GYN QUESTIONNAIRE Susan K. Mueller, .D.

Name

Last First ' MI
Age Total Number of Pregnancies Live Births Miscarriages/ Abortions
Date of last Pap smear Date of last mammogram

1* day of last menstrual period

Present Medications (Please list)

Present method of birth control (Citcle):
None Birth Control Pills (Name: ) Condoms 0D Noplant
Depo-Proveta Diaphragm Rhythm  Withdrawal Foam/Jellies ~ Vasectomy Tubal Sterilization

Have you ever had surgery? O Yes O No
If yes, specify date and type:

Do you have:
Periods less than 18 or more than 35 days apart? 0 Yes O No
Heavy bleeding or clotting? [0 Yes O No
Bleeding/spotting between periods or after intercourse? O Yes O No
Any irritation or vaginal discharge? O Yes O No
Matked pain with your periods? O Yes O No
Trouble controlling your urine when you sneeze ot cough? O Yes O No
Breast lump ot discharge? [ Yes O No

If postmenopausal, do you have any vaginal bleeding or spotting? [ Yes O No

Do you have or have you ever had (Check all that applies):

O High blood pressure O Diabetes
O Autoimmune disorder, lupus [J Phlebitis, blood clots in your veins
[ Neurological disease, epilepsy, migraine headaches - [0 Hepatitis, liver or gallbladder problem
[0 Thyroid problems O Other
[0 History of abnormal pap O Allergies: (list)
Specify:

[0 Sexually Transmitted Diseases — STDs (Chlamydia, Gonotrhea, Syphilis, Herpes, Genital Warts /HPV)
Specify:

Do you use:

[ Yes 0 No Alkoho/ — How many glasses per week do you usually drink? Wine Beer Cocktails ____
O Yes [0 No  Cigarettes — Number of packs per day

[ Yes [0 No  Llicit recreational drugs (Matijuana, Cocaine, etc) If you would not feel comfortable writing anything
down, please discuss directly with your physician. Specify




Is there a family history of: (If yes, list all members, types, and relationship to you.)
O Yes O No Cancer

[J Yes 00 No High blood pressure, stroke, heart disease

[ Yes O No Diabetes O Other

Why do you need to see a doctor today?

Do you have?

Inflammatory Bowel Disease (Irritable bowel/Crohn’s Disease) [0 Yes O No
A family history of bowel polyps? (3 Yes O No
Any relatives with colon, breast, or gynecologic cancer (uterine, ovarian, etc.)? O Yes [ No
Any first degree relatives with breast cancer under age 352 O Yes 0O No
Chronic heart or lung problems, shortness of breath with activity or at rest? O Yes O No
Any family members with heart problems under age 507 O Yes [ No
High Cholesterol or Triglycerides? : O Yes O No
Close contact with or live with someone with Tuberculosis? O Yes O No
A family history of skin cancer? O Yes [ No
Increased sun exposure ot any unusual or changing moles/skin lesions? O Yes 0 No
Any household or sexual contact with anyone with Hepatitis B? O Yes 0 No
A history of ever having a blood transfusion or IV drug use? O Yes 0 No
More than one sexual partner or a partner with multiple contacts? O Yes L No
Difficulty or concerns with sexual relations? O Yes 0 No
Do you have or have you ever had (Check all that applies):

[0 Colon Cancer or Polyps [0 Diabetes in Pregnancy

[0 Measles, Mumps and Rubella Vaccine O Bleeding disorders, easy bruising or bleeding

[J Sickle Disease, Hodgkin’s, Multiple Myeloma O Citrhosis or Alcoholism

O Chickenpox O Eating Disorders

(O Abnormal Mammograms O Recently changed sexual partners

Do you:

0 Yes 0 No Perform MONTHLY self breast exams?

[0 Yes 0 No Take a multivitamin or folic acid supplement?

O Yes 0 No Exercise regularly?

O Yes 0 No Wear seatbelts regularly?

[1 Yes O No Ever feel like just giving up?

O Yes [0 No Feel you or your children are being physically or sexually abused?
[J Yes [0 No Have a current Tetanus shot (within the last 10 years)?

O Yes [0 No Get annual flu shots?

[] Yes [0 No  Feel that perhaps you drink too much, or been told you drink too much or feel guilty about your

drinking?

Any other problems or concerns you would like to discuss with the doctor today?




