of dispensable drugs covered by a particular drug benefit plan.   

 

By signing below, I give permission for The Women’s Clinic to access my pharmacy benefits data 

electronically through RxHub. This consent will enable The Women’s Clinic to:   

 

 Determine the pharmacy benefits and drug co-pays for a patient’s health plan. 

 

 Check whether a prescribed medication is covered (in formulary) under a patient’s plan.   

 

Display therapeutic alternatives with preference rank (if available) within a drug class for non-

formulary medications.   

 

Determine if a patient’s health plan allows electronic prescribing to Mail Order pharmacies, and 

if so, e-prescribe to these pharmacies.   

 

Download a historic list of all medications prescribed for a patient by any provider.   

 

In summary, we ask your permission to obtain formulary information, and information about other prescriptions 

prescribed by other providers using RxHub.  This consent is in effect until revoked.   

 

 

 

 

                 

Print Patient’s Name      Date of Birth 

 

 

                

Patient or Guardian’s Signature     Date 

 



 

 
 

 

 

Policy for  

Midwife Deliveries 

 

 

 
Please be advised that The Women’s Clinic physicians only supervise our own midwife 

deliveries. 

 

If you are considering a midwife delivery by a midwife not employed by The Women’s Clinic, 

you should contact that midwife and ask for the name of the physician that serves as their 

supervisor.   

 

For your best care possible, you should establish care with a physician that is prepared to serve 

as a backup for a midwife delivery.  The Women’s Clinic physicians only serve as a backup for 

midwives employed by The Women’s Clinic. 

 

If you use a midwife not employed by The Women’s Clinic, she will provide your care.  It will 

be considered a transfer of care to the midwife. 

 

Please sign below as your acknowledgement and understanding of the policy. 

 

 

 

___________________________________   __________________ 

Patient Signature       Date 
 



Patient’s Name       Date of Birth:      

Please check only persistent/on-going symptoms and explain how long you have had symptoms. 

Constitutional 

o Fatigue       

o Fever       

o Victim/domestic violence    

o Weight gain (unintentional)    

o Weight loss (unintentional)    

Ears/Nose/Throat 

o Sore throat      

Cardiovascular 

o Varicose veins      

Respiratory 

o Wheezing      

Gastrointestinal 

o Abdominal pain      

o New lack of appetite     

o Bloating      

o Bloody/bright red bleeding in stools   

o Constipation      

o Diarrhea      

o Heartburn      

o Acid reflux      

o Hemorrhoids      

o Uncontrollable loss of stool    

o Nausea       

o Vomiting      

o Change in stool size     

Neurological 

o Headaches      

o Seizures      

Hematologic/lymphatic 

o History of blood transfusion    

o Leg/lung blood clots in veins (history of)  

o Leg/lung blood clots in veins (current)   

Psychiatric 

o Crying spells      

o Depression      

o Sadness       

o Recreational drug use     

o Sleep disturbance     

o Suicidal thoughts     

Genitourinary 

o Painful periods      

o Pain with sex      

o Pain with urination     

o Sores on vulvar/bottom area    

o Bloody urine      

o Multiple partners in lifetime    

o Frequent bladder infections    

o Recurrent vaginal infections    

o Incomplete bladder emptying    

o Irregular menstrual cycle    

o Heavy periods      

o Lack of periods      

o Bleeding after or with sex    

o Post-menopausal bleeding    

o Frequent nighttime urination    

o Uncontrollable loss of urine    

o vaginal discharge     

o vaginal itching      

o sexual abuse/rape (history of)    

o sexual abuse/rape (current)    

Integumentary/Breast 

o unusual, irritated, or changing mole(s)   

o breast mass      

o breast skin changes     

o breast tenderness     

o nipple discharge     

o Self-breast exams?  Yes    No   

Endocrine 

o hair loss      

o heat/cold intolerance     

o new excessive hair growth    

o hot flashes      

o mood swings      

o night sweats      

o PMS       
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