
7050 N Recreation Ave Suite 105 
Fresno Ca 93720 
559 321-2930 559 321 -2940 

Patient Information 
Last Name 

Street Address 

II 
UroGynecology 

SPECIALTY CENTER 
A~ Of CQMUl'l'Y ftU«W1Qf ~~a f'Mr or SN(Tt HCM1H f C'IUlffMTIOH 

First Name 

City 

IF YOU NEED TO CANCEL OR 
RESCHEDULE \'OUR APPOINTMEN, 

PLEASE GIVE OUR OFFICE A 
24 HOUR NOTICE 

TO AVOID BEING CHARGED THE 
$75.00 OR $100.00 NO SHOW FEF. 

Ph: (559) 321-2930 

7095 N Chestnut Ave Suite 102 
Fresno, Ca 93720 
(559) 321 -2930 FAX (559) 298-7875 

I Middle Name 

IState Zip Code 

Home Telephone Number I Cell phone Number Work Telephone Patient's Age 

Marital Status Social Security Number Date of Birth 

D Single D Married D Divorced D Widow 
I I I I 

Occupation Employer 

Emergency Contact Name Relationship to Emergency Contact I Emergency Contact Telephone 

Email Address Patient's Pharmacy 

Insurance / Insured Information 
Name of Insured / Responsible Party/Guarantor (If different from patient) Telephone Number Work Phone/ Cell Phone 

Street Address City & State Zip Code 

Marital Status of Insured Social Security Number 
ISe: 

Age I Date of ;irth 
D Single D Married D Divorced D Widow 

I I F I 
Patient's Relationship to the Insured Occupation 

D Insured D Spouse 0 Child D Other 

Employer Employer's Address 

Name of Insurance ID Number Group Number Plan Number 

Name of Secondary ID Number Group Number Plan Number 

Referring Physician Primary Care Physician 
Name: Name: 

Address: Address: 

Phone Number: Phone Number: 

Who should we thank for th e referra l? 

□Referring Physician li sted above _____ _ o Website ____ _ o Friend / Family Member: ________ _ 

Assignment of Benefits - I hereby assign all medical and surgical benefits to which I am entitled , including government 
programs, private insurance, major medical benefits and any other health plan , to Urogynecology Specialty Center. This assignment 
will remain in effect until revoked by me in writing . A photocopy of this assignment is to be considered as valid as an original. I 
understand that I am financially responsible for all charges whether or not paid by said insurance. I hereby authorize said assignee 
to release all information necessary to secure payment. I Signature of Patient 

Reg istration Form Revised 02-22-18 



Initial Patient History 
Thank you for taking the time to fill out your initial patient history packet. If you are unsure of any of 
these answers, please place a question mark or leave the answer blank. By filling out this packet, we 
ensure we have a complete and accurate understanding of your health . It also allows us to spend more 
time discussing your gyneco logic concerns. 

What is the reason for your visit today? Check all that apply 

Abnormal bleeding 

Pelvic pain 

Endometriosis 

Fibroids 

Ovarian cyst/mass 

Other --------

Birth control options 

Uterine septum 

If you have symptoms, please describe how long, what treatments have you tried, and any other important 

details: ------------------------------------

GYNECOLOGIC IDSTORY 

MENSTRUAL HISTORY 

At what age did you begin your period? __ 

Are you still having a period? Yes No 

If yes : When was the first day of your last period? ------
If no: At what age, did you stop having regular periods? _____ _ 

Have you had any episodes of spotting or bleeding since then? Yes No 

Do you have regular predictable periods? Yes No 

How many days do you typically bleed for? 
------

How often do your periods occur? -------
Please describe your flow: Light Moderate Heavy 

Do you have any bleeding or spotting between periods? Yes No 

Do you have any bleeding after sex? Yes No 

Is your period painful? Yes No 

SEXUAL HISTORY 
Sexual preference: Men Women Both men and women 

Are you sexually active? 

Yes, currently Never Previously, but not currently 

How many partners do you currently have? _ _ 

Are you on any hormonal medications for birth control or other reasons (bleeding, pain, etc)? 

Yes No Previously, but not currently 



What are you currently using for birth control? 

None 

Birth control patch 

Copper IUD 

Rhythm method 

Diaphragm 

Injection/shot 

Essure 

Other - - ---

Condoms 

NuvaRing 

Tubal surgery 

Are you currently trying to become pregnant? Yes No 

Have you ever had any of the following infections? 