Contemporary B/GYN PATIENT

Susan K. Mueller, M.D. of Western Kentucky  REGISTRATION
N PATIENT INFORMATION
Name ; ' Former Name
Last ' First ' MI
Date of Bitth Social Security #
"~ Address , | ' : : - :
Street _ | Ciy State Zip
Primary Phone # | ] O] Home O Cell
Secondary Phone # _ 00 Home O Cell

Marital Status [ Single O Married O Divotced = [ Widowed

If married, spouses name

Financially responsible person (if under 18 yeats of age)

PATIENT’S EMPLOYMENT INFORMATION

Employment Status [ Full Time [ Part Time [J Retired [ Unemployed

Employer’s Name
Employer’s Phone ‘ May we contact you at work? [ Yes 0 No
Student Status [ Full Time LI Part Time [ Not a Student

RELEASE OF MEDICAL INFORMATION

Please list the individuals that we ate authorized to speak with regarding your care and/or account.

Name v Relationship Phone
Name Relationship ' Phone
Name Relationship Phone

By signing this statement, you release the staff of Contemporary OB/GYN of Western Kentucky from any and all
liability from disclosing confidential information to the persons listed above. This may include, but is not limited
to, information regarding HIV, sexually transmitted diseases, and sexual and psychological histoty.

Signature _- ' Date



Patient Name

Primary Care Physician

Referring Physician, if any

Emergency Contact

Name

Which pharmacy do you use most often?

Relation Telephone Number

How did you hear about us (Check all that apply)?
[0 The Paducah Sun

O Radio ' E/

[0 The Yellow Pages ﬂ\c\\\
[0 The Wright Pages

O Bridal Expo

0 Real Women’s Expo

O Baby Fair

O Health Department

O Magazine
O Physician(s) Name)

O Friend(s) or Family Member(s) (Please tell us so that we may thank theml)

_D Other

PATIENT POLICIES

We are very pleased to have you as our patient. These policies have been established so that we can give you the

best care possible.

*» If you are more than 15 minutes late for your scheduled appointment time, you will be asked to

reschedule.

»  We ask that you please give our office 24 hours notice of cancellation unless it is an emergent situation.
s After three “no show” visits in which we do not receive 24 hours notice, we will cease care,

»  All co-payments are due at the time of service, unless other arrangements are made in advance.

»  Self-pay patients are expected to pay in full at time of service, unless other arrangements are madein

advance.

» Itis ultimately the patient’s responsibility to know which physicians and/or facilities ate in netwotk with

their insurance company.

T have read the above patient policies. I anderstand that it is my responsibiliy to contact a staff member for assistance of if I haw any

que:tz'om or concerns.

Signature

Date




ASSIGNMENT OF INSURANCE BENEFITS

Please present your insurance card(s) to the Receptionist at every visit,

Name

Last First MI

Primary Insurance

Primary Insurance Company Name

Policy Holder Name Policy Holder Date of Birth
Policy Holder Social Security # _ Sex [ Female (1 Male
Policy Holder Employer |
Relationship to You [ Self [ISpouse [ Parent U Other

Copay $

Scecondary Insurance

Secondary Insurance Company Name

Policy Holder Name Policy Holder Date of Birth
Policy Holder Social Security # : Sex [ Female 0 Male
Policy Holder Employer

Relationship to You [ Self [ Spouse [ Parent [ Other

Copay §

I hereby authorize and direct the above insurance company to pay benefits due in accordance with the terms of my
policy as follows:
Benefits payable to:
Contemporary OB/GYN of Western Kentucky
2601 Kentucky Avenue, Doctor’s Building One, Suite 103
Paducah, Kentucky 42003

« ] agree to pay all medical expenses not covered by the above named policy.

» ] authorize Contemporary OB/GYN of Western Kentucky to release any information needed by the insurance company
regarding this claim.

» I understand and agree that it is my responsibility to verify that Contemporary OB/GYN of Western Kentucky is an
approved provider for my specific insurance. If preauthorization or provider verification was not obtained, I understand
and acknowledge that I am fully responsible for the bill.

» [ understand and agree that if it should become necessary for Contemporary OB/GYN of Western Kentucky to pursue
collections of my account through a third party, I will be liable for any and all costs associated with the collection process.

v I request payment of insurance benefits be paid directly to the physician listed on the claim.

Signature : ‘ Date
I have no insurance and will make payment in full today by: ‘
___Cash

__Check
___ Credit Card

Signature Date




NOTICE OF PRIVACY PRACTICES .
THIS NOTICE DESQ;-I_(IQ ES HOW MEDICAL INFORMATION ABOUT YOU MAY BE UED ANDI DISCLOSED AND HOW

QU CAN I A S TO THIS INFORMATIO PLEA REF

Yy AL

OUR OBLIGATIONS

We are required by law to:
*  Maintain the privacy of protected health information
*  Give you this notice of our legal duties and privacy practices regarding your health information.
= Follow the terms of our notice that this is currently in effect.

