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Initial paperwork for a new female FCO patient interested in help iwth fertility
Reproductive Endocrinology Infertility Female Questionnaire
The Menopause CenterWomen's Care590 Country Club Parkway, Suite AEugene, OR 97401541-683-1559 • Fax 541-683-1709Douglas J. Austin, MDSusan J. Armstrong, NP
The Menopause      Center
Dear New Patient, 
 
A new patient deposit in the amount of $100.00 is required at the time of your appointment and will be applied to the cost of your visit. If you have questions, please don't hesitate to call me prior to your appointment.
 
Thank you.
 
Dayna Rager
Patient Financial Coordinator541-868-9759
THE MENOPAUSE CENTERWomen's CarePatient Information
 
The Menopause      Center
Note: Please use your full legal name. 
Primary Insurance Information
Secondary Insurance Information
Guarantor
Who is the guarantor?
Emergency Contact
Authorization
I authorize the Fertility Center of Oregon to bill the above insurance on my behalf, and assign any insurance benefits payable directly to the Fertility Center of Oregon. I understand that I am financially responsible for all non-covered services.
The Menopause CenterWomen's Care590 Country Club Pkwy, Suite AEugene, Oregon 97401(541) 683-1559
www.fertilitycenteroforegon.com
MENOPAUSE HEALTH 
QUESTIONNAIRE
The Menopause      Center
T O D A Y ' S    O F F I C E   V I S I T
Menopause is a normal event in a woman's life and is marked by the end of menstrual periods. Usually during the 40s a gradual process leading to menopause begins. This is called the menopause transition or perimenopause. Changes in the pattern of menstrual periods are very common during this stage. Sometimes a woman can have other symptoms too, and these symptoms may extend beyond menopause. Even if a woman has no symptoms, it's important for her to understand the effects of menopause on her health.
 