Genital warts 

Hepatits C 

Mycoplasma 

Pelvic inflammatory 
disease (PID) 

HPV 

HIV 

Trichomonas 

Syphilis 

Gonorrhea 

Genital herpes 

Do you have any pain or discomfort during intercourse? Yes No 

OBSTETRICS HISTORY 
Please indicate the number of pregnancies: 

Total number of pregnancies __ _ 

Full-term delivery __ _ 

Premature delivery __ _ 

Twin delivery __ _ 

Miscarriages __ _ 

Were these in the: First trimester Second trimester 

Terminations ---
Were these: Medication Procedure 

Tubal or other ectopic pregnancy __ _ 

Was this treated with : Medication 

Molar pregnancies __ 

Total number of vaginal deliveries __ _ 

Total number of Cesaeran deliveries 
---

Total number of living children ___ _ 

HEALTHCARE MAINTENANCE 

Surgery 

Both 

Last Pap smear ____ Was it normal? Yes 

Have you ever had an abnormal Pap smear? Yes 

When was your last. . . 

Mammogram Was it normal? 

Colonoscopy Was it normal? 

DEXA . Was it normal? ---------
Have you been vaccinated against HPV? 

Yes 

Yes 

Yes 

Yes 

Both 

Birth control pills 

Hormonal IUD 

Vasectomy 

Hepatitis B 

Chlamydia 

Tubo-ovarian abscess 

Third trimester 

No 

No 

No 

No 

No 

No 



SURGICAL IDSTORY Please list all surgical procedures: 
Gynecologic surgery 
Hysterectomy: Type: ___ ___________ _ Year: -----

Ovarian surgery: Type: Year: -------- ------- -----

Fibroid surgery: Type: Year: ----------- - --- ------

Other: Please specify 

Head/Neck Surgery: Type: Year: --------------- -----

Heart surgery: Type: Year: --------------- -----

Appendectomy: Type: Year: ---------- - ---- -----

Cholecystomy (Gallbladder): Type: 
------------

Year: -----

Other bowel surgery: Type: _ ______________ Year: ____ _ 

Hernia surgery: Type: _________ ___ _ _ _ Year: ____ _ 

All other surgeries: 

ALLERGIES: No Yes - -----------------------

MEDICATIONS: Please list all by name, dose, and frequency 



MEDICAL HISTORY 

Cardiovascular diseases 
High blood pressure 
Coronary heart disease 

MI (heart attack) 
Irregular heart rhythm 
Valve disease 
High cholesterol 
Other cardiac disorders 

Hematologic diseases 
Blood clots (thrombosis) 
Anemia 
Sickle cell disease 
Other blood disorders 

Nervous System diseases 
Migraines without aura 
Migraine with aura or 

other neurologic symptoms 
Stroke 
Seizures 
Headaches 
Fibromyalgia 
Anxiety 
Depression 
Other mood disorders 

ENT diseases 
Glaucoma 
Cataracts 
Hearing problems 
Airway/ structural 

deformity 
Other ENT diseases 

Metabolic diseases 
Diabetes 
Thyroid disease 
Osteoporosis or 

osteopenia 
Pituitary disease 
Other endocrine disease 

Kidney/Urinary diseases 
Kidney stones 
Kidney infection 
Structural deformity of 

kidney/urinary system 
Other kidney disease 

Gastrointestinal diseases 
Acid reflux 
Ulcer 
Hepatitis 
Gallstones 
Liver disease 
Crohns disease 
Ulcerative Colitis 
Diverticulosis 
Irritable bowel syndrome 
Pancreatic disease 
Other GI diseases 

Lung diseases 
Asthma 
COPD 
Sleep apnea 
Other lung diseases 

Connective Tissue diseases 
Rheumatoid arthritis 
Lupus 
Psoriasis 
Eczema 
Other disease of joint, 

bone, skin, or connective 
tissue 

Cancer 
Breast cancer 
Uterine cancer 
Colon cancer 
Other cancer, please 

specify ______ _ 

Any other medical 
problem(s) or disease(s), not 
listed above: 



SOCIAL and SAFETY HISTORY 
Tobacco use: 