How We May Use and Disclose Health Information :
Described as follows are the ways we may use and, disclose health information that identifies you (“Health Information”). Except for the fdewing
purposes, we will use and disclose Health Information only with your written permission. You may revoke such permission at any time by wrifinglo our
practice’s Prvacy Officer.
Treatment _ , .
We may use and disclose Health Information for your treatment and to provide you with treatment-related health care services. For example, v¢ may
disclose Health Information to doctors, nurses, technicians, or other personael, including people outside our office, who are involved in your medil care
and need the information to provide you with medical care. ' '
Payment . . .
We may use and disclose Health Information so that we or others may bill and receive payment from you, an insurance company, or 4 third partylor the
treatment and services you received. For example, we may give your health plen information so that they will pay for your treatment.
Health Care Operatons
We may use and disclose Health Information for health care operation purposes. These uses and disclosures are necessary to make sure that alof our
patients receive:quality care and to operate and manage our office. For example, we may use and disclose your medical information to make surethe care
yoi receive is of the highest quality, We also may share information with other entities that have 2 relationship with you (for example, your heath plan)
for their health care operation activities.
Appointment Reminders, Treatment Alternatives, and Health Related Benefits and Services, .
We may use and disclose jour Health Information to contact you and to remind you that you have an appointment with us. We also may use anddisclose
Health Information to tell you about treatment alternatives or health-related benefits -and services that may be of interest o you.
Individuals Involved in Your Care or Payment for Your Care, -
When appropriate, we may share Health Information with 2 person who is involved in your medical care or payment for your cate, such as yous fimily or
a close friend. We may also notify your family about your location or general condition or disclose such information to an entity assisting in adisaster
relief effort.

SPECIAL SITUATIONS

As Required by Law

We will disclose Health nformation when required to do so by interational, federal, state or local law.

To Avert a Serious Threat to Health or Safety ’

We may use and disclose Health Information when necessary to preventa serious threat to your health and safety or the health and safety of the public or
another person. Disclosures, however, will be made only to someone who may be able to help prevent the threat. :

Business Associates ) .

We ‘may disclose Health Information to our business associates that perform functions on our behalf to provide us with services if the informtion is
necessary for such services to function. For example, we may use another company to perform billing services on our behalf. All of our business
associates are obligated to protect the privacy of your information and are not allowed to use or disclose any information other than as specified in our
contract. :

Otgan and Tissue Donation .

If you are an organ donor, we may use or release, Health Information to organizations that handle organ procurement or other entities engiged in
procurement; banking or transportation of organs, eyes or tissues to facilitate organ, eye, or tissue donation and transplantation.

Military and Veterans ]

If you are a member of the Armed Forces, we may release Health Information as required by military command authorities. We also may release Health
Information to the appropriate foreign militacy authority if you are a member of a foreign military.

Workers’ Compensation

We may release Health Information for workess’ compensation or similar programs. These programs provide benefits for work-related injuries or
ilinesses.

Public Health Risks

‘We may disclose Health Information for public health activities. These activities generally include disclosures to prevent or control disease, injury or
disability; report births and death; report child abuse or neglect; report reactions to medications or problems with products; notify people or recalls of .
products they may be using; informing 2 person who may have been exposed to a disease or may be at risk of contracting or spreading a disease or
condition; and report to 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.

By my signature below, I ackuowledge receipt and understanding of the Privacy Notice provided by Contemporary OB/GYN of Western
Kentucky

Today’s Date Patent Signature



)B/GYN
of Western Kentuchy

Susan K, Mueller, M.D.  Sherri DiCicco, ARNP ~ Meghan Lee, ARNP  Becky Jofinson, (NM

Contemporary

February 2010
Deat Patient;

In light of revised Cetvical Cancer Screening/Pap Smeat Guidelines/Recommendations by the
American Cancer Society (ACS) in November 2002 and the American Congtess of Obstetrics and
Gynecology (ACOG) in Decembet, 2009, we are pleased to inform you we will be implementing
these new Guidelines starting February 2010. We are also pleased to inform you that our practice
will be providing patients with a test, High-Risk HPV DNA, designed to complement the Pap test.
According to the ACS and ACOG, the incorporation of this test will provide extremely valuable

" insight in the eatly detection of cetvical cancer and its precutsors.