This questionnaire is intended to help you inform your healthcare provider about your menopause experience and your general health. Working together, you can develop a plan to support your health, not only now but also in years to come.  If you feel uncomfortable answering any of the questions on this form, you may wait and discuss them with your healthcare provider.
Why are you here today?
What are your main concerns or questions you would like to have answered during your visit?
Other health problems (describe): What are your strengths?
What are your weaknesses (describe)?
H E I G H T   A N D   W E I G H T   I N F O R M A T I O N
M E D I C A L   H I S T O R Y
Please check if you have had problems with:
M A J O R    I L L N E S S    A N D   I N J U R Y     H I S T O R Y
Please list below, dates of all operations, hospitalizations, psychological therapy, major injuries, and illnesses (excluding pregnancies)
OPERATIONS - Please list any opetations below.
HOSPITALIZATIONS -  Please list any hopitalizations below.
PSYCHOLOGICAL THERAPY - Please list any psychological therapies below.
MAJOR INJURIES - Please list any major injuries below.
MAJOR ILLNESSES - Please list any major illnesses below.
A L L E R G Y    I N F O R M A T I O N
Are you allergic to any medications? If so, please list below
ALLERGIES - Please list any allergies you may have. 
M E D I C A T I O N    H I S T O R Y
Are you currently using hormone therapy for menopause? 
If no, why not?  If yes, for what reasons? Please describe below:
Please indicate the medications and supplements (such as vitamins, calcium, herbs, soy) you are currently using. Please note if you are taking a multivitamin and if taking calcium specify whether it is with or without vitamin D. Include prescription drugs and those purchased without a prescription. Also include all hormone therapy you have used in the past (examples: contraceptives, thyroid hormones, and hormone therapy for menopause).
 If stopped, why?
Have you used any other therapy for menopause (such as acupuncture or yoga)?
Is this therapy helpful?
F A M I L Y   H I S T O R Y
Please list below any members of your family including parents, grandparents, aunts, uncles,  brothers and sisters who currently has or once had the following: 
Is there anything about your family's history that concerns you or that you would like to discuss?  
R E V I E W  O F  S Y M P T O M S
Please check if symptom is present. If present, please describe briefly.
Symptom
Symptom Present?
If present, please describe briefly.
Sense of well being
Recent change in weight
Shortness of breath with exercise
Chest pain with exercise
Swelling in ankles by evening
Nausea
Heartburn
Constipation
Diarrhea
Blood in stool
Very frequent urination
Muscle weakness
Joint pain
Numbness in hands or feet
Unexplained sadness
Difficulty sleeping
G Y N E C O L O G I C A L   H I S T O R Y
How would you describe your current status?
Was your menopause:
Are your periods (or were your periods) usually regular?
Are your periods painful?
If yes, how painful?
Do you have spotting or bleeding between periods?
Is there a recent change in how often you have periods?
Is there a recent change in how many days you bleed?
Has your period recently become very heavy?
Do you think you have a problem with your period?
Do you have any problems with PMS? (PMS is having mood swings, bloating, headaches just prior to your period.)
Do you examine your breasts?
Did your mother take DES when she was pregnant with you?
What is the date and results (if known) of your last test regarding:
Do you douche?
Any abnormal Pap tests?
Any breast biopsies?
Any abnormal thyroid tests?
Do you leak urine when you cough?
Do you have urgency/trouble making it to the bathroom in time?
O B S T E T R I C A L   H I S T O R Y
Please indicate the method of birth control, if any, that you are currently using or have used previously:
Using now  
    Previously Used
Using now
Previously used
None
Implanted Hormone
Sterilization (tubes ties)
Diaphragm
Male partner had vasectomy
Foam/gel
Condoms
Birth control pill, ring, skin patch
IUD
Natural family plan/rhythm
Other
Injectable hormone
Please provide the number of your:
Any complications during pregnancy, delivery, or postpartum?
If yes, please describe below:
S E X U A L   H I S T O R Y
Are you currently sexually active?
If yes, are you currently having sex with:
Are you in a committed, mutually monogamous relationship?
If not, do you use condoms (practice safe sex)?
Have you had any sexually transmitted infections?
Do you have concerns about your sex life?
Do you have a loss of interest in sexual activities (libido, desire)?
Do you have a loss of arousal (tingling in the genitals or breasts; vaginal moisture, warmth)?
Do you have a loss of response (weaker or absent orgasm)?
Do you have any pain with intercourse (vaginal penetration)?
Please check which best describes your pain.
P E R S O N A L    H I S T O R Y
Do you consider your health to be:
EXCERCISE
How often do you exercise?
If you exercise, what type?
Please explain below, for each exercise type, how long and how often:
DIET
Do you try to eat a special diet?
What dairy products do you consume each day and how much?
Are you lactose intolerant(diarrhea or gastrointestinal/GI upset after dairy products)?
How many of the following do you consume each day?
How many of the following do you consume each week?
What is your daily nutrient intake: 
TOBACCO USE
Do you currently smoke cigarettes?
If you do not currently smoke cigarettes, have you ever smoked?
Do you use any other type of tobacco?
CAFFEINE USE
Do you consume drinks with caffeine (coffee, tea, soda drinks)?
ALCOHOL AND DRUG USE
Do you drink alcohol?
Do you ever have a drink in the morning to get you going?
Have you ever felt guilty about the amount you drink?
Have you ever been an alcoholic?
Do you use illegal drugs?
ABUSE
In the last year, have you been hit, slapped, kicked, or physically hurt by someone?
Within the last year, has anyone ever forced you to have sexual activities?
Do you feel you are verbally or emotionally abused by someone?
If you answered yes to any of the questions above, have you had counseling for these issues?
STRESS MANAGEMENT
What are the current major stressors or life changes in your life?  (Please explain below.)