Yes, currently. Packs per day ___ _ 

Yes, but quit. Quit date _____ _ 

No, never 

Number of years of tobacco use ___ _ 

Alcohol use: 

Yes. Drinks per week ______ _ 

Yes, but stopped 

No, never 

Caffeine 

Yes. Number of cups per day ----
No 

Are you in a relationship with a person who 
threatens or physically hurts you 

Yes 

No 

Do you follow any specific/special diet 

Yes, please specify ______ _ 

No 

Profession/occupation 

Additional Sym(!tom Screen 
Dysuria (pain with urination) 

Dyschezia (pain with bowel movements) 

Pe lvic pain that wakes you from your sleep 

Urinary frequency 

Urinary urgency (can not wait) 

Accidental urination 

Nocturia (waking up to urinate) 

Bladder fullness after urinating 

Leaking with coughing, sneezing, exercise 

Leaking during intercourse 

Vaginal dryness 

No 

No 

No 

No 

No 

No 

No 

No 

No 

No 

No 

FAMILY HISTORY: 

Mother: Living Deceased 

Father: Living Deceased -----

Siblings: 

Number living ______ _ 

Number deceased ------

Family history of: (please specify who) 

Diabetes -----------
High blood pressure ______ _ 

Stroke 

Heart attack ----------
High cholesterol _______ _ 

Fibroids - -----------
Endo met r i o sis ----------
Cancer: please specify who and age 

Breast ----------
O var i an ---------
Uterine ---------
Cervix ----------
Kidney ----------
Colon ------ ----

Yes 

Yes 

Yes . How often? 

Yes. Times per day? 

Yes 

Yes . How often? 

Yes. Times per night? 

Yes 

Yes 

Yes 

Yes 



DEAR PATIENT: 

UroGynecology 
SPECIA Y CENTER 

Thank you for choosing us as your health care provider. We are committed to providing you with quality 
and affordable health care. Because some of our patients have had questions regarding patient and 
insurance responsibility for services rendered, we have developed this payment/office policy. Please 
read it, ask us any questions you may have, initial and sign in the space provided . A copy will be 
provided to you upon request. 

PAYMENT/OFFICE POLICY 

I. ___ No Children Policy: Due to the sensitive nature of visits and procedures as well as 
safety concerns, we ask that if you have children, you make alternative arrangements for 
childcare during your visits with our office. 

2. ___ Insurance: We participate in most insurance plans, including Medicare. If you are not 
insured by one of our contracted plans, payment in full is expected at each visit. If you don 't 
have an up-to-date insurance card, payment in full for each visit is required until we can verify 
your coverage. Knowing your insurance benefits is your responsibility. Please contact your 
insurance company with any questions you may have regarding your coverage. 

3. ___ Co-payments and deductibles: All co-payments and deductibles must be paid at the 
time of service. This arrangement is part of your contract with your insurance company. Failure 
on our part to collect co-payments and deductibles from patients can be considered fraud . Please 
help us in upholding the law by paying your co-payment at each visit. 

4. ____ Non-covered services: Please be aware that some of the services you receive may 
be non-covered or not considered "reasonable and necessary" by Medicare or other insurers. 
You must pay for these services in full at the time of visit. 

5. ____ Proof of Insurance: All patients must complete our patient information form before 
seeing the doctor. We must obtain a copy of your current valid insurance as proof of insurance 
and may request a copy of your driver's license. If you fail to provide us with the correct 
insurance information in a timely manner, you will be responsible for the balance of a claim. 

6. ___ Claims Submission: We will submit your claims and assist you in any way we 
reasonably can to help get your claims paid . Your insurance company may need you to supply 
certain information directly. It is your responsibility to comply with their request. Please be 
aware that the balance of your claim is your responsibility whether or not your insurance 
company pays your claim. Your insurance benefit is a contract between you and your insurance 
company; we are not party to that contract. 



7. ___ Secondary insurance: As a courtesy to you we will bill your secondary insurance 
company once. If payment is not received within 30 days of the date of the secondary insurance 
billing, it will be your responsibility to pay UGSC. 

8. ___ Coverage Changes: If your insurance changes, please notify us so we can make the 
appropriate changes. If your insurance company does not pay your claim in 45 days, the balance 
will automatical ly be billed to you. 