The new Pap Smear Guidelines accotding to ACOG (American Congtess of
Obstetricians/Gynecologists):

* Women should have their first screening pap smear at age 21 unless they have had previous

abnormal result
= Women in their 20's can move their pap smears to evety two years (with two prev1ous

consecutive normal pap smears)
» Women age 30 and older who have had three previous consecutive normal pap smears with

negative HPV testing should have a pap smear every three years
= Women who have had a hysterectomy for non-cancetous reasons do not need a pap smear

unless they have a cervix
= Women may cease having pap smears after age 65-70 so long as they have had normal pap

smears for the last 10 years

Both the ACS and ACOG recommend yeatly physical exams including a breast exam, pelvic exam
(with or without a pap smeat) and STT screening if indicated.

All women 24 years and younger should have annual STI scteening.

You MUST have an annual exam including a breast and pelvic exam to receive birth control ot
hormonal therapy.

If you have ever had an abnormal Pap smear, consult with the provider performing your exam
concerning how often you will need Pap smears.

You are probably familiar with the Pap test, but may not be familiar with the High-Risk HPV DNA
test and the reasons why you should have this test performed along with your Pap test.



T ALl VLS @ VETY COMmMOn VIrus,

= Approximately 20 million people ate cutrently infected with HPV At least 50 percent of
sexually active men and women acquite genital HPV infection at some point in their lives By
age 50, at least 80 percent of women will have acquited a genital HPV infection. About 6.2
million Ameticans get a new genital HPV infection each year. (Centets for Disease Contrd and
Prevention, www.cdc.gov)

* Most women will successfully clear the virus soon after infection. If the virus isn’t cleared by
your immune system, it may cause abnormal changes to the cells of your cervix.

= The High-Risk HPV DNA test allows us to look for these abnormal cells indicating the
possible presence of HPV, a vitus that can progress to cervical cancer if undiagnosed or
untteated. |

We are awate that certain insurance.plaris will be reimbursing for this test, however, we cannot be
sure your particular plan has included this test in your benefits.

= ]t is your responsibility to ascertain your plan coverage. The Current Procedural
Terminology (CPT) Code for this test is 87621.

» We will try to help you with any questlons you may have regardmg your discussion with
_yout insurance provider. _

HPV testing is playing a growing tole in cetvical cancer screening programs and out practice is
committed to providing you with the latest advancements that are available.

Thank you,

Susan K. Mueller, M.D.; Sherri DiCicco, ARNP; Meghan Lee, ARNP; Becky Johnson, CNM

Patient Signature _ Date




Contemporary O B / GYN

of Western Kentucky Susan K Mueller, M.D.

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

Name
Last First MI
Date of Birth Social Security #
Address
Street City State Zip
Primaty Phone #
I do hereby authorize ' to release:
(Name of Facility) '

O My health information relating to the following treatment ot condition:

O My health information for the date(s):

O Other: _

O Ido O Idonot authorize the release of information related to AIDS, HIV, psychiattic care .
and/or psychological assessment and treatment for alcohol and/or drug
abuse. ' :

Release information to:

Name of Company/ Agency/ Facility/ Person

Street Address
City State ' Zzp Cods
Purposé of Disclosure:
O Referral to Spécialist O Insurance [ Personal
O Continuing Care O Change of Doctor 0 Other

I hereby authorize disclosure of the health information fot the above named patient. This authorization is valid for
12 months from the date of signature. I understand that I may cancel this request with written notification but that
it will not effect any information released priot to notification of cancellation. Iundetstand that the information
used or disclosed may be subject to re-disclosure by the person or class of persons or facility receiving it, and would
then no longer be protected by federal regulations.

Signature of Individual or Guardian Date



Nearly 20 million Americans experience depression,' but many will never seek treatment. The Depression

Self-Rating Test is a simple |6-question quiz that can help identify common symptoms of depression and their

severity. Remember—depression is more than just feeling down—itis a . eal imedical condition that can be

effectively treated.

Please complete the following questionnaire and return it to your healthcare provider.

Name:

Déte of Birth:

Today’s Date:

Instructions: Please circle the one response to each item that best describes you for the past seven days.

[

Falling asleep:

0 1 never take longer than 30 minutes to fall
asleep.

I | take at least 30 minutes to fall asleep, less than
half the time.

2 | take at least 30 minutes to fall asleep, more
than half the time.

3 | take more than 60 minutes to fall asleep, more
than half the time.

Sleep during the night:
0 1 do not wake up at night.

I 1 have a restless, light sleep with a few brief
awakenings each night.

2 | wake up at least once a night,but | go back to
sleep easily.

3 | awaken more than once a night and stay
awake for 20 minutes or more, more than half
the time.

Waking up too early:

0 Most of the time, | awaken no more than
30 minutes before | need to get up.

I More than half the time, | awaken more than
30 minutes before | need to get up.