Are there any major changes in the family health during the past year?
If yes, please explain below.
How do you handle stress?
Please describe below any symptoms and/or problems we didn't ask you about that you feel are important.
Thank you for taking the time to complete our questionnaire.  Upon completion, please save your completed packet to your computer and then send the packet as an attachment via email to The Menopause Center at FCONP@womenscare.com
The Menopause CenterWomen's Care590 Country Club Pkwy, Suite AEugene, Oregon 97401(541) 683-1559
www.fertilitycenteroforegon.com
GAIL MODEL - CALCULATING 
BREAST CANCER RISK
The Menopause      Center
4.   Number of 1st degree relatives with breast cancer:
6.   Have you had at least one biopsy with atypical hyperplasia?
The Menopause CenterWomen's Care590 Country Club Pkwy, Suite AEugene, Oregon 97401(541) 683-1559
www.fertilitycenteroforegon.com
MENSI CLINICAL 
QUESTIONNAIRE
The Menopause      Center
In the past month, did you experience:
Symptom
Choose One
Was it a problem?
1.   Hot or warm flashes?
2.   Palpitations?
3.   Headaches?
4.   Sleep disturbance?
5.   Chest pressure/pain?
6.   Shortness of breath?
7.   Numbness?
8.   Weakness/fatigue?
9.   Pain in bone joints?
10.  Memory Loss?
11.  Anxiety?
12.  Depression?
13.  Fear of being alone in public?
14.  Loss of urinary control?
15.  Vaginal dryness?
16.  Loss of sexual desire?
17.  Pain with intercourse?
18.  Disrupted function: home?
19. Disrupted function: work?
20.  Please list any other symptoms below: 
The Menopause CenterWomen's Care590 Country Club Pkwy, Suite AEugene, Oregon 97401(541) 683-1559
www.fertilitycenteroforegon.com
RISK FACTORS FOR 
OSTEOPOROTIC FRACTURE
The Menopause      Center
Non-modifiable (please check all positives)
Potentially modifiable (please check all positives)
Women's Care Financial Agreement
Thank you for trusting Women's Care to partner in your health care.  This financial agreement should answer questions regarding patient and insurance responsibility for services rendered.  Please read this agreement, ask us any questions you may have, and sign in the space provided.  You will be given a copy of this agreement for your records.  
I have received this financial policy, and understand that regardless of any insurance coverage I may have, I am responsible for payment of my account.  I understand that delinquent accounts will be referred to a collection service.  If it becomes necessary to send my account to a collection service, I agree to pay for all costs and expenses, including reasonable attorney fees.  I also acknowledge that I have received a copy of this financial agreement for my records.
Insurance
Your insurance coverage is a contract between you and the insurance company, and it is your responsibility to know your insurance benefits.
As a courtesy, we will bill both your primary and secondary insurance companies.  We will submit your claims and assist you in any way we reasonably can to help get your claims processed.  In order to do this, we must receive all the information necessary to bill.  If the information is not supplied, you will be billed, and payment in full will be your responsibility and will be expected within 30 days of receipt of statement.
Medicare
We participate in the Medicare program.  You are responsible for your co-insurance, any deductibles that have not yet been met, and services that are identified as patient responsibility on your Medicare Explanation of Benefits.  We strive to inform our Medicare patients of services that will not be covered.  We may ask you to sign an Advanced Beneficiary Notice, which lists our fee and notifies you of your financial responsibility for certain medical services.
Managed Care
Many patients are enrolled in Managed Care Products.  In order for us to obtain referrals and/or pre-authorizations, it is important that we have your current insurance information. Depending on individual policies, your provided care may not have a covered benefit. It is your responsibility to check for optimal coverage by your insurance company. Please contact your insurance company with questions regarding your coverage.
Patient Responsibility for Payment:
You are responsible for payment of any co-payment, co-insurance, deductible or service not covered by your insurance, handling, collection or attorney fees.  If you do not have insurance, you are responsible for payment of all services.  Co-payments are due at the time of your visit.  Patient due balances noted on your monthly statement are due within 30 days of receipt. 
Charges for minor children will be billed to the parent with whom the child resides.  We will bill appropriate insurance if all required information is provided.  We will not bill or contact a non-custodial parent on behalf of the custodial parent.  
OB Care and Delivery
OB patients will meet with our business office representatives to discuss insurance coverage and payment options. Automatic payments from your bank account are available for your convenience.
Deposits:  
New patients without insurance, or if insurance co-payment cannot be verified, are required to pay a deposit on or before the first date of service.  If insurance payment results in a credit balance, it will be refunded to you.
Payment Options:
We understand that financial circumstances vary from patient to patient.  If you are unable to pay your patient due balance in full, you must call our Business Office at (541) 868-9746 to make payment arrangements.
We offer uninsured patients a 20% discount for payment by cash, check or credit card received on the date of service or as soon as charges are available for the service. Discount does not apply to infertility services, lab, or supply charges.
Non-Payment:
Failure to pay may result in your account being referred to a collection agency, which may affect your credit. Please contact our business staff to discuss payment arrangements. Referral to a collection agency, or naming Women's Care in a bankruptcy filing, may result in dismissal from our practice.  
If we refer your account for legal action, you will be charged a processing fee and any applicable legal fees. 
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ACKNOWLEDGEMENT AND CONSENT
 