9. ___ Nonpayment: If your account is over 90 days past due, you will receive a letter stating 
that you have 20 days to pay your account in full. Partial payments will not be accepted unless 
otherwise negotiated. Please be aware that if a balance remains unpaid, we may refer your 
account to a collection agency and you may be discharged from this practice. 

10. ___ Financial Disclosure 

UroGynecology Specialty Center is a member of Sante Foundation Medical Group (SFMG) and I 
may receive a bill from SFMG for services provided by UroGynecology Specialty Center and/or the 
group's providers. 

11. ___ Prior authorizations: If your insurance requires a prior authorization for diagnostic 
and other procedures we will assist you in this process but, it is your responsibility to see that 
one is obtained prior to receiving this service. 

12. ___ For your conven ience, we accept payment by cash, check, credit card and debit card . 

13 . ___ Returned Checks: There will be a $15.00 service charge for al l returned checks . 

14. ___ Failed Appointments: If you fail to show up for ANY of your scheduled 
appointment(s) you will be charged a $75 no-show fee. A Urodynamic study no show fee of 
100.00. For Pelvic floor rehab no show fee is $200.00. We do require a 24 hour notice for any 
rescheduling or cancellations. As a courtesy our office sends out text message reminders three 
days prior to your schedu led appointment. 

15. ___ I hereby authorize my insurance benefits to be paid directly to the physician and authorize 
the release of information required for processing my claims. 



UroGynecology 
SPECIA Y CENTER 

16. _ __ Zero Tolerance Policy: We hold ourselves to the highest standards and respect for our 
patients. We appreciate the same courtesy back to our staff and doctors. Any conduct of verbal or 
physical abuse to staff or doctors can result in being discharged from the practice. 

17. ___ Notice to Patients About Open Payments Database 
The Open Payments database is a federal tool used to search payments made by drug and device 
companies to physicians and teaching hospitals. It can be found at https: //openpaymentsdata .ems.gov 

18. _ ___ Surgical cancellation: For those patients who are considering surgery, please be 
mindful when selecting your surgery date. Scheduling surgery is time consuming and very 
complex. Upon being given a surgery and pre op date, you understand that a surgery date has 
been reserved specially for you. If you are unable to obtain preoperative requirements, such as 
bloodwork, medical, cardiac and any other clearances in a timely matter, surgery will be 
cancelled and fee of 500.00 with be administrated . This fee is 100% patient ' s responsibility, 
insurance does not cover fee . A l I preoperative requirements are due by the day of preop. 

19. __ Rescheduling Surgery Policy: In the event of needing to reschedule, please contact our 
office no later than 2 weeks prior to your surgery date. Fai lure do so will result in a fee of 500 
dollars. This fee is 100% percent patient's responsibility, insurance does not cover fee. 
Rescheduling will so lely be upon doctor ' s discretion. 

Our practice is committed to providing the best treatment to our patients. Our prices are representative of 
the usual and customary charge for our area. Thank you for understanding our payment policy. Please 
let us know if you have any question or concerns. 

I have read and understand the payment policy and agree to abide by its guidelines. 

Signature of Patient or Responsible Party Date 

Print Name 



All charges are payable at the time of service unless we are a contracting provider with your insurance carrier. This 

will help us control our costs and fees. Upon payment, a receipt that is accepted by insurance companies will be 

issued to you. 

ASSIGNMENT OF BENEFITS 

I hereby assign all medical benefits to Urogynecology Specialty Center. The assignment will remain in effect until 
revoked to me in writing. A photocopy of this assignment is to be considered as valid as an original. I hereby 

authorize said assignee to release all information necessary to secure payment. 

Lab studies collected in our office are submitted to specific labs as directed by your insurance company. It is the 
patient's responsibility to inform our office if your insurance company requires a specific lab; otherwise the patient 
will be responsible for lab services not covered by your insurance company. 

I understand that I am financially responsible for all charges. 

Signed: ____________________ _ Date: ____________ _ 
(patient or guardian if minor) 

Patient's Name: _________________ _ HIC Number: ________ _ 

I request that payment of authorized Medicare benefits be made either to me or on my behalf to Urogynecology 
Specialty Center for any services furnished to me, physician, or supplier. I authorize any holder of medical 
information about me to release to the Health Care Financing Administration and its agents any information 
needed to determine these benefits payable for related services. 

Signed: ____________________ _ Date: ____________ _ 
(patient or guardian if minor) 