2 [ almost always awaken at least one hour or
so before | need to, but | go back to sleep
eventually.

3 | awaken at least one hour before | need to,and
can’t go back to sleep.

Sleeping too much:

0 I sleep no longer than 7-8 hours/night, without
napping during the day.

I Isleep no longer than 10 hours in a 24-hour
period including naps.

2 |sleep no longer than |2 hours in a 24-hour
period including naps.

3 Isleep longer than 12 hours in a 24-hour
period including naps.

5.

6.

Feeling sad:

0 tdo not feel sad.

I 1feel sad less than half the time.
2 | feel sad more than half the time.
3 |feel sad nearly all of the time.

Decreased appetite:
0 Thereis no change in my usual appetite.

I 1 eat somewhat less often or lesser amounts of
food than usual.

2 | eat much less than usual and only with

personal effort, :

3 Irarely eat within a 24-hour period,and only
with extreme personal effort or when others |
persuade me to eat.

Increased appetite:
0 Thereis no change from my usual appetite.
I Ifeel a need to eat more frequently than usual.

2 |regularly eat more often and/or greater
amounts of food than usual.

3 | feel driven to overeat both at mealtime and
between meals.

Decreased weight (within the last two weeks):
0 1have nothad a change in my weight.

I Ifeel as if I've had a slight weight loss.

2 [ have lost 2 pounds or more.

3 I havelost 5 pounds or more.

Increased weight (within the last two weeks):
0 have not had a change in my weight.
I Ifeel as if I've had a slight weight gain.
2 | have gained 2 pounds or more.
3

[ have gained 5 pounds or more.

Forest Pharmaceuticals, inc.




10. Concentration/Decision-making:

0.

There is no change in my usual capacity to
concentrate or make decisions.

| occasionally feel indecisive or find that my
attention wanders.

Most of the time, | struggle to focus my
attention or to make decisions.

| cannot concentrate well enough to read or
cannot make even minor decisions.

I'l. Yiew of myself:

0

| see myself as equally worthwhile and
deserving as other people.

[ am more self-blaming than usual.

I largely believe that | cause problems for
others.

| think almost constantly about major and
minor defects in myself.

12. Thoughts of death or suicide:*

0
I

| do not think of suicide or death.

| feel that life is empty or wonder if it's worth
living.

| think of suicide or death several times a week
for several minutes.

| think of suicide or death several times a day
in some detail, or | have made specific plans for
suicide or have actually tried to take my life.

13. General interest:

0

There is no change from usual in how
interested | am in other people or activities.

| notice that | am less interested in people or
activities.

2

3

1 find | have interest in only one or two of my
formerly pursued activities.

| have virtually no interest in formerly pursued
activities.

14. Energy level:

0
I
2

There is no change in my usual level of energy.
| get tired more easily than usual.

| have to make a big effort to start or finish my
usual daily activities (for example: shopping,
homework, cooking, or going to work).

| really cannot carry out most of my usual daily
activities because | just don't have the energy.

15. Feeling slowed down:

0

16. Feeling restless:

0
I

{ think, speak, and move at my usual rate of
speed.

| find that my thinking is slowed down or my
voice sounds dull or flat.

It takes me several seconds to respond to
most questions,and I'm sure my thinking is
slowed.

| am often unable to respond to questions
without extreme effort.

| do not feel restless.

P'm often fidgety, wringing my hands,or need to
shift how | am sitting.

| have impulses to move about and am quite
restless.

At times, | am unable to stay seated and need
to pace around.

* If you or someone you know has thoughts of suicide, seek professional help immediately through your healthcare provider, or
call 41| to get the phone number for the nearest local suicide hotline.

To Score:

Enter the highest score on any | of the 4 sleep items (1-4)

ltem 5

Enter the highest score on any | appetite/weight item (6-9)

ltem |
ltem |
ltem |
ltem |
ltem |

Enter the highest score on either of the 2 psychomotor items (15 and 16)

0
i
2
3
4

TOTAL SCORE (Range 0-27)

ARNNRERY

Higher scores show the presence of symptoms that might be consistent with depression and indicate the need for
an evaluation by a healthcare provider. Only a doctor can diagnose depression because there are other clinically
relevant factors that must be considered to diagnose depression. Return this questionnaire to your doctor for
formal evaluation

Copyright 2000 A. John Rush, MD. Quick inventory of Depressive Symptomatology (Self-Report) (QIDS-SR). Used with permission.

Reference: |.National Institute of Mental Health website. Depression Research at the National Institute of Mental Health Fact Sheet.
Available at: http://counselingresource‘com/quizzes/qids-depression/index.html. Accessed November 28,2004.
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