I understand that The Fertility Center of Oregon, (referred to below as “This Practice”) will use and disclose health information about me. 
 
I understand that my health information may include information both created and received by the practice, may be in the form of written or electronic records or spoken words, and may include information about my health history, health status, symptoms, examinations, test results, diagnoses, treatments, procedures, prescriptions, and similar types of health-related information.
 
I understand and agree that This Practice may use and disclose my health information in order to:
 
·         make decisions about and plan for my care and treatment;
·         refer to, consult with, coordinate among, and manage along with other health care providersfor my care and treatment; 
·         determine my eligibility for health plan or insurance coverage, and submit bills, claims and other related information to insurance companies or others who may be responsible to pay for some or all of my health care; and
·         Perform various office, administrative and business functions that support my physician's efforts to provide me with, arrange and be reimbursed for quality, cost-effective health care. 
I also understand that I have the right to receive and review a written description of how This Practice will handle health information about me.  This written description is known as a Notice of Privacy Practices and describes the uses and disclosures of health information made and the information practices followed by the employees, staff and other office personnel of This Practice, and my rights regarding my health information.
 
I understand that the Notice of Privacy Practices may be revised from time to time, and that I am entitled to receive a copy of any revised Notice of Privacy Practices.  I also understand that a copy or a summary of the most current version of This Practice's Notice of Privacy Practices in effect will be posted in waiting/reception area and online at www.fertilitycenteroforegon.com. 
 
I understand that I have the right to ask that some or all of my health information not be used or disclosed in the manner described in the Notice of Privacy Practices and The Fertility Center of Oregon will honor that request if approved.
 
By signing below, I agree that I have reviewed and understand the information above and that I have received a copy of the Notice of Privacy Practices. 
OR
(Patient signature)
(Patient representative signature)
..\logos\Fertility Clinic Logo\JPEG and PNG versions - SCREEN\Fertility Center logo-RGB-PRIMARY-300dpi JPEG.jpg
AUTHORIZATION TO USE/DISCLOSE
HEALTH INFORMATION
to use and disclose a copy of the specific
                                                                                                                                                                                            (Name of Patient)                                                          (Date of Birth)
Consisting of:
(Please enter your initials on the above information to be used/disclosed.  By initialing you are allowing protected health informaiton to be exchanged to the below designated entity.)
To:         The Fertility Center of Oregon, 590 Country Club Parkway, Suite A, Eugene, OR 97401
                Phone: 541-686-2922   Fax: 541-683-1709
(Please describe each purpose of disclosure or state "at the request of the individual" if this authorization is initiated by the individual and the individual does not, or elects not to, provide a statement of purpose.)
 
Your health care and payment for that health care cannot be conditioned upon receipt of this signed Authorization unless your health care or treatment is for the purpose of:
 
         (1)  creating health information about you to be disclosed to a third party; or
         (2)  for the purpose of research.
 
You have the right to revoke this Authorization at any time, provided that you do so in writing. If you revoke your Authorization, we will no longer use or disclose information about you for the reasons covered by your written Authorization, but we cannot take back any uses or disclosures already made with your permission.  
 
To revoke this Authorization, please send a written statement to our compliance officer at the address listed below, that identifies the date you signed this Authorization, the recipient of the information identified in this Authorization, and state that you are revoking this Authorization. Records will be released within 30 days of receipt of this authorization.     
Women's Care Physicians and SurgeonsAttn: Manuel Williams, Compliance OfficerP.O. Box 70368, Springfield OR 97475-0120 
This Authorization will expire on the earlier of                    (date), 365 days from the date of signing, or the end of the period reasonably needed to complete the disclosure for the above-described purpose.
I have reviewed and I understand this Authorization.  I also understand that the information used or disclosed pursuant to this Authorization may be subject to re-disclosure by the recipient and no longer be protected under federal law. 
(Patient signature)
OR
(Patient representative signature)
 
  
Fact Sheet for Health Care Consumers
Genetic Privacy & Research
 
 
Oregon's first genetic privacy laws were passed in 1995 with a goal of tryingto help protect your genetic information and prevent possible employment or insurance discrimination to health care consumers like yourself.
 
 
In 2005, a few changes were made in Oregon laws about when results of a genetic test, specimens collected (such as blood or tissue), or health care information may be available for certain types of genetic research. You will be asked to make decisions about this starting in 2006.
 
 
What is the same?
·   If genetic test results, specimens collected or health care information can be linked to you (for example if it includes your name or address or birth date) the researcher must still get your permission before using this information for genetic research.
 
 
What is new?
·   If genetic test results, specimens collected or other health care information does not include any information that can be linked to you (or there is only a code and the key to the code is kept separately) the new law allows researchers to access these and ask permission of an independent review board (called an IRB) to use the test results, specimens collected or health care information for what is called “anonymous” or “coded” genetic research.
·   The new law requires you to make a decision regarding use of your health information in anonymous or coded genetic research.
·   As a result, starting July 1, 2006, the new law requires that your doctor or health care provider give you notice and asks you to complete a form at least once and mark if you DO NOT want any
of your specimens or health care information available for anonymous or coded genetic research. This is often called an “opt-out” form.
 
 
 
Why was the change made?
·   Many people want to keep their health care information, including their genetic information, private. Many people also recognize
that medical and genetic research can help develop new information that allows both patients and doctors to learn more about diseases, make good health care decisions, and discover
new treatments.
·   The new law tries to balance the interests of those who want to keep their genetic information private by allowing them to make a decision to “opt-out” while allowing researchers to do genetic research needed to make good health care decisions by you and your health care providers.
 
 
What do I need to do?
·   You will need to make a personal decision on whether your genetic test results, specimens collected or health care information will be available for anonymous or coded genetic research.
·   If you DO NOT want your results of a genetic test, specimens collected or health care information available for anonymous or coded genetic research you must mark that place on the form provided by your doctor or health care provider
·   If you DO want the results of a genetic test, specimens collected, or your health care information available for anonymous or coded genetic research, you don't need to do anything.
·   In either case, your health care provider is responsible for providing a notice and form for you to mark. This only needs to
happen once, not at every visit.
·  If you change your mind in the future, it is YOUR responsibility to inform your health care provider and it would only affect results of genetic tests, specimens collected or health care information from that date forward.
 
 
Where can I get more information?
Talk to your doctor or health care provider.
The Oregon Genetics Program  - (971) 673-0271 or www.healthoregon.org/genetics
 
 
 
 
 
 
Printable version available from www.healthoregon.org/genetics         Last revised 6/06
 
Women's Care
 
Notice of your Right to Decline Participation in Future Anonymous or Coded Genetic Research
 
The State of Oregon has laws to protect the genetic privacy of individuals. These laws give you the right to refuse to have your health information or biological samples used for research. A biological sample may include a blood sample, urine sample, or other materials collected from your body. You can decide whether to allow your health information or biological samples to be available for genetic research. Your decision will not affect the care you receive from your health care provider or your health insurance coverage.
 
Research is important because it gives us valuable information on how to improve health, such as ways to prevent or improve treatment for heart disease, diabetes, and cancer. Under Oregon law, a review board reviews all genetic research before it begins. This team makes sure that the benefits of the research are greater than any risks to participants. With the exception of anonymous or coded research, use of your health information or biological samples for genetic research requires your specific written consent. 
 
In anonymous research, personal information that could be used to identify you, like your name or medical record number, cannot be linked to your health information or biological sample. In coded research, personal information that could be used to identify you is kept separate from your health information or biological sample so it would be very difficult for someone to link your personal information to your health information or biological sample. Your identity is protected in both types of research. 
 
If you want to allow your health information and biological sample to be available for anonymous or coded genetic research, you don't have to do anything. If you make this choice, your health information or biological sample may be used for anonymous or coded genetic research without further notice to you. 
 
If you decline to have your health information and biological sample available for anonymous or coded genetic research, you must tell your health care provider by: 
 
• Completing this form and giving it to your health care provider. 
 
Your decision is effective on the date you sign this form. No matter what you decide now, you can always change your mind later. If you change your mind, inform us of your decision in writing. The new decision will apply only to health information or biological samples collected after we receive this completed form. 
 
If you have any questions or concerns about this notice, please contact our laboratory manager, Tammy Parette at 541-683-1559.
(Patient signature)
OR
(Patient representative signature)
The Fertility Center of Oregon
 
 
The Federal offices of the Centers for Medicare and Medicaid Services are asking health care providers to submit data on race and ethnicity in their effort to end disparities in health care. Your participation is entirely voluntary and answers are confidential.
 
The categories listed are defined by the 2010 US Census Bureau.
Race
Preferred Language
Ethnicity
Thank you for taking the time to complete your patient packet.  Please save your completed packet to your computer and then send as an attachment via email to The Menopause Center at FCONP@womenscare.com
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